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(propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

• deliciously  flavored 

• decisively  effective 

• exceptionally  safe 

Each  5-cc.  teaspoonful  provides  Ilosone  Lauryl  Sulfate 
equivalent  to  125  mg.  erythromycin  base  activity.  .Supplied 
in  bottles  of  60  cc. 

• INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


ELI  LILLY  AND  COMPANY 


932661 


IN  EPILEPSY... 
PREREQUISITE 
FOR 

PARTICIPATION: 

THERAPY 


With  the  use  of  medications, 
epileptic  students  may  be  enabled 
to  participate  in  many  of  the  same 
activities  as  other  students.^ 

REQUISITE 
FOR  THERAPY: 
THE  PARKE-DAVIS 
FAMILY  OF 
ANTICONVULSANTS 

effective  anticonvulsants 
for  most 
clinical  needs 


for  control  of  grand  mal  and  psychomotor  seizures 

KAPSEALS®  “In  the  last  15  years  several 
new  anticonvulsant  agents  have  come  into 
clinical  use  but  they  have  not  replaced 
diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent  for  a 
variety  of  reasons.  Most  of  them  are  less  effective  in  control  of  seizures, 
have  a greater  sedative  effect  and  higher  incidence  of  sensitivity  reactions."* 

A drug  of  choice  for  control  of  grand  mal  and  psychomotor  seizures,  dilantin 
sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  available  in  several 
forms,  including  Kapseals  of  0.03  Gm.  and  0.1  Gm.  supplied  in  bottles 
of  100  and  1,000. 

KAPSEALS  When  it  has  been  dem- 
onstrated that  the  combination  of 
Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated,  the  use  of  phelantin,  a 
capsule  providing  both  drugs,  is  often  a great  morale  builder  because  it 
enables  the  physician  to  reduce  the  total  number  of  pills  or  capsules  the 
patient  is  required  to  take.  It  is  less  expensive  medication  and  it  prevents 
the  patient  from  manipulating  the  dosage.*  phelantin  also  contains  meth- 
amphetamine  (desoxyephedrine)  to  minimize  the  sedative  effect  of  pheno- 
barbital. 

phelantin  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephed- 
rine hydrochloride  2.5  mg.)  are  available  in  bottles  of  100.~ 

for  the  petit  mal  triad  \ 

® KAPSEALS  . SUSPENSION  milontin  is 
one  of  the  most  effective  agents  for  the 
treatment  of  petit  mal  epilepsy.  Relatively 
free  from  untoward  side  effects,  milontin  successfully  reduces  both  the 
number  and  severity  of  petit  mal  attacks  without  increasing  the  frequency 
or  severity  of  grand  mal  attacks  in  those  patients  with  combined  petit  mal 
and  grand  mal  epilepsy.  Also,  milontin  is  considered  an  excellent  choice 
for  initiating  therapy  in  untreated  patients."'* 

MILONTIN  Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000.  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 
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® KAPSEALS  CELONTiN  is  effective  in  the 
treatment  of  petit  mal  and  psychomotor 
epilepsy.  It  provides  effective  control  with 
a minimum  of  side  effects,  frequently  checks  seizures  in  patients  refrac- 
tory to  other  anticonvulsant  medications,  and  does  not  tend  to  precipitate 
grand  mal  attacks  in  those  patients  with  combined  petit  mal  and  grand  mal 
seizures.  For  this  reason,  celontin  is  useful  in  treating  patients  with  more 
than  one  type  of  seizure  and  can  be  given  in  combination  with  Dilantin.*"'® 

celontin  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 


bibliography:  (!)  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  Williams 
& Wilkins  Company,  1956,  p.  136.  (2)  Bray,  P.  F.:  Pediotrics  23:151,  1959.  (3)  Davidson,  D.  1., 
Jr.,  in  Conn,  H.  F.;  Current  Therapy  1959,  Philadelphia,  W.  B.  Saunders  Company,  1959,  p.  512. 
(4)  Smith,  B.,  & Forster,  F.  AA. : Neurology  4:137,  1954.  (5)  Zimmermon,  F.  T,;  New  York  J. 
Med.  55:2338,  1955.  (6)  Lemere,  F.:  Northwest  Med.  53:482,  1954.  (7)  Perlstein,  M.  A.:  Pediat._ 
Clin.  North  America:  4:1079  (Nov.)  1957.  (8)  Livingston,  S.,  & Pauli,  L.;  Pediatrics  19:614,"' 
1957.  (9)  Carter,  C.  H.,  & Maley,  M.  C.:  Neurology  7:483,  1957.  (10)  Keith,  H.  M.,  & Rushto' 

J.  G. : Proc.  Stof^  Meet.  Mayo  Chn,  33 ; 105,  1958. 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 


Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
ape  circular  and  material  in  vial  can  be  examined 
without  damapinp  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 


For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dokme,  Il’esf  Point,  Pa. 


TETRAVAX  tS  A TRADEMARK  OP  MERCK  & CO,.  INC. 

MERCK  SHARP  & DOHME,  division  of  merck  & co..  inc..  Philadelphia  i.  pa. 
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...  Path i hamate z 

meprobamate  with  PATH  I LON®  tndihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hypermotiiity 
and  excessive  secretion  in  gastrointestinal  dysfunctions 

PATH  I BAM  ATE  combines  two  highly  effective  and  well-toler- 
ated therapeutic  agents: 

mebrobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and  . . . 
PATHILON  (25  mg.)— anticholinergic  noted  for  its  peripheral,  atropine-like 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATHIBAMATE  have  been  confirmed  by  nearly 
two  years’  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer; 
Intestinal  colic;  spastic  and  irritable  colon;  ileitis;  esophageal  spasm; 
anxiety  neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotiiity. 


Two  dosage  strengths  — PATH  1 BAMATE- 400  and  PATH  I BAM  ATE  - 200 
facilitate  individualization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.  I.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Supplied:  PATHIBAMATE-400  — Each  tablet  (yellow.  Va-scored)  contains 
meprobamate,  400  mg.:  PATHILON  tridihexethyl  chloride,  25  mg. 
PATH  I BAM  ATE  - 2 0 0 — Each  tablet  (yellow,  coated)  contains  mep- 
robamate. 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 

Administration  and  Dosage:  pathibamate-4oo  — 1 tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PATH  I BAM  ATE-2  00  — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


more  closely  approaches  the  ideal  diuretic 


“When  compared  to  other  members  of  this  heterocyclic  group 
of  compounds,  this  drug  [Naturetin]  shows  a significantly  in- 
creased natriuresis  and  decreased  loss  of  potassium  and  bicar- 
bonate. In  this  respect  it  more  closely  approaches  a natural  or 
‘ideal  diuretic.’  It  is  effective  upon  continuous  administration  and 
causes  no  significant  serum  biochemical  changes.  It  is  effective 
in  a wide  variety  of  edematous  and  hypertensive  states  and 
represents  a significant  advance  in  diuretic  therapy.”  Ford,  R.V.: 
Pharmacological  observations  on  a more  potent  benzothiadiazine 
diuretic;  accepted  for  publication  by  the  American  Heart  Journal. 


Comparison  of  electrolyte  excretion  pattern  for  the  24  hours  following 
typical  doses  of  chlorothiazide,  hydrochlorothiazide,  and  Naturetin^ 


:s 


Urinary  Volume  (liters) 

significantly  increased 
with  Naturetin 


.1 


Natriuresis  (mEq./24hr.) 

sodium  excretion  significantly 
increased  with  Naturetin 


Bicarbonate  Excretion  ■ Chloride  Excretion 

(mEq./24hr.)  (mEq./24  hr.) 

least  with  Naturetin  marked  increases 
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Typical  Doses:  Chlorothiazide  — 1,000  mg.;  Hydrochlorothiazide  — 50  mg.;  Naturetin  (Benzydroflumethiazide)- 5 mg. 

/.  Adapted  from:  Ford,  R.  V.,  Scfuihh  Clin.  Res.  Notes  2:1  (Dec.)  1959 


A single  5 mg.  tablet  once  a day 
provides  all  these  advantages" 

• prolonged  action  — in  excess  of  1 8 hours 

• convenient  once-a-day  dosage 

• low  daily  dosage  — more  economical  for  the  patient 

• no  significant  alteration  in  normal  electrolyte  excretion  pattern 

• repetitively  effective  as  a diuretic  and  antihypertensive 

• greater  potency  mg.  for  mg.— more  than  100  times  as  potent  as  chlorothiazide 

• potency  maintained  with  continued  administration 

• low  toxicity  — few  side  effects  — low  salt  diets  not  necessary 

• comparative  studies  with  chlorothiazide,  hydrochlorothiazide,  and  Naturetin 
disclose  that  smallest  doses  of  Naturetin  produce  greater  weight  loss  per  day 

• in  hypertension,  Naturetin,  alone  or  in  combination  with  other  anti- 
hypertensives, produces  significant  decreases  in  mean  blood  pressure 
and  other  favorable  clinical  effects 

• purpura  and  agranulocytosis  not  observed 

• allergic  reactions  rarely  observed 

^Reports  (1959)  to  the  Squibb  Institute  for  Medical  Research. 


Naturetin  —Indications:  in  control  of  edema  when  diuresis  is  required,  in  congestive  heart  failure, 
in  the  premenstrual  syndrome,  nephrosis  and  nephritis,  cirrhosis  with  ascites,  edema  induced  by  drugs 
(certain  steroids);  in  the  management  of  hypertension,  used  alone,  combined  with  Raudixin  (Squibb 
Rauwolfia  Serpentina  Whole  Root),  or  with  other  antihypertensive  drugs,  such  as  ganglionic  blocking  agents. 
Contraindications:  none,  except  in  complete  renal  shutdown. 

Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
veratrum,  and/or  ganglionic  blocking  agents,  immediate  reduction  must  be  made  in  the  dosage  for  all 
preparations;  the  dosage  for  ganglionic  blocking  agents  must  be  decreased  by  50%  to  avoid  a precipitous 
drop  in  blood  pressure.  This  also  applies  if  these  hypotensive  drugs  are  added  to  an  established  Naturetin 
regimen  ...  in  hypochloremic  alkalosis  with  or  without  hypokalemia  ...  in  cirrhotic  patients  or  those  on 
digitalis  therapy  when  reductions  in  serum  potassium  are  noted  ...  in  diabetic  patients  or  those 
predisposed  to  diabetes  . . . when  increased  uric  acid  concentrations  are  noted  . . . when  signs  — 
leg  or  abdominal  cramps,  pruritus,  paresthesia,  rash  — suggestive  of  hypersensitivity,  are  noted. 


Naturetin  — Dosage:  in  edema,  average  dose,  5 mg.,  once  daily,  preferably  in  the 
morning;  to  initiate  therapy,  up  to  20  mg.,  once  daily  or  in  divided  doses;  for 
maintenance,  2.5  to  5.0  mg.,  daily  in  a single  dose.  In  hypertension:  suggested 
initial  dose,  5 to  20  mg.  daily;  for  maintenance,  2.5  to  15  mg.  daily,  depending 
on  the  individual  response  of  the  patient.  When  Naturetin  is  added  to  an  anti- 
hypertensive regimen  with  other  agents,  lower  maintenance  doses  of  each 
drug  should  be  used. 


SoyiBB 


Naturetin 


— Supplied : tablets  of  2.5  mg.  and  5 mg.  (scored). 


Squibb  Quality — 
the  Priceless 
Ingredient 


' AND  'NATURETI^ 


i SQUIBB  TRADEMARKS. 
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safe,  gentle  transition 
to  normal  bowel  function 


and  especially  that  associated 
with  the  irritable  bowel  syndronue 


new  concept 

for  clironic  constipation 


DECHOTYL 


TR ABLETS* 


Dechotyl  provides  gentle  stimulation  of  the  bowel  and  helps  restore  normal  con- 
sistency of  the  intestinal  contents  to  gradually  re-establish  normal  bowel  function 
in  your  chronically  constipated  patients. 

THE  RATIONALE  of  Dechotyl  is  based  on  an  effective  combination  of 
therapeutic  agents: 

Decholin®,  dchydrocholic  acid,  AMES,  (200  nig.),  the  most  potent  hydro- 
choleretic available,  is  a chemically  pure  bile  acid  and  has  been  used  effectively 
in  the  treatment  of  biliary  tract  disorders  for  many  years.  It  produces  an  increased 
flow  of  thin  bile  which  helps  to  lower  surface  tension  of  intestinal  fluids,  promotes 
emulsification  and  absorption  of  fats  and  mildly  stimulates  intestinal  peristalsis. 
Dcsoxvcholic  .\cid  (50  mg.),  a choleretic,  also  is  a chemically  pure  bile  acid  and 
stimulates  an  increased  flow  of  bile,  lowers  surface  tension  and  stimulates  peristal- 
sis. By  emulsifying  fat  globules,  deso.xycholic  acid  aids  the  digestive  action  of  the 
fat-splitting  enzyme,  lipase.  Decholin  and  desoxycholic  acid  thus  favorably  influ- 
ence the  constitution  and  the  movement  of  the  intestinal  contents. 

Dioctyl  Sodium  Sulfosuccinate  (50  mg.)  is  a wetting  agent  which  lowers  sur- 
face tension  and  aids  the  penetration  of  intestinal  fluids  into  the  fecal  mass,  provid- 
ing a moist  stool  of  normal  consistency. 

EFFECTIVE : Bile  influences  the  constitution  as  well  as  the  movement  of  the 
intestinal  contents.  The  ingredients  of  major  importance  are  Decholin  and  desoxy- 
cholic acid  which  increase  the  flow  of  bile,  lower  surface  tension,  promote  emul- 
sification and  absorption  of  fats  and  mildly  stimulate  intestinal  peristalsis.  With 
dioctyl  sodium  sulfosuccinate,  a good  therapeutic  effect  can  be  obtained  without 
the  danger  of  toxicity  or  decreasing  effectiveness  even  when  used  regularly. 

SAFE:  Clinical  evidence  indicates  that  the  constituents  of  Dechotyl  cause  no 
systemic  sensitivity,  drug  accumulation,  habituation  or  interference  with  nutrition. 
Orally,  in  therapeutic  amounts,  Dechotyl  is  without  significant  toxic  effect.  The 
only  side  effect  following  oral  administration  is  diarrhea  if  the  dosage  is  excessive. 
Dosage:  Average  adult  dose  — Two  Trablets*  at  bedtime.  Some  individuals  initially 
may  require  1 to  2 Trablets  three  or  four  times  daily.  Contraindications:  Biliary  tract 
obstruction;  acute  hepatitis. 

Available:  Trablets,*  coated,  yellow,  trapezoid-shaped;  bottles  of  100. 

•t  M.  for  Ames  trapezoid-shaped  tablet.  75159 
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for 

the 

tense 

and 

nervous 

patient 

relief  comes 


fast  and  comfortably 


—does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*— 400  mg. 
unmarked,  coated  tablets. 


Miltowir 

meprobamate  (WaMace) 


WALLACE  LABORATORIES  / Neiv  Brunsivick,  N.  J. 


1.0 


illergic  and  inflammatory  skin  disorders  (including  psoriasis) 


unsurpassed^  for 


chrtiCosi^rdtd  b 


Subalnntiated  by  published  reports  of  leading;  clinicians 


• eflective  control 

of  allergic 
and  iiiHanimatory 


minimal  disturbance 

of  die  patient’s 
chemical  and  psychic 
balance’^’® 
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At  the  rerom  men  (left  antiallergic  and  anti- 


injlarn rnatory  dosage  lecels,  AIIISTOCOHT  means: 


f'ree<l<>iii  from  salt  ami  water  retention 
virtual  freeiloni  from  potassium  depletion 
nej'ligible  calcium  depletion 
euphoria  and  depression  rare 

m»  v<»racious  appetite — no  excessive  weight  gain 
low  incidence  of  peptic  ulcer 


References:  1.  Feinberg,  S.  M.;  Feinberg.  A.  R.,  and  Fisherman, 
E.  W.  : J.AJf.A.  167:58  (May  3)  1958.  2.  Epstein,  J.  I.,  and  Sher- 
wood,  H.:  Conn.  Med.  22:822  (Dec.)  1958.  3.  Friedlaender,  S.,  and 
Frietiiaender,  A.  S. : Antibiotic  Med.  & Clin.  Ther.  5:315  (May) 

1958.  4.  Segal,  M.  S.,  and  Duvenci,  J.  : Bull.  Tufts  N.E.  Medical 

Center  4:71  (ApriEJune)  1958.  5.  Segal,  M.  S. : Report  to  the 
A.M.A.  Council  on  Drugs,  J.A.M.A.  169:1063  (March  7)  1958. 

6.  Hariung,  E.  F. : /.  Florida  Acad.  Gen.  Practice  8:18,  1957. 

7.  Rein,  C.  R.;  Fleischwager.  R..  and  Rosentlial,  A.  L. : J.A.M.A. 
165:  1821  (Dec.  7)  1957.  8.  McGavack,  T.  H.  : Clin.  Med.  (June) 

1959.  9.  Freyberg.  R.  H. ; Berntsen,  C.  A.,  and  Heilman,  L. ; 
Arthritis  & Rheumatism  1:215  (June!  1958.  10.  Hartung,  E.  F.: 
J.A.M.A.  167:973  (June  21)  1958.  11.  Ziukner,  J.;  Ramsey,  R.  H.; 
Caciolo,  C..  and  Gantner,  G.  E. : Ann.  Rheumat.  Dis.  17:398  (Dec.) 
1958.  12.  Appel,  B.;  Tye,  M.  J.,  and  Leibsohn,  E.  : Antibiotic  Med. 
& Clin.  Ther.  5:716  (Dec.)  1958.  13.  Kalz,  F. : Canad.  M.A.J. 
79:100  (Sept.)  19.58.  14.  Mi  llins.  J.  F.,  and  Wilson,  C.  J. : Texas  J. 
Med.  54:618  iSent.)  1958.  15.  Shelley.  W.  B. ; Harun,  J.  S.,  and 
Pillsbury,  D.  M.:  J.A.M.A.  167:9.59  (June  21)  1958.  16.  DiiBois. 
E.  L. : J.A.M.A.  167:1590  (July  26)  19.58.  17.  McGavack,  T.  H.; 
Kao,  K.  T. ; Leake,  D.  A.;  Bauer,  H.  G..  and  Berger,  H,  E. : .4m. 
J.  M.  Sc.  236:720  (Dec.)  1958.  18.  Council  on  Drugs:  J.A.M.A. 
169:257  (January)  1959. 


• low  incidence  of  osteoporosis  with  compression  fracture 

Precautions:  With  aristocort  all  traditional  precautions  to  corticosteroid  therapy 
should  he  ohserved.  Dosage  should  always  be  carefully  adjusted  to  the  smallest 
amount  which  will  suppress  symptoms. 

After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  he 
carried  out  gradually  over  a period  of  as  much  as  several  weeks. 

Supplied:  1 mg.  scored  tablets  (yellow);  2 mg.  scored  tablets  (pink);  4 mg. 
scored  tablets  (white)  ; 16  mg.  scored  tablets  (white). 

Diacetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of 
5 cc.  ( 2.T  mg./cc.) . 


LEDERLE  LABORATORIES,  A Division  of  A.MERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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WHENEVER  COUGH  THERAPY  IS  INDICATED 


cough  sedative/ antihistamine / expectorant 


• relieves  cough  and  associated  symptoms 

in  15-20  minutes  • effective  for  6 hours  or  longer 

• promotes  expectoration  • rarely  constipates 

• agreeably  cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  contains: 
Hycodan® 

Dihydrocodeinone  Bitartrate  . 5 mg.  1 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide  1.5  mg.  ; 

FVrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride  ....  10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 


Literature 
on  request 


Supplied;  As  a pleasant-to-take  syrup.  May  be  habit- 
forming. Federal  law  permits  oral  prescription. 


ENDO  LABORATORIES  Richmond  Hill  18,  New  York 


* U.S.  Pat.  2,630.400 


JANUARY,  I960 
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Toes  are  to  wiggle 


A lap  is  so  you  don’t  get  crumbs  on  the  floor 


REDISOL^  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children’s  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25, 50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injection  U8P  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and  10-cc.  vials). 


Drawings  reproduced  from  ’*A  Hole  Is  to  Dig",  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  & Brothers. 
For  additional  information,  write  Professional  Services.  Merck  Sharp  & Dohme,  West  Point.  Pa. 


MERCK  SHARP  & DCHME,  DIVISION  OF  MERCK  & CO.,  \sc..,  PHII  ADEEPHIA  1,  PA. 


REDISOL  IS  ‘ 
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y4nd  No  DollarN  Ycar^  Either! 


Behind  Physicians  Service  is  a board  of  directors  made  up  of  laymen  and 
doctors.  All  of  them  are  outstanding  men  in  our  State.  They  plan  the  surgical 
benefits  to  be  administered  to  over  half  a million  Rhode  Island  members. 

Physicians  Service  is  run  like  a business,  because  that’s  what  it  is.  Created 
by  legislative  authority,  the  board  of  directors  sits  — as  does  any  similar 
group  in  industry  — to  direct  policies  and  keep  things  running  smoothly. 

There  is  a difference,  however:  these  directors  serve  without  pay.  They 
give  voluntarily  of  their  time  and  fulfill  their  duties  as  conscientiously  as 
if  they  were  earning  high  salaries. 

These  men  serve  willingly  without  pay  because  Physicians  Service  is  a 
community  project.  It  is  a non-profit  organization.  It  was  created  to  help 
prepay  the  costs  of  surgical,  medical,  or  obstetrical  care.  It  provides  for 
medical  visits  in  the  hospital  and  covers  surgery  in  your  home,  doctor’s 
office  or  the  hospital. 

How  well  this  board  operates  in  the  public  interest  is  shown  by  these  two 
facts:  1.)  The  Rhode  Island  Physicians  Service  Plan  has  the  greatest  per- 
centage of  persons  covered  of  any  state  in  the  union;  2.)  It  operates  more 
economically  than  any  other  plan. 

From  this  firm  basis  have  come  extensive  benefits.  In  addition,  the  directors 
of  Physicians  Service  pledge  to  continue  to  offer  new  benefits  whenever 
studies  prove  they  are  needed  and  are  economically  feasible. 


Better  Health  Care  for  More  People  Through 

Physicians  Service 


saturation  doses  - the  hard  way! 


Each  of  these  food  portions  con- 
tains a saturation  dose  of  one  of 
the  water-soluble  B vitamins  or  C. 
The  easy  way  to  provide  such  quan- 
tities of  these  vitamins  with  speed, 
safety  and  economy  is  to  prescribe 
Allbee  with  C.  Recommended  in 
pregnancy,  deficiency  states,  diges- 
tive dysfunction  and  convalescence. 


In  each  Allbee  with  C: 

As  much  as:* 

Thiamine  mononitrate  (Bi) 

15  mg. 

6.9  lbs.  of  fried  bacon 

Riboflavin  (Bj) 

10  mg. 

31 V2  ozs.  of  liverwurst 

Pyridoxine  HCI  (B*) 

5 mg. 

2 lbs.  of  yellow  corn 

Nicotinamide 

50  mg. 

11  ozs.  of  roasted  peanuts 

Calcium  pantothenate 

10  mg. 

lb.  of  fried  beef  liver 

Ascorbic  acid  (Vitamin  C) 

250  mg. 

% lb.  of  cooked  broccoli 

♦These  common  foods  are  among  the  richest  sources  of  B vitamins  and  as- 
corbicacid.  H. A.  Wooster, Jr., Nutritional  Data, 2nd  Ed.,  Pittsburgh,  1954. 


A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 


1 


the  beauty 
of  these 
antitussives: 


they  help  the  cough  remove  its  cause 


These  elegant  antitussives  comprise  a group  of  signifi- 
cantly superior  expectorants  from  which  you  may  select 
the  formula  best  suited  for  your  coughing  patient. 

First  of  all,  they  have  more  in  common  than  mere 
delectability  to  eye  and  palate : they  all  include  glyceryl 
guaiacolate.  This  remarkable  expectorant  aids  the 
coughing  mechanism  by  increasing  the  secretion  of 
Respiratory  Tract  Fluid,’  which  helps  liquefy  sputum,’’^ 
makes  bronchial  and  tracheal  cilia  more  efficient,’’^ 
and  acts  as  a demulcent.’’^'^  Through  its  effects,  all  four 
expectorants  promote  the  natural  purpose  of  the  cough, 
which  is  to  remove  the  irritants  that  cause  it.’’^ 

In  addition,  the  Robins  antitussive  armamentarium 
provides  a choice  of  widely  accepted  drugs  in  various 
combinations  with  glyceryl  guaiacolate  for  treating 
different  kinds  of  coughs  and  associated  symptoms.  For 
antihistaminic  effects,  there  is  Dimetane®  or  prophen- 
pyridamine;  for  bronchodilation  and  nasal  deconges- 
tion, there  are  sympathomimetic  agents;  and  for 
suppression  of  the  “too  frequent”  cough,  there  is 
codeine  or  dihydrocodeinone. 


Robitussir 


Each  teaspoonful  contains: 

Glyceryl  guaiacolate 100  mg. 


Robitussin®  A-C 

Each  teaspoonful  contains: 

Glyceryl  guaiacolate 100  mg. 

Prophenpyridamine  maleate  ...  7.5  mg. 

Codeine  phosphate 10  mg. 

(exempt  narcotic) 


Dimetane® 
Expectorant 

Each  teaspoonful  contains: 
Parabromdylamine  maleate 


(dimetane) 2 mg. 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  HCl,  USP 5 mg. 

Phenylpropanolamine  HCl, 

NNR 5 mg. 


Dimetane® 
Expectorant-DC 

Each  teaspoonful  contains  the 
Dimetane  Expectorant  for- 
mula plus  Dihydrocodeinone 

bitartrate,  NF 1.8  mg. 

(exempt  narcotic) 


References:  1.  Cass,  L.  J.,  and  Frederik,  W.  S.;  Am.  Pract.  & Digest  Treat.  2:844,  1951.  2. 

Blanchard,  K.,  and  Ford,  R.  A.;  Journal-Lancet  74:443,  1954.  3.  Hayes,  E.  W.,  and  Jacobs,  L.  S.: 

Dis.  Chest  30:441,  1956.  4.  Blanchard,  K.,  and  Ford,  R.  A.:  Rocky  Mountain  M.  J.,  Vol.  52, 

No.  3,  1955.  5.  Boyd,  E.  M.,  and  Pearson:  Am.  J.  M.  Sc.  211 -Ml,  1946.  A. H. ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 


wherever  there  is  mflamviation , swelling,  pain 

VARIDASE* 

Streptokinase-Streptodornase  Lederle 

Tablets 

conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  inlection  has  a 
catabolic  and  an  anabolic  phase.  I he  body  responds 
with  inllaniniation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
r>y  activating  fdtrinolytic  factors  Varidase  shortens 
the  undesirable  phase,  limits  necrotic  changes  due  to 
inflammatory  infdtration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrotvth  of  cells. 
In  infection,  the  fd^rin  wall  is  breached  while 
the  infection-limiting  effect  is  retained,  in  acute 
cases,  respoirse  is  often  dramatic.  In  chronic 
ca.ses,  Varidase  Buccal  Tablets  can  stimulate 
a successful  resjjonse  to  primary  therapy 
previously  considered  inadecpiate  or  failing. 

for  routine  use  in  injury  and  infection 
. . . nexv  simple  buccal  route 

\'arii)ase  Buccal  I ablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  taltlet  four  times  daily  usually  for  five  days. 
\\dien  infection  is  jjresent,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  tvith  Achromycin®  V 
d'etracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Fablet  contains:  10,000  Units 
Streptokinase  and  2,500  FJnits  .Stre])todornase. 
Supplied:  boxes  of  21  and  100  tablets. 

1.  Inncrficld.  I.:  (Jinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River,  New  York 
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INFLAMMATORY 
DERMATOSIS 
rapidly  spreading 
rhus  dermatitis 
healed  within 
a week’ 


VARICOSE 
ULCER 
15  years  duration 
. . . resolved  with 
VARIDASE’ 


I 

i 


I 

I 


INFECTED 
LACERATION 
marked  reversal 
in  3 days. . . 

returned 
to  school . . . 
closure  advanced 


■ 

^^THROMBOPHLEBITIS 
back  on  his  feet 
in  a week  after 
recurrent  episode' 

■ 
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XllMMJetXo' 

DESITIN 

hemorrhoidal 

SUPPOSITORIES 

with  cod  liver  oil 


literature  available  from 


DESITIN  CHEMICAL  COMPANY*  812  Branch  Ave.,  Providence  4,  R.  I. 


7.k 

"ATAkTS.O'^WrA  AO  • 

* UOAA 

AA\AOTkAOak.\  .\OTA\Aa 


^ A ANNOUmEMENT 
■ OE  IMPORTA^^CE 
FROM  • 

BRISTOL  LABORATORIES 


'0m 


The  first  synthetic  penicillin 
available 

for  general  clinical  nse 


MAJOR  THERAPEUTIC 


II 


BLOOD  LEVELS 
TWICE  ylS  HIGH 
ylS  WITH 
POTASSIUM 
PENICILLIN  V 


SAFER  ORAL  ROUTE 
PROVIDES  HIGHER 
BLOOD  LEVELS  THAN 
INTRAMUSCULAR 
PENICILLIN  G 


IMPROVED 
ANTIBIOTIC 
EFFECT  FROM 
COMPLEMENTARY 
ACTION  OF  ISOMERS 


ADVANTAGES  ACCOMPANY  MOLECULAR  ASYMMETRY 


ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO  ORAL  DOSE 


REDUCED  HAZARD 
OE  SERIOUS 
ALLERGENICITY 
BY  SAEER 
ORAL  ROUTE 


MANY 

STAPH  STRAINS 
MORE 

SENSITIVE  TO 
SYNCILLIN 


ORIGIN  OF  A ’VE'lf" 
SYNTHETIC  PENICILLIN 


In  March,  1957,  Dr.  John  C.  Sheehan  of  the  Massachusetts  Institute  of  Technology 
announced  the  total  synthesis  of  penicillin  from  common  raw  materials,  thus  solving 
a problem  which  had  baffled  research  workers  for  more  than  15  years.  Although  total 
synthesis  was  not  commercially  practicable,  this  work,  sponsored  by  Bristol  Laboratories, 
made  possible  the  subsequent  synthesis  of  new  penicillins  not  occurring  in  nature.  Later 
scientists  at  Beecham  Laboratories  in  England  discovered  that  a key  intermediate 
(6-aminopenicillanic  acid)  could  be  produced  by  a fermentation  process.  With  these 
achievements,  large  scale  production  of  synthetic  penicillins  became  feasible. 

Organic  chemists  at  Bristol  then  embarked  upon  an  intensive  program  to  develop  better 
penicillins.  Over  five  hundred  were  synthesized  and  underwent  preliminary  screening. 
Forty-six  showed  sufficient  promise  to  warrant  further  investigation.  Extensive  micro- 
biological, pharmacological,  and  clinical  screening  indicated  that  one  compound, 
SYNCILLIN,  had  advantages  of  major  importance  over  other  penicillins. 

SYNCiLLiN  is  the  N-acylation  product  of  6-aminopenicillanic  acid  and  a-phenoxypropi- 
onic  acid  (the  phenylether  of  lactic  acid).  It  is  freely  soluble  in  water  and  remarkably 
resistant  to  decomposition  by  acid.  The  acid  stability  of  syncillin  is  equivalent  to  that 
of  penicillin  V at  pH  2 and  pH  3 at  37°  C.' 


SIGNIFICANCE  OF  MOLECULAR  ASYMMETRY 
AND  ISOMERIC  COMPLEMENTARITY 


SYNCILLIN  has  a molecular  configuration  similar  to  penicillin  V,  but  contains  an  addi- 
tional CH3  group  so  positioned  as  to  render  the  adjacent  carbon  atom  asymmetric.  (In 
the  formulae  below,  the  added  CH3  group  is  shown  in  blue  and  the  asymmetric  carbon 
atom  in  red.)  As  a result,  syncillin  occurs  as  a mixture  of  two  isomers. 

Each  isomer  has  been  synthesized  in  essentially  pure  form  and  found  to  possess  distinctive 
chemical  and  biological  properties.  The  L-isomer  is  2 to  17  times  more  active  than  the 
D-isomer  against  many  of  the  organisms  tested.  As  produced,  syncillin  is  a mixture  of 
the  L-isomer  and  the  D-isomer.  As  will  be  shown  later,  the  antibiotic  effect  of  the 
clinically  available  mixture,  syncillin,  is  greater  than  either  isomer  alone  against  many 
organisms.  This  phenomenon  is  referred  to  here  as  isomeric  complementarity. 


O-lsomer 


H O S 

I II  / \ 

-O -C-C-NH-CH-CH  C{CH3)i 


POTASSIUM  PENICILLIN  V 


C — N 


CH-C-O-K 


-O-C-C 


-O-C-C 


-NH-CH-CH  C(CH3)j 


C- 


■ CH-C-O-K 


-NH-CH-CH  ClCHali 


V SYNCILLIN 


■ CH-C-O-K 


SYNCILLIN 

major  therapeutic  advantages  accompany  molecular  asymmetry 


ISOMERIC  COMPLEMENTARITY 
DEMONSTRATED  IN  VITRO 


The  in  vitro  minimum  inhibitory  concentration  (MIC)  of  syncillin  and  of  each  of  its 
two  component  isomers  was  determined  for  a variety  of  common  pathogens  and  labora- 
tory test  organisms.  As  may  be  seen  from  Table  1,  all  three  are  highly  effective  against 
penicillin-susceptible  staphylococci  and  against  pneumococci,  streptococci,  gonococci, 
and  corynebacteria;  all  are  ineffective  against  Salmonella,  E.  coli,  and  other  gram- 
negative coliform  bacilli. 

SYNCILLIN  was  more  active  against  many  of  the  test  strains  including  some  streptococci 
and  staphylococci  than  either  of  its  components.  This  demonstrates  in  vitro  the  phe- 
nomenon of  isomeric  complementarity. 


TABLE  I 

Miiiiimim  Concentrations  of  SYNCILLIN  and  Components 
Required  to  Inhibit  a Wide  Range  of  Bacteria 

Minimum  Inhibitory  Concentration  (MIC)  in  Micrograms  per  Milliliter 


L-lsomer 

D- Isomer 

SYNCILLIN 

Bacillus  anthracis 

0,06  ' 

0.25 

0',03 

Bacillus  cereus 

12.5  i 

ioc| 

25j 

Bacillus  circulans  ATCC  9961 

6.25 

6,25 

6.25 

Corynebacterium  xerosis 

0,06 

0.125 

0^3 

*Diplococcus  pneumoniae 

0.06 

0.06 

0.06 

Escherichia  coli  ATCC  8739 

>100 

>100 

o 

A 

Gaffkya  tetragena 

0.015 

0.03 

0.015 

Micrococcus  flavus 

0,015 

0.125 

0.015 

Salmonella  paratyphi  A 

25 

50' 

2C 

Salmonella  typhosa 

>100 

>100 

>10§ 

Sarcina  lutea  ATCC  10054 

0.007 

0.12 

0.007 

Shigella  sonnei 

100 

100 

lof 

Staphylococcus  aureus  209P 

0.06 

0.125 

0.03 

Staphylococcus  aureus  var.  Smith 

0.03 

0,125 

0.03 

Streptococcus  agalactiae  ATCC  1077 

0.03 

0.06 

0.03 

Streptococcus  dysgalactiae  ATCC  9926 

0.03 

0.06 

0.03 

Streptococcus  faecalis  PCI  1305 

6.25 

25 

6.25 

♦Streptococcus  pyogenes  203 

0.06 

0.06 

0.06 

♦Streptococcus  pyogenes  Digonnet 

0.03 

0.15 

0.06 

Streptococcus  pyogenes  2320 

0.06 

0,06 

0.03 

Streptococcus  pyogenes  23586 

0.06 

0,06 

0,06 

Vibrio  comma 

50 

25 

25 

V ^ V 

> 

Serial  dilution  technique  in  heart  infusion  broth  *10%  serum  added 

SYNCILLIN 
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IS  OM  EE  I C ( 'OMPL  tn  [EX  T A EfT) 
COXEIEMEJ)  IX  VI  VO 


To  determine  the  median  curative  dose  (CD50)  mice  were  infected  with  100  times  the 
lethal  dose  of  Staphylococcus  aureus.  Each  penicillin  being  tested  was  administered  intra- 
muscularly at  the  same  time,  and  the  dose  required  to  cure  half  the  animals  determined. 
The  greater  effect  of  the  mixture  of  the  two  isomers  (syncillin)  is  shown  in  two 
independent  experiments.  (See  Figure  1.)  Note  that  isomeric  complementarity  is  thus 
confirmed  in  vivo. 


FIOURE  1 — Median  Curative  Dose  (GDJ  for  SfapJii/lococcus  aureus  (var.  Smith)  Infections 

Experiment  1 Experiment  2 

D-lson>er 
LIsomer 
SYNCILLIN 

0 0.25  0.50  0.75  1.0  1.25  0 0.25  0.50  0.75  1.0  1.25 

CD5o(mg./kg.) 


d/dAT’  STEA IXS  OE  STAPHYLOCOCCI 
MOEE  SEXSITIVE  TO  SYXCILLIX 


SYNCILLIN  has  been  tested  against  a large  number  of  strains  of  Staphylococcus  aureus 
isolated  from  clinical  sources.  Many  organisms  resistant  to  potassium  penicillin  G and 
potassium  penicillin  V proved  sensitive  to  syncillin. 

Wright-  performed  sensitivity  studies  on  54  strains,  the  majority  of  which  were  resistant 
or  moderately  resistant  to  penicillin  V and  penicillin  G.  Thirty-two  (60% ) of  the  strains 
were  sensitive  to  syncillin,  approximately  twice  as  many  as  with  the  other  penicillins. 
(See  Figure  2.)  In  two-thirds  of  the  isolates,  syncillin  produced  inhibition  at  concentra- 
tions lower  than  those  required  for  either  of  the  other  antibiotics.  One  strain  was  more 
sensitive  to  penicillin  G. 


SYNCILLIN 


FKrURE  “2  - lit  Vitro  Sensitivity  of  64  Strains  of  Coagiila.se-l’ositive 
Sfaplij/lococciis  aureus  from  Clinical  Sources 

1 100 

O. 

4) 

U 

^ 75 

I ■ 

Completely  Susceptible  Moderately  Resistant  Resistant 

■■  SYNCILLIN  ■■■  Potassium  Penicillin  V I^M  Potassium  Penicillin  G 


major  therapeutic  advantages  accompany  molecular  asymmetry 


Of  equal  interest  are  the  findings  of  White. ^ Six  penicillin-resistant  strains  of  staphylococci 
were  isolated  from  hospital  infections.  None  was  sensitive  to  potassium  penicillin  V.  All 
were  sensitive  to  syncillin.  (See  Figure  3.) 


KKJUUK  S 

Miiiiiiimn  FonetMitralions  of  SVNdlljLIN  IhHiuirod  to  Inliihil 
Hospital  Strains  oi'  Sf(tj)li///()(vrnfs  (nirriis  Resistant  to  I’otassiuni  IVnieillin  V 


'Minimum  Inhibitory  Concentration  (MIC)  Micrograms  per  ml. 


I SYNCILLIN 


Potassium  Penicillin  V 


The  efficacy  of  syncillin  against  the  type  80/81  Staphylococcus  (dangerous  and  wide- 
spread in  hospitals)  is  worthy  of  special  attention. 

The  complementary  action  of  the  component  isomers  is  also  seen  with  strains  of  staphylo- 
cocci resistant  to  penicillins.  Note  that  syncillin  is  more  effective  than  either  isomer 
against  strains  52-34  and  WR  188.  (See  Figure  4.)  Against  all  three  strains,  syncillin  is 
effective  at  concentrations  below  serum  levels,  while  penicillins  V and  G are  ineffective. 
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Isomeric  complementarity  has  thus  been  demonstrated  for: 

certain  penicillin-susceptible  streptococci,  staphylococci 

and  corynebacteria  in  vitro  (Table  1) 

penicillin-susceptible  staphylococci  in  vivo  (Figure  1 ) 

penicillin-resistant  staphylococci  in  vitro  (Figure  4) 
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IS OMER IC  C OMPL  EMEXTA  RITY 
SHOWN  BY  REDUCED  RATE  OF 
IXACTIYATIOX  BY  PENICILLINASE 

Bacterial  resistance  to  penicillin  has  been  attributed  to  the  action  of  penicillin-inactivating 
enzymes  produced  by  the  invading  organisms.^  As  shown  in  Figure  5,  syncillin  is  less 
affected  by  staphylococcal  penicillinase  than  either  of  its  component  isomers  — a further 
demonstration  of  isomeric  complementarity.  Further,  syncillin  is  shown  to  be  less 
inactivated  by  this  enzyme  than  penicillin  V and  penicillin  G. 

Resistance  to  syncillin  develops  in  a slow,  step-wise  manner  characteristic  of  other 
penicillins,  in  contrast  to  the  usually  rapid  development  of  resistance  to  streptomycin. 


FIGURE  5— Etl'ect  of  Sta[)hyloc()Ccal  I’enicilliiia.st'  on  Different  Penicillins 
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ANTIBIOTIC  ACTIVITY  DIRECTLY 
PROPORTIONAL  TO  ORAL  DOSAGE 

Cronk^  studied  blood  levels  after  administering  varying  amounts  of  syncillin.  (Figure 
6.)  Total  antibiotic  activity  (obtained  by  measuring  areas  under  curves  with  a planimeter) 
increases  rapidly  as  the  dose  is  doubled.  These  data  show  that  increased  dosage  markedly 
increases  serum  concentration  and  thus  may  enhance  the  drug’s  effectiveness. 

FIGURE  () 
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BLOOD  LEVELS  TWICE  AS  HIGH  WITH 
POTASSIUM  PENICILLIN  VAETER  ORAL 
ADMINISTRATION 

Wright*’ performed  comparative  crossover  blood  level 
studies  on  volunteer  subjects  receiving  equivalent 
amounts  of  potassium  penicillin  V and  syncillin. 

The  peak  concentrations  attained  during  the  first 
hour  after  administration  were  twice  as  high  with 

SYNCILLIN. 

The  total  antibiotic  activity  as  measured  by  the  area 
under  the  curves  (see  Figure  7)  indicates  an  almost 
2 to  1 superiority  of  syncillin  (1606)  over  potas- 
sium penicillin  V (860). 

The  higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin-sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition  these 
higher  levels  may  be  necessary  where  there  is  infec- 
tion in  areas  with  a poor  blood  supply.'^  Under  these 
circumstances  a higher  blood  concentration  may 
provide  the  increased  diffusion  pressure  required  to 
deliver  adequate  amounts  to  the  tissue. 
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In  addition,  blood  levels  attained  with  oral  syncillin® 
are  much  higher  than  those  with  intramuscular  pen- 
icillin G.®*  ® (See  Figure  8.)  Note  that  the  level  at 
one  hour  for  syncillin  (3.8  mcg./ml.)  is  more  than 
twice  as  high  as  with  procaine  penicillin  G,  even 
when  reinforced  with  potassium  penicillin  G (1.6 
mcg./ml.).  Since  penicillins  are  bactericidal,  these 
intermittent  high  serum  levels  can  be  clinically  sig- 
nificant. Thus,  SYNCILLIN  offers  the  promise  of 
superior  efficacy  via  the  safer  oral  route. 


FIGURE  8— Senim  Levels  after  Oral 
Administration  of  SYNCILLIN  (250  mg.)  and  after 
Intramuscular  Injection  of  Penicillin  G 
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REDUCED  HAZARD  OE  SERIOUS 
AILERGEXICITY  BY  SAEER  ORAL  ROUTE 


SYNCiLLiN  has  been  administered  in  multiple  doses  to  437  patients  and  volunteers.  One 
patient  developed  itching  during  therapy,  possibly  an  allergic  side  effect.  Another  had  a 
purpuric  rash,  but  no  relationship  to  syncillin  was  established.  No  reactions  were 
observed  in  9 patients  with  a known  history  of  sensitivity  to  penicillin. 

While  the  above  data  suggests  the  possibility  of  reduced  allergenic  hazard,  no  definite 
conclusions  may  be  drawn  at  this  time.  The  usual  precautions  for  oral  penicillin  therapy 
should  be  observed.  Patients  with  histories  of  asthma,  hay  fever,  urticaria,  or  previous 
penicillin-sensitivity  should  especially  be  watched  carefully.  Since  syncillin  is  admin- 
istered orally,  it  may  be  expected  to  be  safer  than  parenteral  penicillin. 

As  Flippin®  recently  stated,  “.  . . it  is  well  established  that  serious  allergy  to  the  drug 
[penicillin]  is  most  likely  to  occur  following  parenteral  administration,  especially  after 
repeated  intramuscular  injections;  the  oral  route  is  least  likely  to  initiate  severe  hyper- 
sensitivity reactions.  This  can  be  explained  partly  by  the  fact  that  when  reactions  develop 
following  oral  medication,  they  are  usually  slow  enough  to  treat  symptomatically;  thus 
the  progression  of  the  reaction  can  usually  be  interrupted.  ...  In  view  of  the  relatively 
high  incidence  of  severe  allergy  to  injectable  penicillin,  it  would  seem  advisable  to  employ 
oral  penicillin  routinely,  except  in  the  control  of  infections  involving  the  blood  stream, 
endocardium,  meninges,  etc.,  in  which  cases  the  parenteral  route  remains  the  preferred 
treatment.” 

SYNCILLIN,  like  other  penicillins,  is  essentially  free  of  other  toxicity.  No  hematopoietic, 
hepatic,  or  renal  toxicity  was  observed  in  210  volunteers  receiving  1 gm.  daily  for  2 to  3 
weeks.^® 


Clinical  trials  conducted  by  Blau  and  Kanof,^'  White,*-  Prigot,*®  Robinson, *4  Dube,*® 
Ferguson,*®  Rutenburg,*'*  Richardson,*®  Bunn,*®  Cronk,®  Kligman,*®  and  Yow  ®®  dem- 
onstrated the  efficacy  of  syncillin  in  a variety  of  streptococcal,  staphylococcal,  pneumo- 
coccal, and  gonococcal  infections.  Conditions  treated  included  respiratory,  skin,  soft 
tissue,  wound,  and  chronic  urinary  tract  infections;  acute  gonorrhea;  cellulitis;  septicemia; 
otitis  media;  gingivitis;  and  Vincent’s  angina.  In  a few  patients  syncillin  was  used  for 
rheumatic  fever  or  gonorrheal  prophylaxis. 

One  hundred  seventy-two  of  one  hundred  ninety-six  patients  responded  favorably  to 
syncillin.  The  failures  included  1 patient  with  pustular  dermatoses,  10  elderly  patients 
with  chronic  urinary  tract  infections,  1 patient  with  gonorrhea,  1 patient  with  a gram- 
negative infection,  and  10  patients  with  staphylococcal  infections.  Lack  of  response  of 
staphylococcal  infections  was  attributed  to  the  presence  of  resistant  organisms  or  local 
suppurative  foci  requiring  drainage. 


C 
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Relatively  few  side  effects  were  encountered.  One  patient  experienced  moderate  itching 
of  the  skin  which  was  controlled  by  an  antihistamine.  Another  reported  pruritus  ani 
which  did  not  interfere  with  therapy.  Diarrhea  occurred  in  4 instances.  There  was  one 
purpuric  rash,  but  no  relationship  to  syncillin  could  be  established. 

Clinical  response  usually  begins  within  24  hours  in  infections  susceptible  to  syncillin. 
Recovery  occurs  in  4 to  7 days  depending  upon  the  severity  of  the  infection.  Gonorrheal 
infections  respond  very  promptly  to  syncillin;  500  mg.  b.i.d.  for  two  days  usually 
produce  bacteriologic  cures. 


IMPROVED  ANTIBIOTIC  EFFECT  FROM 
COMPLEMENTARY  ACTION  OF  ISOMERS 


SYNCILLIN  is  a mixture  of  isomers.  The  L-isomer  is  2 to  17  times  more  active  than  the 
D-isomer  against  many  of  the  organisms  tested.  Furthermore,  the  D-  and  L-isomers 
have  other  distinguishing  chemical,  pharmacological,  and  microbiological  properties. 
Their  in  vivo  and  in  vitro  activities  differ  for  many  important  pathogens.  Against  many 
of  the  organisms  tested,  the  combination  of  isomers  (syncillin)  is  much  more  active 
than  the  stronger  isomer  alone.  This  phenomenon  of  isomeric  complementarity  is  not 
always  demonstrable,  for  in  a few  instances  syncillin  is  slightly  less  active. 

Isomeric  complementarity  has  previously  been  demonstrated  in  vitro  (Figure  4)  and 
in  vivo  (Figure  1 ).  Figure  9 reveals  a third  form  of  superiority  related  to  isomeric  com- 
plementarity. Equal  concentrations  of  syncillin  and  penicillin  V were  required  to  inhibit 
this  growth  of  staphylococci  in  vitro.  But,  in  vivo,  a much  smaller  amount  of  syncillin 
(one-third  that  of  penicillin  V)  was  effective  in  an  experimental  infection  with  the  same 
strain.  These  observations  on  complementary  action  indicated  the  advantage  of  producing 
the  mixture  of  isomers  as  the  medication  to  be  made  available  for  clinical  therapy. 


FIGURE  9-  Coniparison  of  CD^,  and  MIC  Values  Against  Staph i/lococeia;  aureus  (var.  Smith) 
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Isomeric  complementarity  has  thus  been  demonstrated  for: 

— . certain  penicillin-susceptible  streptococci,  staphylococci 
and  corynebacteria  in  vitro  (Table  1) 

penicillin-susceptible  staphylococci  in  vivo  (Figures  1 and  9) 

penicillin-resistant  staphylococci  in  vitro  (Figure  4) 

staphylococcal  penicillinase  antibiotic  inactivation  (Figure  5) 
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Indications: 

SYNCiLLiN  is  recommended  in  the  treatment  of  infections  caused  by  pneumococci,  strep- 
tococci, gonococci,  corynebacteria,  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  against  certain  strains  of  staphylococci  resistant  to  other  penicillins. 

SYNCILLIN,  like  other  oral  penicillins,  is  not  recommended  at  the  present  time  in  deep- 
seated  or  chronic  infections,  subacute  bacterial  endocarditis,  meningitis,  or  syphilis. 


Dosage: 


125  mg.  or  250  mg.  three  times  daily,  depending  on  the  severity  of  infection.  Larger 
doses  (e.g.,  500  mg.  t.i.d.)  may  be  used  for  more  severe  infections,  syncillin  may  be 
administered  without  regard  to  meals. 

Beta  hemolytic  streptococcal  infections  should  be  treated  with  syncillin  for  at  least 
ten  days. 

Precautions: 

While  present  data  suggest  the  possibility  of  reduced  allergenic  hazard,  no  definite  conclu- 
sions may  be  drawn  at  this  time.  Therefore  the  usual  precautions  with  oral  penicillin 
therapy  must  be  observed.  Patients  with  histories  of  asthma,  hay  fever,  urticaria,  or  pre- 
vious reactions  to  penicillin  should  be  watched  with  special  care. 

Diarrhea  has  been  reported  occasionally  following  heavy  dosage.  If  this  occurs,  the 
interval  between  dosages  should  be  lengthened. 

If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Since  some  strains  of  staphylococci  are  resistant  to  syncillin  as  well  as  to  other  penicillins, 
cultures  and  sensitivity  tests  should  be  performed  where  indicated  by  clinical  judgment. 
As  is  true  with  all  antibiotics,  clinical  response  does  not  always  correlate  with  laboratory 
bacterial  sensitivity  reports. 


Supply: 

1 25  and  250  mg.  tablets,  bottles  of  25  and  1 00. 1 25  mg.  powder  for  oral  solution,  60  ml.  vials. 


References : 1.  Lein,  J.:  Microbiology  report  to  Bristol  Laboratories  Inc.  2.  Wright,  W.  W.:  Microbiology  report  to  Bristol  Labora- 
tories Inc.  3.  White,  A.  C.:  Microbiology  report  to  Bristol  Laboratories  Inc.  4.  Dubos,  R.  J.:  Bacterial  and  Mycotic  Infections  of 
Man,  3rd  edition,  Philadelphia,  J.  B.  Lippincott  Co.,  p.  690.  5.  Cronk,  G.  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  6.  Wright, 
W.  W.:  Clinical  report  to  Bristol  Laboratories  Inc.  7.  Kass,  E.  H.:  Am.  J.  Med.  18:164  (May)  1955.  8a.  White,  A.  C.;  Couch,  R.  A.; 
Foster,  F.;  Calloway,  J.;  Hunter,  W.,  and  Knight,  V.:  in  Welch,  H.  and  Marti-Ibanez,  F.:  Antibiotics  Annual — 1955-1956,  Medical 
Encyclopedia,  Inc.,  New  York,  1956,  p.  490.  b.  Data  on  file  — at  Bristol  Laboratories.  9.  Flippin,  H.  F.:  Pennsylvania  M.  J.  62:864 
(June)  1959.  10.  Kligman,  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  11.  Blau,  S.,  and  Kanof,  N.:  Clinical  report  to  Bristol 
Laboratories  Inc.  12.  White,  A.  C.:  Clinical  report  to  Bristol  Laboratories  Inc.  13.  Prigot,  A.:  Clinical  report  to  Bristol  Laboratories 
Inc.  14.  Robinson,  C.:  Clinical  report  to  Bristol  Laboratories  Inc.  15.  Dube,  A.  H.:  Clinical  report  to  Bristol  Laboratories  Inc.  16. 
Ferguson,  B.:  Clinical  report  to  Bristol  Laboratories  Inc.  17.  Rutenburg,  A.  M.:  Clinical  report  to  Bristol  Laboratories  Inc.  18.  Rich- 
ardson, J.  H.:  Clinical  report  to  Bristol  Laboratories  Inc.  19.  Bunn,  P.  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  20.  Yow, 
E.  M.:  Clinical  report  to  Bristol  Laboratories  Inc. 
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THE  WASHINGTON  SCENE 
(A  Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association) 


CONGRESS  embarked  on  a crucial  election  year 
session  with  expansion  of  the  Social  Security 
program  shaping  up  as  one  of  the  major  issues. 

It  was  virtually  a foregone  conclusion  that  some 
liberalization  of  the  program  would  be  voted  in 
the  Democratic-controlled  Congress,  but  the  key 
question  was  how  far  the  changes  would  go.  In 
every  presidential  election  year  during  recent 
years,  the  House  and  Senate  have  approved  a 
broadening  of  the  program. 

One  of  the  prime  reasons  Social  Security  has 
been  an  election  year  “favorite”  is  that  the  pro- 
gram can  be  boosted  without  affecting  the  Federal 
budget.  This  is  because  it  is  financed  through  em- 
ployer-employe contributions  and  is  theoretically 
self-supporting. 

Of  special  interest  to  physicians,  of  course,  is 
the  fate  of  the  so-called  Forand  bill  that  would 
provide  hospitalization,  surgical  services,  and  nurs- 
ing home  care  for  Social  Security  beneficiaries. 
This  would  be  accomplished  through  even  higher 
taxes  on  employes  and  employers  than  now  sched- 
uled through  already  voted  step  increases. 

Supporters  of  the  controversial  legislation — vig- 
orously opposed  by  the  administration,  the  Amer- 
ican Medical  Association,  and  allied  organizations 
— launched  their  move  to  win  enactment  this 
session. 

Senator  Pat  IMcNamara  (D.,  Mich.),  whose 
Senate  subcommittee  on  Aging  held  a series  of 
hearings  across  the  country  during  the  recess,  an- 
nounced at  the  conclusion  of  the  hearings  that  they 
showed  a need  for  expanding  Social  Security  to 
include  health  care  for  the  aged.  He  indicated  he 
thought  the  Forand  bill  did  not  go  far  enough. 

A battery  of  speakers  at  a meeting  of  the  Amer- 
ican Public  Welfare  Association  also  urged  a sharp 


increase  in  benefits,  with  some  advocating  “cradle 
to  grave”  security  for  all. 

Not  all  of  the  proposals  for  extending  the  pro- 
gram involved  health  care. 

The  administration  indicated  it  would  recom- 
mend some  expansion,  especially  in  the  disability 
program  under  which  the  Federal  government 
helps  the  states  provide  assistance  to  persons  over 
age  50  judged  to  be  totally  and  permanently  dis- 
abled. An  influential  lawmaker.  Rep.  Burr  Harri- 
son (D.,  Va. ),  disclosed  that  he  would  introduce 
legislation  to  remove  the  age  50  limitation  to  allow 
all  persons  regardless  of  age  to  participate.  He 
estimated  this  would  not  require  any  hiking  of  the 
taxes.  Rep.  Harrison  is  chairman  of  a House  Ways 
and  Means  Subcommittee  that  held  recess  hearings 
on  administration  of  the  disability  program. 

Meanwhile,  Chairman  Wilbur  Mills  (D.,  Ark.) 
of  the  full  Ways  and  Means  Committee  cleared 
the  way  for  full-scale  hearings  this  Congressional 
session  on  the  entire  issue  of  Social  Security.  In 
listing  specific  phases  to  be  considered,  however, 
the  lawmaker  did  not  mention  the  Forand  proposal. 
* * * 

A spokesman  for  the  American  Medical  Asso- 
ciation told  the  Federal  Communications  Commis- 
sion that  the  A.M.A.  believes  the  best  solution  to 
objectionable  advertising  and  programs  on  tele- 
vision and  radio  is  for  the  industry  “to  clean  its 
own  house.” 

Doctor  Eugene  F.  Hoffman,  co-chairman  of 
the  A.M.A.’s  Physician’s  Advisory  Committee  on 
Television,  Radio  and  Motion  Pictures,  declared 
“the  medical  profession  . . . stands  ready  to  assist 
the  networks  and  individual  stations  in  determin- 
ing accuracy  and  good  taste  of  broadcast  material 
involving  health  or  medicine — either  commercial 
or  public  service.” 
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. . fast,  effective,  & long  lasting  relief  from  automobile  worries 


1.  periodic  renewal  (trade-in)  of  your  car 

2.  proper  registration 

3.  ample  insurance  coverage 

4.  local  & state  taxes 

5.  breakdowns  due  to  “tired”  automobiles 


all  these  and  other  minor  “aches”  quickly  elim- 
inated when  you  lease  with  us.  releases  capital 
for  investment. 

DOSAGE:  moderate  monthly  rental  fees.* 
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a masterpiece 


greater  antibiotic  activity 

Milligram  for  milligram,  DECLOMYCIN  brand  of 
Demethylchlortetracycline  has  2 to  4 times  the  inhibitory  capacity 
of  tetracycline  against  susceptible  organisms.  (Activity  level 
is  the  basis  of  comparison  — not  quantitative  blood  levels— since 
action  upon  pathogens  is  the  ultimate  value.*)  Provides  significantly 
higher  serum  activity  level . . . 


with  far  less  antibiotic  intake 

DECLOMYCIN  demonstrates  the  highest  ratio  of  prolonged  activity 
level  to  daily  milligram  intake  of  any  known  broad-spectrum 
antibiotic.  Reduction  of  antibiotic  intake  reduces  likelihood  of 
adverse  effect  on  intestinal  mucosa  or  interaction  with  contents. 


unrelenting-peak 
antimicrobial  attack 

The  DECLOMYCIN  high  activity  level  is  uniquely  constant  throughout 
therapy.  Eliminates  peak-and-valley  fluctuation,  favoring  continuous 
suppression.  Achieved  through  remarkably  greater  stability  in  body 
fluids,  resistance  to  degradation,  and  a low  rate  of  renal  clearance. 

*Hirsch,  H.  A.,  and  Finland,  M.: 
New  England  J.  Med.  260:1099 
(May  28)  1959. 
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LEDERLE  LABORATORIES 
a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


DECLOMYCIN  maintains  activity  for 
one  to  two  days  after  discontinuance 
of  dosage.  Features  unusual  security 
against  resurgence  of  primary  infection 
or  secondary  bacterial  invasion  — 
two  factors  often  resembling  a “resistance 
problem”— enhancing  the  traditional 
advantages  of  tetracycline  . . . for 
greater  physician-patient  benefit 


in  the  distinctive  dry-filled, 
dnotone  capsule 


DECLOMYCIN  Oral 
Suspension,  75  mg. 
per  5 cc. tsp. 


immediately  available  as: 
DECLOMYCIN  Capsules,  150  mg., 
bottles  of  16  and  100.  Adult  dosage: 

1 capsule  four  times  daily. 


DECLOMYCIN  Pediatric  Drops, 
60  mg.  per  cc.,  10  cc.  bottles 
with  dropper. 
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reaches 

all  nasal  and  paranasal 

membranes 

sy’stemically^ 


Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^’^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 

Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 

first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  % the 
formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  M the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — \ tsp.;  Chil- 
dren 1 to  6 — Vz  tsp.;  Children  under  I — V*  tsp. 

1.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37:460  (July)  1958. 

2.  Lhotka,  F.  M. : Illinois  M.  J.  : 112 -.259  (Dec.)  1957. 

3.  Farmer,  D.  F. : Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant .. . 


Triaminic 


timed-relea.se  lahlets  and  jiividels 
also  non-alcoliolic,  fniil-llavored  syrup 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


PlMIAMlb 

brightens  life 
for  the  aged 


NIAMID  gives  the  depressed  elderly 
person  a new  sense  of  well-being. 
The  family  will  notice  a sunnier 
outlook,  an  alert  interest  in  group 
activities,  a renewed  awareness  of 
personal  appearance,  and  a return 
of  appetite.  Your  patient  will  be  more 
cooperative  and  less  demanding. 

You  can  expect  to  see  the  same  ex- 
cellent response  to  niamid  in  a wide 
variety  of  depressive  syndromes  — 
acute  or  chronic,  mild  or  severe, 
whether  associated  with  long-stand- 
ing or  incurable  illness,  or  masquer- 
ading as  organic  disease. 

NIAMID  side  effects  are  infrequent 
and  mild,  and  often  lessened  or 
eliminated  by  a reduction  in  dosage. 
NIAMID  has  not  been  reported  to 
cause  jaundice,  and  significant 
hypotensive  effects  have  rarely  been 
noted. 

DOSAGE:  Start  with  75  mg.  daily  in  sin- 
gle or  divided  doses,  and  adjust  accord- 
ing to  patient  response,  niamid  acts 
slowly,  without  rapid  jarring  of  physi- 
cal or  mental  processes.  Some  patients 
respond  to  niamid  within  a few  days, 
but  for  full  therapeutic  benefit,  most 
require  at  least  two  weeks,  niamid  is 
available  as  25  mg.  (pink)  and  100  mg. 
(orange)  scored  tablets. 

Already  clinically  proved  in  several 
thousand  patients— 

Complete  references  and  a Professional 
Information  Booklet  giving  detailed  in- 
formation on  niamid  are  available  on 
request  from  the  Medical  Department, 
Pfizer  Laboratories,  Division,  Chas. 
Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


NIAMID 

the  mood  brightener 
in  geriatrics 


* Trademark  for  nialamide 
(^^  Science  for  the  world's  well-beings^ 
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1 :45  p.M. 

HEART  SYMPOSIUM 

Sponsored  by  the 

Rhode  Island  Heart  Association 

In  Co-operation  with  the 

Rhode  Island  Medical  Society 

Wednesday,  March  23,  I960 

Metacomet  Country’  Club 

East  Providence,  Rhode  Island 

INTRODUCTION  AND  WELCOME  BY  THE  PRESIDENT 

2 :00  p.M. 

“HEART  SOUNDS  AND  MURMURS”  — 

2 :30  p.M. 

W.  Proctor  Harvey,  m.d. 

Associate  Professor 

of  Medicine,  Georgetown  University  Medical 

Center,  M'ashington,  D.  C. 

“SIMPLE  DEDUCTIVE  ELECTROCARDIOGRAPHY” 

3 :00  p.M. 

(Electrocardiographic  Interpretation  Based  on 
the  Normal  Sequence  of  .Activation  of  the  Heart) 

Demetrio  Sodi-Pollares,  m.d. 

Professor,  Instituto  Xacional  De  Cardiologia,  National  University  of 

Mexico,  Mexico  City,  Mexico. 

“VALUE  OF  AND  INDICATIONS  FOR  HEART  SURGERY” 

3 :30  p.M. 

Will  C.  Sealy,  m.d. 

Professor  of  Thoracic  Surgery,  Duke  University  Hospital,  Durham,  X.  C. 

INTERMISSION  AND  REFRESHMENTS 

4:00  P.M. 

Round  Table  Discussion  on  — 

5 :30  p.M. 

“NEW  TRE.AUMENTS  OF  CARDIAC  PROBLEMS” 

Moderator  — Louis  K.\tz,  m.d. 

Panel  — Drs.  Harvey,  Sodi-Pollares,  and  Seah- 
Questions  welcomed  from  the  audience 

COCKTAIL  HOUR 

7 :00  p.M. 

DINNER 

8:00  p.M. 

“DIET  AND  HEART  DISEASE”  — 

' 

Louis  N.  Katz,  m.d. 

Director,  Cardiovascular  Department,  Aledical  Research  Institute,  Michael 

Reese  Hospital,  Chicago,  111. 

OFFICES  FOR  RENT 

One  800  ft.  and  one  1200  ft.  office  still 
available  for  September,  I960  in  new, 
modern,  air-conditioned  medical  office 
building  to  be  constructed  at  Water- 
man and  Cooke  Sts.  Will  partition  to 
suit  tenant.  Off-street  parking. 

CALL  — JAckson  1-7300. 


Butterfield's 

DRUG  STORE 

CHARLES  BUTTERFIELD,  Ph.  G. 
Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 

Pharmacy  License  #193 


'14  \T 


*Kanainycin  sulfate  injection  (Bristol) 


Shouldn’t 

KANTREX^  Injection* 
be  kept  in  reserve  for 
treating  staph  or  gram- 
negative  infections 
until  other  antibiotics 
have  been  tried  first? 


No.  Naturally,  Kantrex  Injection 
should  not  be  used  in  mild  or  self -limited 
infections,  but  as  Yow  states,  “it 
should  not  be  withheld  in  moderately 
■ severe  or  severe  infections.”^ 


Q What  properties  of  Kantrex  led  Yow 
to  draw  this  conclusion'? 

'Next  page,  please . 


IM 


MORE  QUESTION^  on  the  clinical  use  off  KANTREX 


Q What  properties  of  Kantrex  led  Yow  to  draw  this 
conclusion? 

3.  The  following":  ( 1 ) Kantrex  Injection  is  bactericidal, 
not  merely  bacteriostatic;  (2)  it  is  absorbed  rapidly 
after  intramuscular  injection;  (3)  it  has  proved  suc- 
cessful in  many  types  of  staph  and  gram-negative  in- 
fections resistant  to  other  antibiotics;  and  (4)  it  is 
well  tolerated  when  used  judiciously. 

Q But  if  I use  Kantrex  Infection,  won't  that  help  make 
bacteria  resistant  to  it? 

3 Numerous  investigators  have  reported  that  micro-or- 
ganisms do  not  readily  develop  resistance  to  Kantrex 
in  a clinical  setting;  and  emergence  of  resistance  to 
Kantrex  has  not  been  a practical  problem."  "’^  ® ’'  ® 

Q How  does  the  in  vitro  activity  of  Kantrex  against 
staph  compare  with  that  of  other  antibiotics? 

3 Griffith  and  Ostrander®  tested  794  strains  of  staphylo- 
cocci and  found  that  95.2%  were  sensitive  to  Kantrex. 
By  contrast,  only  15.5%  of  the  same  organisms  were 
sensitive  to  penicillin,  33.5%  to  tetracycline,  52.4%  to 
erythromycin,  and  71.7%  to  chloramphenicol. 

Q What  about  the  sensitivity  of  other  pathogens  to 
Kantrex? 

3 Leming^®  recently  summarized  the  in  vitro  activity  of 
Kantrex  against  4493  strains  of  various  organisms 
isolated  from  hospital  patients  over  a 7-month  period. 
He  reported  that  the  following  percentages  of  these 
clinical  isolates  were  sensitive  to  Kantrex:  Proteus 
mirabilis,  98%;  Proteus  morganii,  94%;  Proteus  rettgeri, 
89%;  Proteus  vulgaris,  87%;  Paracolobactrum  inter- 
medium, 96%;  Coli-aerogenes  group,  93%;  Streptococ- 
cus viridans,  78%;  Salmonella  and  Shigella,  92%. 

Q What  do  these  figures  mean  clinically? 

3 A great  deal.  As  Yow  stated  in  recent  reviews  of 
Kantrex  Injection,  it  “appears  to  be  one  of  the 


most  effective  anti-staphylococcal  antibiotics  available 
today.”  ^ ^ Kantrex  Injection  is  also  effective  in  the 
treatment  of  infections  caused  by  “most  strains  of 
E.  coli,  Proteus  sp.,  the  Klebsiella  pneumoniae-Aero- 
bacter  aerogenes  group,  and  many  strains  of  Pseudo- 
monas aeruginosa  resistant  to  other  antibiotics.”^  In 
another  report,  Kantrex  Injection  was  placed  at  the 
head  of  the  list  of  drugs  “with  the  most  chance  of  suc- 
cess” against  A.  aerogenes  urinary  tract  infections.^ 


Q Have  these  findings  about  Kantrex  therapy  been  sub- 
stantiated by  other  investigators'^ 

3.  Yes,  indeed.  Finegold,'^  who  reviewed  the  clinical  find- 
ings of  64  investigators,  reported  that  infections  which 
“usually  responded”  to  Kantrex  included:  staph  in- 
fections (including  staph  enteritis),  E.  coli  infections 
(including  E.  coli  gastroenteritis),  atypical  acid-fast 
bacillus  infections,  Aerobacter-Klebsiella  infections, 
paracolon  infections,  Alcaligenes  infections.  Shigella 
dysentery.  Salmonella  enteritis,  anthrax,  amebiasis, 
and  E.  histolytica  carrier  state.  Among  the  infections 
that  “sometimes  responded”  were  listed:  pneumococ- 
cal infections,  group  A 6eta-hemolytic  streptococcic 
infections,  Proteus  infections,  gonorrhea,  and  para- 
typhoid fever. 

Q That’s  an  impressive  list.  What  didn’t  respond'? 

3 According  to  Finegold’s  tabulation,  treatment  failures 
were  “usually”  encountered  in  brucellosis.  Pseudo- 
monas infections,  typhoid  fever,  mycotic  infections 
and  anaerobic  infections.^^ 


How  long  do  I have  to  give  Kantrex  Injection  before 
I know  whether  it  works  or  not? 

Generally  2 or  3 days  or  less.  Usually  the  effectiveness 
of  Kantrex  Injection  can  be  determined  in  24  to  36 
hours.  Rutenburg  et  al.  reported  that  “the  rapidity 
with  which  bacteria  are  killed  by  this  agent  is  reflected 
by  the  promptness  of  the  clinical  response.”'^ 


,! 
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MORE  QUESTIONS  on  tlie  clinical  use  off  KANTREX 


Q How  long  should  I continue  to  administer  Kantrex? 

3.  If  definite  clinical  response  does  not  occur  within  5 
days,  Kantrex  therapy  should  be  stopped  and  the  anti- 
biotic sensitivity  of  the  invading  organism  rechecked. 

Q What  is  the  hazard  of  a patient  developing  hearing  loss 
during  Kantrex  therapy? 

3.  In  well  hydrated  patients  with  normal  kidney  function 
receiving  Kantrex  at  the  recommended  dosage  sched- 
ule, the  hazard  of  ototoxic  reactions  is  negligible.  In 
patients  with  impaired  kidney  function,  the  risk  of 
ototoxic  reactions  is  sharply  increased,  and  in  such 
cases  the  dosage  should  be  reduced.  Finegold  has 
stated:  “Toxicity  inherent  in  the  drug  can  be  avoided 
or  minimized  with  careful  management.” 

Q Why  should  renal  impairment  influence  the  dosage? 

3 Because  renal  impairment  delays  the  excretion  of 
Kantrex  Injection  and  causes  an  excessive  accumu- 
lation in  blood  and  tissues.  Such  excessive  concentra- 
tions increase  the  risk  of  ototoxicity.  Dosage  recom- 
mendations emphasize  that  adequate  serum  levels  can 
be  achieved  in  such  patients  with  a fraction  of  the  dose 
suggested  for  patients  with  normal  kidney  function. 

Q Have  you  had  any  reports  of  blood  dyscrasias? 

3 None  whatever. 

Q You  mean,  then,  that  a physician  who  uses  Kantrex 
Injection  judiciously  should  find  it  not  only  effective 
but  also  well  tolerated? 

3 Effective?  Certainly,  against  almost  all  staph  or 
“gram-negatives,”  even  though  they  may  be  resistant 
to  other  antibiotics.  WeU  tolerated?  ^s,  when  given 
in  recommended  dosage.  The  physician  can  well  agree 
with  Yow,  that  while  Kantrex  Injection  should  not 
be  used  in  mild  or  self-limited  infections,  “it  should 
not  be  withheld  in  moderately  severe  or  severe  infec- 
tions.”^ That,  indeed,  is  the  time  to  give  it  — first! 


BOOK  REVIEWS 
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BOOK  REVIEWS 


IVHAT  NEXT,  DOCTOR  PECK?  by  Joseph 

H.  Peck,  M.D.  Prentice-Hall,  Inc.,  Englewood 
Cliffs,  N.  J.,  1959.  $3.50. 

This  delightfully  told  story  concerns  a young 
doctor’s  first  practice  as  a railroad  company  man 
in  the  salt  flats  region  of  Utah,  just  after  the  turn 
of  the  century.  His  patients  were  a few  hardy  pio- 
neers, the  drifters  and  derelicts  who  worked  the 
railroad  and  surrounding  mines,  the  girls  who  set 
up  shop  to  accommodate  the  boys  and  a tribe  of 
Gosiute  Indians.  As  competition  he  had  the  local 
witch  doctor,  and  their  struggle  to  control  the  In- 
dian health  problem  is  one  of  tbe  most  amusing 
chapters  in  a book  that  boasts  of  many. 

The  characters  are  many  and  varied,  starting 
with  Mamie,  director  of  the  girls,  and  proprietor 
of  the  Blue  Goose.  She  extended  a hearty  welcome 
to  the  new  doctor  and  offered  him  help  and  advice 
in  adjusting  to  his  new  post. 

The  chief  engineer  was  a man  with  a problem. 
Doctor  Peck  couldn’t  solve  it  according  to  Osier’s 
Principles  and  Practice  of  Medicine,  but  managed 
to  treat  it  by  instinct.  Then  along  came  the  girl 
Ruth,  whom  the  doctor  took  as  wife.  She  didn’t 
bat  an  eye  when  faced  with  the  fact  that  her  new 
home  had  no  bathroom,  in  spite  of  what  Mamie 
had  said  ! These  and  many  more,  weave  a fascinat- 
ing background  for  a real  adventure  story  that’s 
truly  fun  to  read. 

Shirley  Garreau 

HYPERTENSION , Edited  by  John  H.  Moyer, 

M.D.  W.  B.  Saunders  Co.,  Philadelphia,  1959. 
$14.00. 

This  is  the  latest  book  to  be  published  on  the  all 
important  subject  of  hypertension  and  is  most 
timely.  It  is  a complete,  modern,  and  authenticated 
text  on  the  subject.  The  subject  matter  is  a collec- 
tion of  papers  given  at  the  Eirst  Hahnemann  Sym- 
posium on  Hypertension,  held  in  early  December, 
1958,  at  the  Hahnemann  Medical  College  in  Phila- 
delphia, Pennsylvania.  The  list  of  contributors  is 
very  impressive,  comprising  most  of  the  present 
clinical  research  men  in  the  field  of  hypertension ; 
teachers  and  clinicians  of  note. 

The  book  is  divided  into  five  parts.  The  first 
deals  mainly  with  pathology  and  clinical  aspects  of 


hypertension.  It  is  very  dull  in  some  respects,  yet 
informative.  Basic  concepts  of  the  etiology  of  hy- 
pertension and  pharmacology  with  use  of  sympa- 
thetic blocking  agents  in  hypertension,  compose 
the  next  two  parts.  These  are  most  readable 
and  well  done.  The  fourth  part  is  an  excellent 
presentation  of  the  role  of  salt  and  diuretics  in  the 
therapy  of  hypertension.  Here  is  the  real  meat  of 
the  book  and  presents  the  most  advanced  informa- 
tion on  hypertensive  therapy.  It  removes  much  of 
the  most  prevalent  confusion  on  this  aspect  of 
treatment.  And  finally,  the  last  section  deals  with 
the  surgical  approach  to  hypertension  and  was 
added  to  round  out  the  subject,  rather  than  as  a 
presentation  of  anything  new.  It  is  a re-hash  of 
well-known  procedures. 

Even  for  those  who  have  been  fortunate  enough 
to  have  the  time  to  keep  up  on  their  reading  of 
recent  papers  on  the  subject  of  hypertension,  this 
book  is  a must  on  any  physician’s  reading  program. 
This  text  should  be  of  value  to  tbe  internist  and 
cardiologist,  both  as  a reference  text  and  a teach- 
ing guide.  The  general  practitioner  will  find  it  a 
great  help  in  clarifying  the  jumble  of  new  drugs 
used  in  tbe  treatment  of  hypertension,  as  well  as  a 
better  understanding  of  the  disease  itself,  along 
with  cautions  and  pitfalls  in  their  use.  The  great 
deluge,  over  the  past  six  years  or  so,  of  new  drugs 
for  the  therapy  of  hypertension,  has  caused  a lot 
of  confusion.  This  book  should  help  to  unravel  the 
tangle. 

Parts  of  the  book  are  not  easy  to  read  and  re- 
quire careful  thought,  however,  the  results  will  be 
most  rewarding.  This  book  is  highly  recommended 
as  a help  in  a better  understanding  and  treatment 
of  this  all  too  prevalent  disease. 

Donald  L.  De  Nyse,  m.d. 


Patronize  Journal  Advertisers 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar® 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 
Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  15V2  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Brown,S.S.;  libo,  H.W.,  and  Nussbaum,  A.  H.:  Norethondrolon* 
in  the  Successful  Monogement  of  Anorexio  and  "Weight  log"  in 
Children,  Scientific  Exhibit  presented  ot  the  Annual  Meeting  of  th* 
American  Academy  ef  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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PRESENT  TRENDS  IN  THE  TREATMENT  OF  THE 
CEREBRAL  VASCULAR  DISEASES* 

C.  Miller  Fisher,  m.d. 


The  Author.  C.  Miller  Fisher,  M.D.,  of  Boston, 
Massachusetts.  Assistant  Clinical  Professor  of  Neu- 
rology, Harvard  Medical  School;  Neurologist,  Massa- 
chusetts General  Hospital. 


'^HE  LAST  fifteen  years  have  witnessed  a remark- 
able  resurgence  of  interest  in  the  clinical  and 
pathological  features  of  cerebral  vascular  disease.  In 
the  wake  of  this,  some  progress  in  treatment  has 
been  achieved  and  the  short-  and  long-term  goals  of 
therapy  have  been  delineated  with  greater  clarity 
and  precision  than  heretofore.  A resume  of  these 
therapeutic  claims  and  aims  is  the  subject  of  the 
present  paper. 

In  order  to  understand  better  the  field  of  disease 
under  consideration  we  might  briefly  review  a re- 
cently formulated  classification  of  the  cerebral  vas- 
cular disorders^  (Table  1).  All  of  these  disorders 
express  themselves  in  one  of  two  ways,  either  in- 
farction or  hemorrhage.  It  is  as  simple  as  that.  To 
these  one  may  add  reversible  ischemia  as  in  transient 
cerebral  ischemic  attacks,  fainting  or  the  aura  of 
migraine,  conditions  that  usually  leave  no  perma- 
nent damage  to  nerve  tissue.  The  four  conditions  of 
greatest  importance  because  of  their  high  incidence 
are  cerebral  thrombosis  with  atherosclerosis,  cere- 
bral embolism,  cerebral  hemorrhage,  and  ruptured 
saccular  aneurysm.  My  remarks  will  refer  primarily 
to  these  four. 

Before  discussing  “The  Big  Four’’  attention 
might  be  drawn  to  a few  rather  striking  therapeutic 
successes  in  some  of  the  less  common  cerebral  vas- 
cular diseases.  Meningovascular  syphilis  causing 
either  multiple  small  infarcts  in  the  cerebrum  or 
devastating  infarction  of  the  spinal  cord  has  become 
a great  rarity  since  the  advent  of  penicillin  therapy, 
and,  at  present,  on  the  wards  of  the  Massachusetts 
General  Hospital  we  may  encounter  no  more  than 
one  case  each  year.  Acute  hypertensive  encepha- 
lopathy, characterized  by  acute  malignant  elevation 
of  the  blood  pressure,  headache,  nausea,  vomiting, 

*From  the  Neurology  Service,  Massachusetts  General  Hos- 
pital, and  the  Department  of  Neuropathology-Neurology, 
Harvard  Medical  School.  Presented  at  the  Neuropsychi- 
atric Staff  Rounds,  Rhode  Island  Hospital,  May  16,  1959. 


seizures,  stupor,  coma,  and  death  is  now  an  un- 
common event  thanks  to  the  efficacy  of  the  various 
hypotensive  agents,  especially  the  Methonium  com- 
pounds, Reserpine,  and  Chlorothiazide.  Septic  em- 
bolism in  acute  and  subacute  bacterial  endocarditis, 
especially  in  the  latter,  has  become  an  uncommon 
occurrence  since  the  introduction  of  effective  anti- 
biotic agents.  Likewise,  cerebral  thrombophlebitis 
secondary  to  suppuration  of  the  paranasal  and  mas- 
toid sinuses  has  been  reduced  to  a small  fraction  of 
its  former  incidence.  A slight  claim  to  therapeutic 
benefit  might  be  made  for  the  use  of  Cortisone  in 
temporal  arteritis,  the  incidence  of  blindness  appar- 
ently being  reduced  if  the  drug  is  used  early. 

I.  Cerebral  thrombosis  ivith  atherosclerosis — 
Accounting  for  some  50  per  cent  of  all  cerebral 
vascular  lesions  at  autopsy,  cerebral  thrombosis 
with  atherosclerosis  is  a major  cause  of  death,  dis- 
ability, and  “loss  of  human  dignity.”  The  carotid 
and  basilar  systems  are  affected  with  approximately 
equal  frequency  and  almost  any  vessel  large  or  small 
may  be  involved.  Thrombus  appears  to  be  deposited 
or  superimposed  on  atherosclerotic  plaques.  In  90 
per  cent  of  cases  the  stroke  develops  not  as  a single 
blow  but  either  in  an  intermittent  step-wise  fashion 
with  increments  of  deficit  added  from  hour  to  hour, 
day  to  day,  or  week  to  week,  or  the  stroke  is  pre- 
ceded by  one  or  more  prodromal  fleeting  attacks  of 
ischemia,  veritable  strokes-in-miniature,  which  act 
as  a warning  that  disaster  lurks. 

When  the  thrombotic  stroke  evolves  over  a period 
of  time,  rather  than  exploding  abruptly,  an  oppor- 
tunity is  provided  to  prevent  the  development  of 
full-blown  paralysis  by  applying  treatment  early  in 
the  clinical  course.  This  is  a most  important,  ac- 
tually, a fundamental  consideration  in  the  approach 
to  cerebral  vascular  disease  for,  once  full  infarction 
has  occurred,  no  known  measure  so  far  devised 
seems  to  influence  the  degree  of  recovery  one  wit, 
viz.  stellate  block,  nicotinic  acid,  carbon  dioxide  in- 
halation, histamine,  etc.  In  cerebral  thrombosis 
prevention  is  the  keynote.  LTltimately  the  basic  prob- 
lems of  atherosclerosis  and  hypertension  will  be 
solved  and  cerebral  thrombosis  will  be  erased,  but 
until  that  day  arrives,  we  shall  have  to  resort  to 
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stop-gap  methods  of  management  such  as  anti- 
coagulant and  surgical  therapy. 

A.  Anticoagulants  — First  advocated  in  cerebral 
thrombosis  as  the  result  of  preliminary  trials  in 
1951  and  1952,*  anticoagulants  are  now  widely- 
used  as  a preventive,  I repeat  prez'entive  meas- 
ure. They  find  a place  mainly  in  two  conditions : 

(1)  thrombosis-in-evolution,  i.e.,  where  frag- 
ments of  the  stroke  are  developing  seriatim  ; and 

(2)  transient  ischemic  attacks  which  are  almost 
always  a manifestation  of  cerebral  thromlxisis. 
Millikan^  and  his  co-workers  in  a large  series  of 
cases  of  both  carotid  and  basilar  disease  con- 
firmed the  earlier  impression  of  the  efficacy  of 
anticoagulants,  finding  that  transient  ischemic 
attacks  were  abolished  in  almost  all  instances  and 
the  mortality  apparently  reduced.  However,  data 
on  control  cases  were  not  collected,  a necessity  in 
an  illness  with  such  a variable  spontaneous 
course.  Recently^  we^  have  had  occasion  to  study 
a group  of  47  patients  who  were  randomized  into 
two  groups,  one  anticoagulated,  the  other  not 
anticoagulated.  All  patients  were  either  in  the 
process  of  developing  a stroke  or  had  been  hav- 
ing repeated  attacks  of  transient  ischemia.  Long- 
term anticoagulation  was  carried  out  and  at  the 
end  of  one  year  the  results  were  as  shown  in 
Table  2.  The  measures  of  response  included 

TABLE  2 

Comparative  data  in  the  control  (C)  and  treated  (T) 
cases  of  cerebral  thrombosis  at  the  end  of  one  year.  The 
number  of  events  is  tabulated  separately  for  each  month 
from  the  first  to  the  fourth  while  the  period  from  the 
fifth  to  the  twelfth  month  is  counted  as  one  interval  be- 
cause of  the  small  number  of  events  taking  place.  The 
number  of  patients  who  remained  on  the  prescribed 
therapy  and  completed  each  successive  month  of  therapy 
is  shown  in  the  first  vertical  column.  The  difference  from 
month  to  month  represents  patients  who  died,  changed 
therapy  or  were  lost  to  the  study. 


death,  progression  of  a neurologic  deficit  already 
present,  occurrence  of  a new  neurologic  deficit, 
recurrence  of  ischemic  attacks  and  the  occur- 
rence of  thromboembolic  episodes  elsewhere  in 
the  body'  (my'ocardial  infarction,  venous  throm- 
bosis, pulmonary  embolism,  etc.).  In  comparing 
the  control  group,  numbering  113  patient-inter- 
vals with  the  treated  group  comprising  63 
patient-intervals,  (i.e.,  roughly  one-half  the 
former)  we  find  nine  deaths  in  the  control, 
four  deaths  in  the  treated  — not  a significant 
difference;  in  the  control  group  there  were  17 
cases  in  which  the  neurologic  picture  clearlv 
worsened,  in  the  treated,  only  4 and  this  is  prob- 
ably a significant  difference ; transient  ischemic 
attacks  numbered  12,  plus  another  questionable 
8 in  tbe  control,  and  only  3 in  the  treated.  Six 
extracerebral  thromboembolic  episodes  occurred 
in  the  control,  compared  with  one  in  the  treated ; 
in  the  anticoagulated  group  there  were  5 hemor- 
rhagic complications,  at  least  one  of  which  was 
fatal,  a strong  reminder  that  the  use  of  anti- 
coagulants is  not  entirely  safe.  From  this  scien- 
tifically designed  therapeutic  trial,  the  conclusion 
seems  warranted  that  long-term  anticoagulation 
is  of  benefit  in  halting  the  advance  of  cerebral 
thrombosis  and  in  preventing  transient  ischemic 
attacks.  Insofar  as  early  diagnosis  is  a prerequi- 
site for  successful  therapy,  a heavy  responsibility 
is  placed  upon  the  physician  faced  with  establish- 
ing the  exact  nature  of  the  patient’s  neurologic 
symptoms  and  signs  in  the  earliest  stage.  Cere- 
bral hemorrhage  must  be  excluded  and  usually 
can  be  if  the  cerebrospinal  fluid  is  found  to  be 
free  of  blood.  Transient  ischemic  attacks  must  be 
differentiated  from  cerebral  seizures,  Meniere’s 
disease,  Stokes- Adams  attacks,  migrainous  aura, 
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Deaths 

Recurrence 
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Transient 

Ischemic 

Attacks 

Non-Cerebral 

Thrombo- 

Embolism 

Bleeding 

Episodes 

1st  Month 

C 

29 

2 

8 

3 

4 

0 

T 

18 

0 

2 

3 

0 

2 

2n<l  Month 

C 

23 

2 

1 

l+i'l 

0 

0 

T 

14 

1 

0 

0 

0 

0 

3rd  Month 

C 

21 

0 

2 

2+?l 

0 

0 

T 

12 

1 

1 

0 

1 

1 

4th  Month 

C 

21 

1 

1 

\+n 

1 

0 

T 

10 

0 

0 

0 

0 

0 

5th- 12th  Montli 

C 

19 

4 

5 

5-f-  ?5 

1 

0 

T 

9 

2 

1 

0 

0 

1 

Totals 

C 

113 

9 

17 

12-1-  ?8 

6 

0 

T 

63 

4 

4 

3 

1 
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TABLE  1 

Classification  of  Cerebrovascular  Diseases  adopted  by 
ad  hoc  committee  of  National  Institute  of  Neurology  and 
Blindness  (modified) 

I.  CEREBRAL  INEARCTION  [PALE,  RED 
(HEMORRHAGIC)  AND  MIXED  TYPES] 

A.  Thrombosis  with  Atherosclerosis 

B.  Embolism 

1.  Cardiac  origin 

a) .  Atrial  fibrillation  and  other  arrhythmias  (with 

rheumatic,  atherosclerotic,  hypertensive,  con- 
genital heart  disease) 

b) .  Myocardial  infarction  with  mural  thrombus 

c) .  Acute  and  subacute  bacterial  endocarditis 

d) .  Heart  disease  without  arrhythmia  or  mural 

thrombus,  mitral  stenosis,  etc. 

e) .  Complications  of  cardiac  surgery 

f) .  Nonbacterial  thrombotic  (“marantic”)  endo- 

cardial vegetations 

g) .  Paradoxical  embolism  with  congenital  heart 

disease 

2.  Noncardiac  origin 

a) .  From  sites  of  atherosclerosis  in  aorta  and 

carotid  arteries  (mural  thrombus,  athero- 
matous material) 

b) .  From  sites  of  cerebral  artery  thrombosis 

(carotid,  middle  cerebral,  basilar,  vertebral) 

c) .  Thrombus  in  pulmonary  veins 

d) .  Fat 

e) .  Tumor 

f) .  Air 

g.)  Complications  of  neck  and  thoracic  surgery 

h) .  Miscellaneous  rare  types 

i) .  Of  undetermined  origin 

C.  Other  Conditions  Causing  Cerebral  Infarction 

1.  ruptured  saccular  aneurysm 

2.  cerebral  venous  thrombosis 

3.  systemic  hypotension 

4.  complications  of  arteriography 

5.  arteritis  (see  V) 

6.  hematologic  disorders  (polycythemia,  sickle-cell 
disease,  thrombotic  thrombopenia,  etc.) 

7.  dissecting  aortic  aneurysm 

8.  trauma  to  carotid  (including  massage  of  sinus 
region) 

9.  compression  of  vertebral  artery  in  neck-traction, 
osteopathic  manipulation,  etc. 

10.  persistent  deficit  with  migrainous  aura 

11.  with  tentorial,  foramen  magnum,  and  subfalcial 
herniation 

12.  hypoxia 

13.  miscellaneous  rare  types : radioactive  or  X-ray 
radiation,  lateral  pressure  of  intracerebral  hema- 
toma on  vessels  passing  nearby,  unexplained  middle 
cerebral  infarction  in  closed  head  injury,  pressure 
of  unruptured  saccular  aneurysm  on  adjacent  ves- 
sel, mural  thrombus  in  fusiform  aneurysm,  local 
dissection  of  carotid  or  middle  artery. 

D.  Cerebral  Infarction  of  Undetermined  Cause 

H.  TRANSIENT  CEREBRAL  ISCHEMIA  WITH- 
OUT INFARCTION 

A.  Intermittent  Cerebral  Ischemia  (I.C.I.)  or  Transient 
Ischemic  Attacks  (T.I.A.)  (previously  called  vaso- 
spasm, usually  associated  with  thrombosis  and  athero- 
sclerosis) 

B.  SYSTEMIC  HYPOTENSION  (“simple  faint,” 
acute  blood  loss,  myocardial  infarction,  Stokes-Adams 
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syndrome,  traumatic  and  surgical  shock,  sensitive 
carotid  sinus,  severe  postural  hypotension) 

1.  With  focal  neurologic  deficit 

2.  With  syncope 

C.  Migrainous  aura 

HI.  INTRACRANIAL  HEMORRHAGE  (Including 
intracerebral,  subarachnoid,  ventricular,  sometimes 
subdural) 

A.  Hypertensive  Intracerebral  Hemorrhage 

B.  Ruptured  Saccular  Aneurysm  (if  imruptured  see 
IV  A) 

C.  Angioma  (if  unruptured  see  IV  B) 

D.  Trauma  (including  post-traumatic  delayed  apoplexy) 

E.  Hemorrhagic  Disorders  (leukemia,  aplastic  anemia, 
thrombopenic  purpura,  liver  disease,  complication  of 
anticoagulant  therapy,  hyperfibrinolysis,  hypofibrino- 
genemia 

F.  Of  Undetermined  Cause  (normal  blood  pressure  and 
no  angioma  even  on  most  careful  pathologic  exami- 
nation) 

G.  Hemorrhage  into  primary  and  secondary  brain 
tumors 

H.  Septic  embolism,  mycotic  aneurysm 

I.  With  hemorrhagic  infarction,  arterial  or  venous 
see  under  I and  VH) 

J.  Secondary  brain  stem  hemorrhage  (temporal  lobe 
herniation) 

K.  Hypertensive  encephalopathy 

L.  Idiopathic  brain  purpura 

M.  With  inflammatory  disease  of  arteries  and  veins 
(see  under  V,  VH) 

N.  Miscellaneous  rare  types : after  vasopressor  drugs, 
upon  exertion,  during  arteriography,  during  painful 
urologic  examination  in  hypertensive  patients,  as  a 
late  complication  of  early-life  carotid  occlusion,  com- 
plication of  carotid-cavernous  arteriovenous  fistula, 
with  anoxemia,  migraine.  (Acute  inclusion  body  en- 
cephalitis produces  xanthochromia  and  up  to  2000 
RBC  or  more  in  the  CSF ; acute  necrotizing  hemor- 
rhagic encephalopathy  may  be  associated  with  RBC 
in  the  CSF,  tularemia  may  cause  bloody  CSF.) 

IV.  VASCULAR  MALFORMATIONS  AND 

DEVELOPMENTAL  ABNORMALITIES 
Aneurysm — Saccular,  Fusiform,  Globular,  Diffuse 
(if  ruptured  see  HI  B) 

B.  Angioma  (including  familial  telangiectasis,  trigemi- 
nal encephaloangiomatosis  (Sturge-Weber-Dimitri) , 
retinal-pontine  hemangiomas)  (if  ruptured  see 
HI  C)^ — during  pregnancy  angiomas  may  rupture  or 
pre-existing  symptoms  and  signs  may  be  temporarily 
aggravated. 

C.  Absence,  Hypoplasia,  or  Other  Abnormality  of  Ves- 
sels (including  variations  in  pattern  of  circle  of 
Willis) 

V.  INFLAMMATORY  DISEASES  OF  ARTERIES 

A.  Infections  and  Infestations 

1.  Meningovascular  syphilis 

2.  Septic  embolism 

3.  .\rteritis  secondary  to  pyogenic  and  tuberculous 
meningitis 

4.  Carotid  inflammation  secondary  to  cavernous  sinus 
phlebitis  or  trigeminal  herpes 

5.  Miscellaneous  rare  types  (typhus,  schistosomiasis 
mansoni,  malaria,  trichinosis,  mucor  mycosis,  etc. 
— these  do  not  produce  a frank  inflammation) 

B.  Diseases  of  Undetermined  Origin 

1.  Lupus  erythematosus 

2.  Polyarteritis  nodosa  (necrotizing  and  granulo- 
matous forms) 
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3.  Temporal  arteritis 

4.  Idiopathic  granulomatous  arteritis  of  aorta  and  its 
major  branches  (Takayasu’s  disease) 

5.  ? Rheumatic  arteritis 

6.  ? Thromboangiitis  obliterans 

7.  Miscellaneous  rare  types 

VI.  HYPERTENSIVE  ENCEPHALOPATHY 

A.  Malignant  Hypertension  (essential,  chronic  renal 
disease,  pheochromocytoma,  etc.) 

B.  Acute  Glomerulonephritis 

C.  Eclampsia 

VH.  DURAL  SINUS  AND  CEREBR.\L  VENOUS 
THROMBOSIS 

-A.  Secondary  to  Infection  of  Ear,  Paranasal  Sinus, 
Face,  or  Other  Cranial  Structures 

B.  With  Meningitis  and  Subdural  Empyema 

C.  During  pregnancy  or  postpartum 
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D.  Postoperative 

E.  Hematologic  disease  (polycythemia,  sickle-cell 
disease) 

F.  Debilitating  states  (marantic) 

G.  Cardiac  failure  and  congestive  heart  disease 

H.  Miscellaneous  rare  types 

I.  Of  undetermined  cause 

VHI.  STROKES  OF  UNDETERMINED  ORIGIN 

IX.  VASCULAR  DISEASES  WITHOUT  CHANGES 
IN  THE  BRAIN 

A.  Atherosclerosis 

B.  Hypersensitive  .Arterio — and  Arteriolosclerosis 

C.  Hyaline  arterio  — and  arteriolosclerosis  with  and 
without  necrosis 

D.  Calcification  and  ferruginization  of  vessels 

E.  Capillary  sclerosis,  pericapillary  material  in 
Alzheimer's  disease 
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transient  global  amnesia,  postural  hypotension, 
insulin  reaction,  etc. 

Anticoagulants  might  also  prove  of  value  in  pre- 
venting another  stroke  in  cases  in  which  one  stroke 
or  more  has  already  occurred,  but  proof  of  this  will 
require  study  of  a large  number  of  cases  over  a 
prolonged  period  of  time.  At  present  such  a study 
is  being  carried  out  under  the  aegis  of  the  United 
States  Public  Health  Ser\-ice,  seven  centers  — at 
Los  Angeles,  Miami,  Atlanta,  Durham,  Philadel- 
phia, Xew  Y'ork  and  Boston  — co-operating  in  the 
collection  of  data.  It  is  still  too  earl}'  to  report  any 
trend,  pro  or  con  anticoagulant  therapy.  It  is  also 
possible  that  anticoagulants  when  administered  to 
patients  with  an  acute  fully  developed  stroke  might 
decrease  mortality  and  reduce  the  residual  paralysis 
by  preventing  extension  of  the  thrombus  or  hinder- 
ing clotting  of  the  blood  in  the  collateral  channels, 
but  again  a large  series  of  cases  would  have  to  be 
studied  methodically  in  order  to  decide  these  points. 

Anticoagulants  to  be  sure  are  a stop-gap  therapy 
and  are  doomed  to  failure  as  the  atherosclerotic 
process  advances. 

B.  Surgical  methods:  It  is  important  to  realize  that 
in  the  majority  of  patients  (possibly  four  out  of 
five),  with  cerebral  thrombosis  in  the  large  ves- 
sels of  the  carotid  system  (i.e.,  carotid,  middle 
cerebral,  anterior  cerebral  ) the  occlusion  lies  e.x- 
tracranially  in  the  cervical  portion  of  the  carotid 
arteries.  In  90  per  cent  of  these  the  primary  site 
of  narrowing  is  strikingly  limited  to  the  carotid 
sinus  at  the  origin  of  the  internal  carotid  artery. 
The  atherosclerotic  deposition  itself  is  strictly 
segmental  and  localized,  lending  itself  to  easy 
surgical  extirpation,  but  unfortunately,  once  the 
occlusion  becomes  complete,  stagnation  of  blood 
flow  occurs  and  thrombosis  often  spreads  distally 
producing  a long  stretch  of  organizing  thrombus, 
extending  upwards  intracranially  where  it  cannot 
be  reached  surgically. 

Since  195  H when  the  use  of  surgical  methods 


for  the  restoration  of  the  circulation  in  the  cervi- 
cal arteries  supplying  blood  to  the  brain  was  first 
suggested,  bypass  grafting  and  thromboendarte- 
rectomy  have  been  practiced  with  increasing  fre- 
quency. For  example.  DeBakey  et  ah.®  have  re- 
cently reported  their  results  in  63  patients.  They 
classify  occlusions  as  proximal  (near  arch  of 
aorta)  and  distal  (at  or  near  the  carotid  bifurca- 
tion) and  as  total  and  partial.  For  long  proximal 
occlusions  tbe  bypass  graft  sometimes  with  mul- 
tiple mouths  is  often  preferable  to  thrombo- 
endarterectomy  because  of  the  larger  vessels  in- 
volved. For  distal  occlusion  endarterectomy  is 
usually  more  feasible.  (See  Figures  1 and  2.) 
Here  again  the  principle  of  prevention  pertains, 
for  the  best  results  are  to  be  expected  if  opera- 
tion is  undertaken  early  before  total  occlusion 
and  extension  of  the  thrombus  occur,  or  with 
minimum  delay  if  the  stroke  has  already  ap- 
peared. It  is  probably  useless  to  operate  after 
permanent  maximum  damage  to  the  brain  has 
occurred. 

In  regard  to  vertebral  artery  occlusion  in  the 
neck,  it  might  be  pointed  out  that  in  a personal 
series  of  approximately  100  cases  in  which  the 
vertebral  arteries  in  the  neck  were  dissected  at 
post-mortem,  only  one  instance  of  total,  throm- 
botic occlusion  of  the  cervical  vertebral  artery 
which  contributed  to  the  clinical  picture,  was 
found.  It  is  possible  that  marked  narrowing  at 
the  origin  of  the  vertebral  artery  from  the  sub- 
clavian can  lead  to  attacks  of  basilar  ischemia, 
but  this  remains  to  be  demonstrated. 

Several  centers  have  reported  satisfactory  surgi- 
cal results,  the  largest  series  being  that  of  DeBakey 
et  ah,  who  in  operations  on  63  patients  reported  six 
deaths,  three  from  neurologic  illness  and  three  from 
noncerebral  conditions.  Of  the  remaining  57  pa- 
tients, in  47  the  circulation  was  restored  in  one  or 
more  occluded  vessels  and  only  one  patient  was 
made  worse.  A persistent  residual  paralysis  before 
operation  was  completely  relieved  in  eight  and  im- 
proved in  five.  -A  progressive  hemiplegia  with 
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aphasia  of  18  hours’  duration  was  completely  re- 
lieved in  one  case.  None  of  the  13  patients  with 
transient  ischemic  attacks  before  operation  experi- 
enced them  afterwards.  Residual  visual  defects 
were  improved  in  two  cases,  completely  relieved  in 
four.  Claudication  of  the  arm  was  relieved  in  17 
patients.  The  success  achieved  by  the  operation  was 
maintained  in  all  but  four  cases,  one  patient  dying 
from  myocardial  infarction,  one  from  occlusion  of 
the  opposite  carotid,  and  two  from  recurrent  carotid 
occlusion. 

Of  course,  neurologic  deficits  often  clear  spon- 
taneously in  stroke  patients  and  how  the  results  just 
quoted  compare  with  non-surgically  treated  cases 
or  those  in  which  anticoagulants  are  used  is  a matter 
of  conjecture.  Even  if  all  the  clinical  data  of  the 
cases  were  provided  in  detail  in  the  article  cited, 
one  could  not  judge  the  efficacy  of  therapy  for  there 
are  still  no  comparable  control  data  with  which  they 
can  be  compared.  A randomized  therapeutic  trial 
would  seem  to  be  highly  desirable.  There  are  sev- 
eral additional  aspects  of  carotid  surgery  which 
might  be  presented  for  consideration  at  this  time. 
First  of  all  it  must  be  remembered  that  prior  to 
surgery  extensive  arteriography  of  the  carotid  and 
vertebral  arteries  is  necessary  and  therefore  all 
radiological  accidents  or  complications  in  all  pa- 
tients who  are  candidates  for  surgery,  regardless  of 
whether  they  actually  come  to  operation,  must  be 
reckoned  in  the  final  results.  This  is  mentioned  be- 
cause of  the  rather  significant  incidence  in  some 
centers  of  severe  complications  of  arteriography  in 
patients  with  cerebral  vascular  disease.  Persistent 
hemiplegia,  blindness  and  even  death  have  been 
reported. 

Since  operation  in  internal  carotid  cases  is  feasible 
for  the  most  part  only  at  the  stage  of  incomplete 
occlusion,  the  physician  will  be  called  upon  to  inter- 
pret the  clinical  significance  of  partial  occlusions — 
a task  reciuiring  a broad  neurologic  experience  with 
cerebral  vascular  disease.  According  to  DeBakey 
et  ah,  “all  lesions  in  the  vessels  arising  from  the 
aortic  arch,  regardless  of  the  extent  of  the  obstruc- 
tion, and  all  partial  occlusions  of  the  internal  carotid 
and  vertebral  arteries  in  the  neck  are  considered 
susceptible  to  operation.”  There  could  be  consider- 
able difference  of  opinion  in  a stroke-case  with  50 
per  cent  occlusion  of  the  internal  carotid  artery  as 
to  whether  cerebral  embolism,  a small  lesion  in  the 
basilar  territory  or  even  an  intracerebral  hemor- 
rhage was  the  main  causative  factor,  rather  than 
carotid  stenosis.  Accurate  neurologic  examination 
and  diagnosis  before  and  after  the  surgical  proced- 
ure are  absolutely  essential  in  assessing  the  efficacy 
of  surgery.  The  duration  of  the  patency  of  the 
operated  channels,  especially  graft-prostheses, 
should  be  determined  by  arteriography  from  time 
to  time  and  the  results  in  patients  with  re-occlusion 

continued  on  next  page 


Diagram  to  illustrate  the  use  of  endarterectomy  in 
occlusion  of  the  internal  carotid  artery.  The  left  side  is 
the  site  of  operation  here  (after  DeBakey  et  al). 


Diagram  to  illustrate  the  use  of  graft  prosthesis  in  by- 
passing a proximal  occlusion.  The  graft  extends  from  the 
aortic  arch  to  the  subclavian  and  common  carotid  arteries. 
An  atherosclerotic  plaque  at  the  mouth  of  a vertebral 
artery  is  removed  by  endarterectomy  via  the  subclavian 
artery  (after  DeBakey  et  al.) 
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compared  with  those  in  whom  the  artery  remains 
open.  Also  it  would  be  preferable  to  keep  results 
dealing  with  upper  limb  claudication  and  subclavian 
occlusion  separate  from  those  referable  to  the  brain 
vessels.  Furthermore,  in  studying  the  problem,  post- 
mortem studies  must  not  be  disregarded  since  they 
serve  as  an  indispensable  check  on  our  general 
diagnostic  acumen. 

It  might  also  be  kept  in  mind  that  restoration  of 
the  patency  of  a large  vessel  could  conceivably  bring 
with  it  a disad\  antage  for  it  is  known  from  patho- 
logic studies  that  carotid  stenosis  or  occlusion  pro- 
tects the  distal  part  of  the  arterial  tree  from  athero- 
sclerosis and  endarterectomy  might  therefore  lead 
to  aggravation  of  small  vessel  atheroma  distally ; 
or  raising  the  pressure  distally  might  even  contrib- 
ute to  the  occurrence  of  an  intracerebral  hemor- 
rhage. Also  since  cervical  arterial  atherosclerosis  is 
usually  associated  with  aortic,  coronary,  iliac,  and 
basilar-artery  disease,  a general  measure  such  as 
anticoagulation  might  be  more  applicable  to  the 
problem  than  surgery;  or  anticoagulation  might 
well  be  combined  with  endarterectomy,  an  arrange- 
ment now  used  in  some  clinics.  Of  course,  endarte- 
rectomy might  also  be  carried  out  at  more  than  one 
site,  aorta,  femoral  artery,  coronary,  carotid,  etc. 

Generally  speaking  we  agree  with  the  vascular 
surgeon’s  claim  that  a patent  vessel  is  to  be  pre- 
ferred to  a totally  or  partially  block  vessel,  but 
hasten  to  emphasize  that  operative  mortality  and 
morbidity,  accuracy  of  diagnosis,  long-term  results 
and  all  the  factors  just  mentioned  above  must  be 
taken  into  account  in  assessing  the  desirability, 
necessity  and  efifectiveness  of  these  surgical  pro- 
cedures. One  must  not  operate  to  no  purpose. 

Insofar  as  the  circulation  could  not  be  restored 
in  most  patients  with  total  internal  carotid  occlusion, 
DeBakey  et  ah,  no  longer  operate  in  such  cases  ; yet, 
vertebral  angiography  is  routinely  carried  out,  hop- 
ing to  find  significant  vertebral  occlusion  or  stenosis. 
On  the  basis  of  our  pathologic  studies  we  would 
suggest  that  it  would  be  more  profitable  to  explore 
totally  occluded  internal  carotid  arteries  than  to 
pursue  vertebral-artery  disease  with  such  vigor. 

The  above  general  criticisms  aside,  the  surgical 
correction  of  occlusive  disease  of  the  large  arteries 
of  the  neck  promises  to  be  of  great  value.  Only 
further  experience  will  provide  clearer  indications 
for  operative  intervention  and  the  most  desirable 
type  of  procedure.  In  the  meantime  we  have  not 
reached  the  point  where  every  stroke  patient  is  be- 
ing managed  negligently  if  an  arteriogram  is  not 
performed,  a suggestion  of  some  enthusiasts. 

II.  Cerebral  Embolism.  Cerebral  embolism  is 
one  of  the  most  frequent  causes  of  stroke  and  in 
some  series  its  incidence  runs  well  ahead  of  hemor- 
rhage and  almost  as  high  as  thrombosis.  Most  often 
the  source  of  the  embolus  is  thrombotic  material  on 
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the  wall  of  one  of  the  left  heart  chambers,  the  atrium 
in  atrial  fibrillation,  the  ventricle  in  myocardial  in- 
farction. The  use  of  long-term  anticoagulants  seems 
clearly  to  reduce  the  incidence  of  embolism  as  indi- 
cated by  the  figures  of  McDevitt  and  co-workers," 
shown  in  Tables  3 and  4.  In  their  studies  the  clinical 
course  of  a group  of  patients  was  followed,  both 
while  on  and  while  oft  anticoagulant  therapy  and 
the  number  of  thromboembolic  episodes  in  the  two 
periods  was  compared.  Based  on  approximately 
equal  periods  the  actual  number  of  episodes  was  52 
as  contrasted  with  an  expected  number  of  172,  in 
patients  with  rheumatic  heart  disease.  In  a group  of 
patients  with  atherosclerotic  heart  disease,  the  re- 
spective numbers  were  68  and  10.  In  these  studies 
the  patient  acted  as  his  own  control.  The  periods  off 
anticoagulants  included  the  time  from  the  first  em- 
bolization to  the  beginning  of  therapy,  and  when- 
ever therapy  was  interrupted  for  any  reason.  This 
is  said  to  be  a statistically  valid  method  of  proced- 
ure, but  when  a patient  enters  any  therapeutic  pro- 
gram, unrecognized  non-specific  influences  may 
play  a beneficial  role,  e.g.,  changes  in  diet  and  smok- 
ing habits,  better  control  of  cardiac  failure,  better 
management  of  cardiac  arrhythmias  and  a healthier 
mode  of  living,  etc.  However,  the  experience  of 
most  clinicians  tends  to  bear  out  the  conclusion  that 


TABLE  3 

Thromboembolic  Episodes  in  47  Patients  with  Rheumatic 
Heart  Disease 


Total 

Patient  Months 

Thromboembolic 

Episodes 

Total 

Cerebral 

Off  Anticoagulant 
Therapy 

1437 

179[132]* 

64[33]^ 

On  Anticoagulant 
Therapy 

1315 

52(27)^^ 

10(5)** 

♦Excluding  the  first  episode. 
♦♦Prothrombin  time  25.0  seconds. 


TABLE  4 


Thromboembolic  Episodes  in  25  Patients  with  Arterio- 
sclerotic and  or  Hypertensive  Heart  Disease 


Total 

Patient  Months 

Thromboembolic 

Episodes 

Total 

Cerebral 

Off  Anticoagulant 
Therapy 

619 

68 [43]* 

30[16]* 

On  Anticoagulant 
Therapy 

432 

10(7)** 

3(3)** 

♦Excluding  the  first  episode. 
♦♦Prothrombin  time  < 25.0  seconds. 
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anticoagulants  are  of  value  in  recent  myocardial 
infarction  and  in  atrial  fibrillation  insofar  as  throm- 
boembolism is  prevented.  It  should  be  emphasized 
that  here  again,  it  is  prevention  of  the  stroke  that  is 
the  chief  aim.  When  an  embolic  stroke  has  occurred, 
anticoagulants  can  he  safely  given  after  12  hours  if 
the  spinal  fluid  is  free  of  red  blood  cells. 

In  the  prevention  of  embolism  in  rheumatic  heart 
disease,  valvulotomy  and  amputation  of  the  ap- 
pendage have  clearly  proved  of  value,  although 
operation  is  by  no  means  a guarantee  against  recur- 
rence of  embolism. 

III.  Hypertensive  intracerebral  hemorrhage. 
Here  we  refer  to  the  ordinary  intracerebral  hemor- 
rhage associated  with  elevated  blood  pressure. 
Wdiereas  previously  it  was  considered  to  he  a fatal 
illness  in  all  cases,  a recent  more  careful  post- 
mortem analysis  shows  that  one  quarter  to  one  third 
of  patients  survive  and  often  make  an  excellent 
neurological  recovery.  Thus,  an  indiscriminate 
therapeutic  assault  on  the  lesion  with  the  idea  in 
mind  that  no  harm  can  be  done  is  hardly  correct. 
Although  neurosurgeons  have  made  sporadic  at- 
tempts at  aspirating  or  evacuating  the  clot,  their 
efforts  were  largely  restricted  to  less  acute  cases  in 
which  signs  of  increased  intracranial  pressure  had 
appeared  in  the  days  or  weeks  following  the  stroke. 
It  is  to  be  hoped  and  even  expected  that  some  ra- 
tional therapy  will  he  devised  for  the  large  number 
of  patients  who  shortly  after  the  onset,  sink  irre- 
trievably hour  by  hour  into  coma  and  death.  How- 
ell’s® heroic  attempt  to  rescue  some  of  these  patients 
with  a combination  of  hypothermia  and  surgical 
evacuation  of  the  clot  is  to  be  commended  despite 
the  rather  disappointing  early  results.  W’e  must 
establish  criteria  for  early  operation  so  as  to  spare 
those  patients  surgery  who  do  not  need  it  and  yet 
not  delay  operative  attack  on  the  others  until  it  is 
too  late  to  hope  for  recovery.  Hemorrhage  at  each 
different  site  must  be  treated  as  a separate  problem 
with  distinct  surgical  approaches  according  to  the 
location  of  the  hemorrhage,  deep  putaminal,  super- 
ficial putaminal,  thalamic,  cerebellar,  etc. ; for  ex- 
ample if  a thalamic  hemorrhage  is  evacuated  from 
the  lateral  approach,  the  posterior  limb,  i.e.,  the 
motor  part  of  the  internal  capsule  is  in  danger  of 
being  irreparably  damaged  with  resultant  persistent 
hemiplegia. 

The  fundamental  answer,  however,  to  intra- 
cerebral hemorrhage  lies  in  its  prevention  by  the 
eradication  or  alleviation  of  hypertension,  no  mat- 
ter its  cause.  Reserpine,  Chlorothiazide,  Methonium 
compounds  and  sympathectomy  must  be  used  with 
design  and  precision  to  deliberately  bring  the  blood 
pressure  to  normal  levels,  if  possible.  Although 
everyone  knows  of  the  spry  old  lady,  aged  90,  whose 
blood  pressure  has  been  at  dizzy  heights  since  the 


sphygmomanometer  was  introduced,  this  must  not 
blind  us  to  the  generally  serious  consequences  of 
hypertension,  even  of  low-grade,  especially  in  men. 
At  the  same  time  as  it  is  claimed  that  present-day 
anti-hypertensive  therapeutic  methods  are  decreas- 
ing the  incidence  of  intracerebral  hemorrhage,  it 
must  be  admitted  that  the  complications  of  anti- 
coagulant therapy  have  slightly  swelled  the  number 
of  such  hemorrhages. 

IV.  Ruptured  Saccular  Aneurysm.  Ruptured 
saccular  aneurysm  accounts  for  approximatelv  one 
in  every  twenty  cerebral  vascular  mishaps.  All 
clinicians  are  agreed  that  it  is  a highly  lethal  condi- 
tion, but  how  lethal  remains  disputed.  Surgical 
therapy  particularly  in  the  first  week  after  rupture 
carries  a high  mortality  and  morbidity  even  in  the 
hands  of  the  best  surgeons.  Yet,  it  is  said  that  the 
danger  of  re-rupture  and  death  is  greatest  in  that 
very  period  and  therefore  the  need  for  surgery 
greatest.  On  the  other  hand,  if  the  patient  does  not 
rebleed  in  the  first  few  weeks,  his  chances  of  re- 
bleeding in  the  near  future  are  greatly  diminished, 
but  so  are  the  mortality  and  morbidity  from  surgery 
greatly  decreased.  One  of  the  difficulties  or  deficien- 
cies in  establishing  therapeutic  guideposts  has  been 
the  lack  of  data  dealing  with  a conservatively- 
treated  group  of  cases  with  arteriographically 
proved  aneurysms  with  which  the  surgically  treated 
cases  can  be  compared  ; only  if  the  aneurysm  can  be 
demonstrated  arteriographically  will  surgery  be 
contemplated  and  therefore,  cases  should  be  in- 
cluded in  the  comparable  conservatively-managed 
group  only  if  the  aneurysm  is  seen  radiologically. 
In  the  United  States  there  is  at  present  a co-opera- 
tive project  embracing  26  medical  centers  for  the 
purpose  of  collecting  data  on  the  subject  and  the 
clinic  of  AIcKissock  in  London,  England,  has  joined 
in  this  effort.  Mr.  McKissock  is  actually  randomiz- 
ing his  aneurysm  cases  into  medically  and  surgically 
treated  groups  and  six  months  from  now,  the  results 
of  this,  the  first  scientific  attempt  to  gather  facts  in 
this  vexing  problem  will  be  available. 

In  the  use  of  early  operation,  that  is  in  the  first 
week  after  rupture  of  the  aneurysm,  the  best  results 
have  been  achieved  by  Bottrell  and  his  colleagues.® 
In  the  most  favorable  cases  the  immediate  mortality 
was  1 5 per  cent  and  in  all  the  others  a rather  formid- 
able 42  per  cent.  Operation  after  one  week  carried 
no  mortality  in  the  most  favorable  group  and  20  per 
cent  in  all  the  others.  Poppen  and  Fager,^®  in  a large 
series  of  surgically  treated  patients,  reported  an 
equally  low  operative  mortality  and  also  a remark- 
able freedom  from  re-rupture  in  a long  postopera- 
tive period.  Of  101  patients  treated  by  carotid  liga- 
tion, 85  recovered  without  deficit,  1 1 recovered  but 
with  a significant  neurologic  deficit  and  only  5 died 
as  a result  of  operation.  In  a follow-up  period  of  one 
to  1 5 years  only  2 patients  died  of  recurrent  hemor- 
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rhage  from  the  treated  aneurysm.  Of  95  patients 
(with  chiefly  middle  cerebral  and  anterior  cerebral 
aneurysms')  treated  by  intracranial  surgery,  60  re- 
covered without  deficit,  11  recovered  but  had  a 
deficit  and  17  died  as  a result  of  surgery  (18  per 
cent  mortality).  In  a follow-up  of  1)4  to  14  years, 
only  2 died  of  recurrent  bleeding.  In  each  group 
about  half  of  the  patients  underwent  surgery  one 
month  or  more  after  the  hemorrhage  and  very  few 
were  operated  on  in  the  first  week.  Clear  evidence  of 
the  efficacy  of  surgery  in  preventing  bleeding  was 
the  fact  that  of  a total  of  201  survivors  in  the  entire 
series  reported,  only  5 suffered  a recurrence  in  one 
to  15  years.  It  would  appear  that  surgery  has  a great 
deal  to  off'er  in  ruptured  aneurysm,  but  the  indica- 
tions and  time  for  surgical  inter\'ention  and  the  type 
of  operation  await  further  clarification.  Direct  intra- 
cranial attack  on  the  aneurysm  seems  a more  logical 
procedure  than  ligation  of  the  carotid  artery  in  the 
neck.  Indeed  we  have  the  paradox  of  one  group  of 
surgeons  unblocking  the  carotid  artery  in  athero- 
thrombotic  occlusion,  and  in  the  adjoining  surgical 
theater  their  colleagues  are  busy  ligating  the  system 
for  aneurysm. 

Cerebral  angioma,  the  other  major  cause  of  pri- 
mary subarachnoid  hemorrhage,  is  generally  speak- 
ing far  less  life  threatening  than  aneurysm.  There- 
fore, therapy  is  less  urgent.  Surgical  block  dissection 
of  the  lesion  is  feasible  in  a small  number  of  cases. 
Ligation  of  the  major  feeding  artery  has  been  effec- 
tive in  a few  instances.  X-ray  therapy  long  used  but 
then  abandoned  in  the  treatment  of  this  condition 
has  recently  been  resurrected,  a long-term  follow-up 
of  some  of  the  irradiated  patients,  showing  a re- 
markable decrease  in  the  size  of  the  lesion  months 
or  years  later. 

Preventive  Measures  in  Atherothrombosis 

Allusion  was  made  previously  to  the  broad  ques- 
tion of  the  prevention  of  atherosclerosis  and  throm- 
bosis. Although  scientific  proof  for  some  of  the 
measures  to  be  presently  described  is  lacking,  a 
broad  body  of  clinical  knowledge  lends  support  to 
the  view  that  these  suggestions  concerning  diet, 
smoking,  etc.  should  not  be  idly  dismissed.  At  pres- 
ent, we  advise  our  atherosclerotic  patients  to  eat  a 
diet  of  low-fat  content  (25  grams  of  fat  per  day). 
Kinsell"  states  that  until  more  information  is  avail- 
able, diet  to  normalize  high  blood  cholesterol  calls 
for  moderation  in  the  use  of  meat,  eggs  and  dairy 
products,  the  exclusion  of  hydrogenated  fat  and 
some  emphasis  on  fish.  Critics  of  this  form  of  ther- 
apy refer  to  it  as  the  “low-fact  regimen.”  W’e  have 
not  been  impressed  with  the  long-term  cholesterol- 
lowering effect  of  supplemental  unsaturated  oils. 
Our  j)atients  are  strongly  advised  to  stop  smoking. 
Although  i^roof  for  this  view  is  not  available,  we 
have  been  particularly  impressed  with  the  salutary 
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effect  of  cessation  of  smoking  on  the  clinical  course 
of  transient  cerebral  ischemic  attacks ; furthermore, 
almost  every  thrombotic  stroke  patient,  male,  or 
female,  whom  we  have  encountered  under  the  age 
of  50  has  been  a cigarette  smoker.  Hammond  and 
Horn^^  reported  their  startling  finding  that  cigarette 
smoking  was  associated  with  a remarkable  increase 
in  the  incidence  of  fatal  coronary-arterv  disease  be- 
tween the  ages  of  45  and  59.  The  mechanism  of 
action  of  tobacco  in  vascular  disease  needs  to  be 
investigated  further. 

The  desirability  of  reducing  the  blood  pressure 
to  normal  levels  has  already  been  mentioned.  In 
regard  to  physical  exercise,  so  widely  recommended 
as  a means  of  encouraging  the  collateral  coronary 
circulation,  it  is  my  impression  that  the  athero- 
sclerotic process  in  the  cerebral  arteries  may  not  be 
benefited  l)y  the  increased  blood  flow  and  enhanced 
pressure  incident  to  exercise.  Furthermore,  one 
man’s  meat  may  be  another’s  poison  and  in  exercis- 
ing it  makes  a difference  whether  one  weighs  135 
pounds  or  200  pounds.  The  human  dynamos  of  190 
or  200  pounds  may  uneventfully  pass  their  40th 
year  or  even  the  50th,  but  before  the  age  of  60  most 
have  fallen  by  the  wayside  through  myocardial  in- 
farction or  stroke.  The  hurried,  rushing,  impatient, 
restless,  hectic,  tireless,  over-expenditure  of  energy 
evokes  its  toll  prematurely.  Many  of  our  laborers 
are  too  fat  for  the  type  of  hard  work  they  indulge  in. 
There  are  statistics  to  tell  us  that  as  the  beltline 
lengthens  the  lifeline  shortens,  but  there  are  no 
comparable  statistics  to  tell  us  of  the  advantage  of 
remaining  below  the  recognized  average  weight  for 
a given  size  and  age ; we  would  suggest  that  the 
so-called  “normal”  weights  for  men  listed  in  pres- 
ent-day tables  are  set  too  high,  representing  a\  erage 
weight  and  not  the  normal  or  desired  weight.  Is  it 
too  radical  to  recommend  that  no  man  should  weigh 
more  than  170  or  175  pounds  regardless  of  his 
height ! Thus,  in  addition  to  the  recommendations 
regarding  diet,  tobacco  and  blood  pressure,  we  ad- 
vise rather  marked  weight  reduction,  judicious 
exercise  and  a certain  ease  or  dignity  or  sedateness 
of  action  and  thought,  especially  in  patients  inclined 
to  portliness. 

In  closing,  I think  it  can  be  rightly  claimed  that  at 
present  there  is  action  on  the  stroke  front ; modest 
progress  has  been  made  and  mankind  can  look  for- 
ward to  further  advances  in  the  not  too  distant 
future. 
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T^iverticulitis  with  its  various  complications 
has  been  known  to  medicine  for  many  cen- 
turies, but  surgeons  throughout  the  world  today 
are  reevaluating  their  concepts  of  this  disease  and 
its  complications.  The  purpose  of  this  paper  is  to 
consider  some  of  these  changing  concepts  as  they 
relate  to  the  management  of  diverticulitis  in  gen- 
eral and  to  one  of  its  complications — colovesical 
fistula — in  particular. 

A change  in  thinking  about  this  disease  has  re- 
sulted from  a better  appreciation  of  the  severity  of 
its  complications,  a real  increase  in  frequency  in  an 
aging  population,  and  a markedly  decreased  mor- 
tality rate  from  surgical  intervention.  As  recently 
as  twenty  years  ago,  Pemberton  reported  a sur- 
gical mortality  of  14.7  per  cent  for  large  bowel 
procedures  at  the  Mayo  Clinic,  a figure  that  was 
to  drop  to  4.2  per  cent  with  the  advent  of  the  sulfa 
drugs ; today  with  modern  chemotherapy,  blood 
transfusion,  and  anesthesia  advances,  this  figure 
is  less  than  two  per  cent.^^  The  mortality  follow- 
ing surgery  associated  with  fistula  is  reported  by 
Kellogg  as  25  per  cent  only  twenty  years  ago.^' 
W'hile  these  figures  have  dropped  markedly  with 
the  advances  in  treatment,  the  economic  and  socio- 
logic effects  of  prolonged  hospitalization  and  the 
morbidity  of  the  multi-staged  procedures  have  re- 
mained unchanged  until  recently.  Because  of  these 
factors,  surgical  intervention  in  diverticulitis  in  the 
past  has  been  limited  to  complications  of  the  dis- 
ease. Today,  many  are  avoiding  the  more  serious 
complications  by  earlier  elective  surgery. 

Fistula  formation  between  the  bowel  and  blad- 
der has  been  recognized  since  as  early  as  the 
second  century  when  the  Ephesian  physician  Rufus 
cited  a case.  In  1858,  Jones  reported  a case  of  fistula 
secondary  to  diverticulitis  proven  at  autopsy,  and 
about  the  same  time  Curling  and  Pennell  per- 

*Presented at  the  John  F.  Kenney  Clinic,  the  Pawtucket 
Memorial  Hospital,  Pawtucket,  Rhode  Island,  November 
18,  1959. 


formed  colostomies  as  a treatment  for  colovesical 
fistulas.  Interest  began  to  rise  after  Sir  Harrison 
Cripps’s  classic  monograph  in  1885  in  which  he 
recognized  the  importance  of  inflammatory  lesions 
in  fistula  formation  and  advocated  proximal  colos- 
tomy. Since  then  the  literature  has  reported  in- 
creasing accounts  of  the  disease  and  treatments 
varying  from  bladder  fulguration  to  radical 
excision.^'®’®’’^'^® 

The  number  of  people  with  diverticulitis  requir- 
ing surgery  in  the  past  for  its  complications  has 
been  generally  estimated  as  between  10  and  25  per 
cent.®’^”'^^’“^  Pemberton  reports  surgery  performed 
in  144  of  the  600  cases  at  the  Mayo  Clinic  (24  per 
cent  ).  By  far  the  majority  of  these  cases  have  their 
disease  limited  to  or  primarily  in  the  sigmoid  colon. 
Welch  reports  90  per  cent  of  the  cases  at  the  Mas- 
sachusetts General  Hospital  were  found  primarily 
in  the  sigmoid,^^  and  Hayden  and  Krolicki  found 
70  per  cent  in  the  sigmoid  alone  and  86  per  cent 
limited  to  sigmoid  and  descending  colon.  The  predi- 
lection for  the  sigmoid  colon  may  he  related  to  its 
narrow  bore,  angulated  course  and  solid  content, 
alt  tending  to  increase  local  trauma  and  wear  and 
tear  through  the  years. 

A preponderance  of  males  to  females  has  been 
found  in  most  series  running  about  2 to  1.  Pem- 
berton reports  the  youngest  male  at  twenty-nine 
years,  the  youngest  female  at  thirty-three.  The 
disease  is  unusual  under  the  age  of  forty ; indeed 
no  cases  were  seen  under  thirty-five  years  of  age 
in  2,000  consecutive  barium  enemas  at  the  Massa- 
chusetts General  Hospital. Thereafter,  the  inci- 
dence rises  steadily.  Predisposing  factors  seem  to 
include  obesity,  flatulence  and  chronic  constipation 
although  Yeager-^  feels  the  latter  two  findings 
along  with  abdominal  distention  may  actually  be 
caused  by  simple  diverticulosis. 

The  complications  of  diverticulitis  which  have 
generally  been  considered  as  indications  for  sur- 
gical intervention  are  intractability,  perforation, 
obstruction,  hemorrhage,  confusion  with  carcinoma 
and  fistula  formation.  It  is  with  the  latter  compli- 
cation that  we  are  especially  concerned  today. 

The  real  incidence  of  fistula  formation  is  some- 
what difficult  to  determine  since  most  figures  come 
from  large  clinics  which  naturally  are  exposed  to 
more  complicated  problems.  Thus  Mayo  and 
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Blunt  report  202  cases  of  proven  diverticulitis 
with  forty-six  patients  having  fistulous  tracts  be- 
tween the  sigmoid  and  the  urinary  bladder  at  sur- 
gery (22.8  per  cent).  Certainly  this  figure  is  higher 
than  is  usual  with  most  authors  giving  figures  of 
5-10  per  cent  in  patients  undergoing  surgery.  In 
Waugh’s  series  for  the  succeeding  ten  years  at  the 
same  clinic,  5 per  cent  of  the  patients  had  fistula 
formation  as  the  indication  for  surgery,  although 
an  equal  number  had  urinary  symptoms  and  at 
operation,  the  sigmoid  was  adherent  to  the  bladder 
with  impending  fistulas.-®  \\’elch,  Allen  and  Don- 
aldson report  a 10  per  cent  incidence  at  the  Mas- 
sachusetts General  Hospital  in  resected  cases, 
amounting  to  2 per  cent  of  all  patients  seen  with 
diverticulitis.-^ 

The  role  of  diverticulitis  in  the  pathogenesis 
of  colovesical  fistula  is  now  better  established. 
Through  the  years,  it  has  maintained  the  leading 
position  in  competition  with  various  inflammatory 
conditions  including  tuberculosis,  salpingitis  and 
pelvic  abscess  from  any  cause.  More  recently,  with 
the  decreasing  incidence  of  these  conditions,  di- 
verticulitis is  recognized  as  the  causative  factor  in 
over  half  the  cases  in  all  series  and  the  site  of 
fistula  is  almost  always  in  the  sigmoid.  Barnes  and 
Hill-  report  gastrointestinal  tract  malignancy  as 
the  second  most  common  cause,  occurring  in  25 
per  cent  and  genitourinary  tract  malignancy  next 
with  less  than  10  per  cent  of  the  total.  Colcock^ 
found  only  two  per  cent  of  fistulas  associated  with 
carcinoma.  Fistulas  in  diverticulitis  can  also  be 
associated  with  other  organs  such  as  the  vagina, 
other  parts  of  the  bowel  or  skin. 

The  incidence  of  fistula  by  age  parallels  the  gen- 
eral age  incidence  of  diverticulitis,  being  most  com- 
mon in  the  50-70-year  group.  Some  authors-  re- 
port the  same  sex  ratio  as  the  basic  disease  but  most 
agree  that  there  is  a real  difference  with  fistulas 
occurring  five  times  as  frequently  in  males  as  in 
females. The  location  of  the  uterus  between 
the  inflamed  sigmoid  and  the  bladder  probably  ac- 
counts for  most  of  this  difference,  the  uterus  serv- 
ing as  a mechanical  barrier. 

The  pathogenesis  of  a colovesical  fistula  has  been 
well  described  by  Mayo  and  Miller  and  others. 
However  a diverticulum  ma)'  form,  once  started, 
it  undergoes  progressive  enlargement  as  the  o\  er- 
lying  muscle  thins  out  to  form  a small  sac  with  a 
narrow  neck,  which  is  subject  to  retained  feces, 
perhaps  inspissated  : the  resulting  mechanical  irri- 
tation, plus  the  always  present  bacteria,  produce 
inflammation.  This  inflammatory  process  involves 
the  peridiverticular  tissue  and  in  time  with  suffi- 
cient adjacent  diverticula  will  form  tumefaction 
and  stenosis  of  the  bowel,  which  in  turn  will  tend 
to  increase  the  basic  disease.  Small  walled-off"  i)er- 
forations  may  occur  within  the  mesentery  and  the 
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friable  inflamed  mesentery  may  then  become  ad- 
herent to  any  adjacent  structure.  Such  a loop  in 
contact  with  the  bladder  may  give  svmptoms  of 
cystitis  even  if  no  fistula  has  yet  developed.  Such  a 
fistula  may  be  produced  whether  or  not  there  has 
been  a true  abscess  cavity  between  the  sigmoid  and 
the  bladder. 

This  supposed  pathogenesis  while  possiblv  oc- 
curring during  a single  acute  episode  is  more  likelv 
to  be  a prolonged  process ; bladder  symptoms  mav 
be  present  for  months  or  even  years  before  the 
patient  comes  to  surgery.  The  important  point  is 
that  symptoms  may  be  present  months  before  the 
actual  fistula  and  in  many  cases,  early  recognition 
and  treatment  may  prevent  this  complication. 

The  symptoms  of  colovesical  fistula  are  refer- 
able to  the  two  organ  systems  involved.  Many  pa- 
tients are  first  seen  by  the  practitioner  or  the  urolo- 
gist because  of  urinary  symptoms.  Eight  of  Mavo 
and  Miller’s  54  patients  complained  of  only  bladder 
symptoms  and  further  investigation  showed  the 
bowel  disease. More  frequently  symptoms  of 
bowel  disorder  are  present  but  overshadowed  by 
complaints  of  dysuria,  frequency  or  urgency  and 
many  of  these  patients  are  treated  for  cvstitis  for 
months  before  the  true  nature  of  their  disease  is 
discovered.  Occasionally,  a patient  presents  with 
no  complaints  referable  to  the  bladder. 

The  findings  of  pneumaturia  and  fecaluria  are 
pathognomonic  of  a fistula  between  the  two  organ 
systems.  Pneumaturia  itself  is  the  most  reliable 
single  finding  although  not  absolutely  diagnostic. 
It  can  also  result  from  previous  introduction  of  air 
by  instrumentation  such  as  cystoscopy  or  catheteri- 
zation. In  addition,  gas  forming  organisms  can  in- 
fect the  urinary  tract,  especially  in  diabetics.®  In 
Mayo  and  Blunt’s  series^'*  -K)  of  46  cases  had  pneu- 
maturia for  a length  of  time  varying  from  two  days 
to  13  years  with  an  average  of  17.3  months.  In  each 
series  recorded,  this  symptom  is  present  in  about  90 
per  cent  of  the  cases.  Frequency,  dysuria  or  urgency 
are  also  common  complaints  but  not  as  constant, 
varying  from  50  to  70  per  cent.  These  symptoms 
frequently  precede  the  pneumaturia  as  suggested 
earlier  and  in  part  probably  represent  precursory 
symptoms.  Some  patients  will  report  a history  of 
general  symptoms  to  he  followed  in  time  by  the 
sensation  of  something  giving  way  and  an  explo- 
sive onset  of  air  in  the  urine  accompanied  by  blood 
or  even  feces.  The  presence  of  fecaluria  was  noted 
in  almost  half  of  Mayo  and  Blunt’s  series  but  most 
authors  report  it  slightly  less  frequently.  In  any 
case,  these  symptoms  may  vary  as  edema  of  the 
bladder  wall  varies  the  size  of  the  fistulous 
opening. 

Another  frequent  finding  is  jiain,  usually  supra- 
pubic, but  sometimes  genital  or  perineal.  The  pain 
may  start  some  time  after  the  onset  of  pneumaturia 
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and  is  probably  related  to  inflammation  and  edema 
of  the  bladder.  Hematuria,  either  gross  or  micro- 
scopic, often  occurs  and  is  probably  related  to  the 
co-existing  cystitis  and  trauma  to  the  bladder.  An 
occasional  patient  will  report  passing  urine  in  bis 
stool  or  diarrhea,  but  these  findings  are  much  less 
common. 

Some  cases  of  ascending  pyelonephritis  or  pye- 
litis are  seen  but  these  are  fortunately  not  common. 
Seminal  vesiculitis,  epididymitis  and  fecal  vesical 
calculi  are  also  unusual.^®  Recurring  bouts  of  fever, 
sometimes  with  chills,  occur  frequently  and  an  oc- 
casional patient  will  present  with  a severe  necro- 
tizing cystitis. 

The  demonstration  of  a fistula  in  most  cases  is 
difficult.  Cystoscopy  is  the  most  reliable  approach 
although  it  is  unusual  to  see  the  fistula  orifice.  More 
commonly  an  area  of  inflammation  is  seen  with 
edema  in  the  bladder  fundus,  often  on  the  left  side. 
Barnes  and  HilH’^  report  positive  findings  in  21 
of  26  patients  at  cystoscopy,  a finding  duplicated 
by  Mayo  and  Blunt'"*  and  others.  Frequently,  one 
may  see  a granulating  area  with  a central  depressed 
necrotic  zone;  occasionally  one  may  identify  gas 
bubbling  through  the  orifice.  Interpretation  may  be 
difficult.  Martin  has  reported  two  cases  diagnosed 
at  cystoscopy  as  bladder  carcinoma  with  micro- 
scopic biopsy  reports  highly  suggestive  of  low- 
grade  bladder  malignancy.  At  operation,  both  of 
these  cases  were  proven  to  be  benign  colovesical 
fistulas.*^  Biopsy  in  these  cases  is  not  without  dan- 
ger and  colovesical  fistula  resulting  from  primary 
bladder  carcinoma  with  co-existing  diverticulitis 
is  quite  unusual.  We  do  not  believe  biopsy  should 
be  done  if  a fistula  is  suspected  in  a patient  who 
has  diverticulitis. 

Cystograms  demonstrate  the  fistula  much  less 
frequently,  but  may  help.  Barium  enema  studies 
are  even  less  reliable  in  outlining  the  tract ; they 
showed  a fistula  in  only  one  of  17  cases  reported 
by  Barnes  and  Hill,  but  are  important  in  estab- 
lishing the  basic  diagnosis  of  diverticulitis.  Dye 
studies  with  methylene  blue  or  similar  materials 
may  occasionally  be  helpful  but  generally  are  not 
worthwhile.  Sigmoidoscopy  should  be  included  in 
the  study  to  rule  out  other  pathology  but  usually 
will  not  reach  the  involved  area.  In  many  cases, 
the  definitive  diagnosis  may  not  be  made  until  the 
time  of  laparotomy. 

Two  principles  are  evident  for  the  successful 
management  of  a colovesical  fistula;  surgery  must 
be  undertaken  and  that  surgery  must  include  resec- 
tion at  some  stage,  if  permanent  colostomy  is  to  be 
avoided.  Reports  of  recurrence  are  the  rule  when 
a colostomy  is  closed  without  resection,  even 
though  the  bowel  may  have  become  quiescent  while 
defunctionalized.  Pemberton*''  reports  20  recur- 
rences in  31  patients  treated  in  this  manner,  and 


all  agree  today  that  once  a patient  undergoes  a 
colostomy  for  diverticulitis,  he  must  eventually  be 
resected  if  the  colostomy  is  to  be  closed. 

The  problem  today  lies  in  the  choice  between  a 
time-consuming  multi-staged  procedure  and  a ques- 
tionably more  dangerous  single-stage  procedure. 
With  the  advances  in  surgery  and  anesthesia  and 
with  decreased  morbidity  and  mortality  rates,  the 
trend  is  toward  the  latter  in  cases  of  diverticulitis 
with  or  without  fistula.*®  Thus  Smithwick*®  re- 
ported only  six  such  procedures  from  1928-1942 
at  the  Massachusetts  General  Hospital  and  Welch 
found  40  per  cent  of  the  procedures  were  single- 
staged  in  the  next  ten  years.^*  This  feeling  is  by  no 
means  unanimous  and  Colcock*  states  that  at  the 
Lahey  Clinic,  all  resections  for  colovesical  fistula 
secondary  to  diverticulitis  are  done  in  three  stages 
with  a preliminary  colostomy. 

We  feel  that  colovesical  fistula  per  se  is  not  a 
contraindication  to  single-stage  resection.  MT  be- 
lieve that  this  surgery  should  be  undertaken  as  an 
elective  procedure  with  a complete  bowel  prepara- 
tion. The  decision  should  be  made  at  laparotomv 
as  to  whether  the  individual  needs  can  be  best  met 
by  resection  and  anastomosis  or  by  preliminary 
colostomy.  If  the  area  of  involvement  is  not  un- 
usually long,  if  there  is  no  large  abscess  complicat- 
ing tbe  condition,  if  tbe  proximal  bowel  is  not 
unduly  dilated,  and  if  the  patient’s  general  condi- 
tion permits,  then  we  feel  resection  of  the  diseased 
bowel  and  fistula  with  closure  of  the  fistula  and 
end-to-end  anastomosis  of  the  bowel  is  the  proce- 
dure of  choice.  If  the  inflammatory  condition  of  the 
bowel  is  such  that  dissection  is  hazardous  or  if  a 
large  abscess  is  present,  we  feel  that  proximal  di- 
verting colostomy  should  be  performed  with  drain- 
age of  the  abscess  if  indicated.  In  the  event  that 
resection  is  feasible  but  anastomosis  at  all  ques- 
tionable, then  a concomitant  colostomy  should  be 
performed.  If  there  is  a question  of  carcinoma,  it 
may  be  preferable  to  do  a colostomy  giving  tbe 
bowel  a two-week  period  of  rest  before  attempting 
the  wider  dissection  involved. 

There  is  divergent  opinion  as  to  the  most  satis- 
factory method  of  anastomosis.  Some  feel  an  open 
anastomosis  with  two  layers  where  possible,  is  less 
liable  to  constriction^*  while  others  find  no  diffi- 
culty with  a closed  anastomosis.  Waugh  reports 
40  per  cent  of  the  closures  at  the  Mayo  Clinic  by 
this  technique  using  a Rankin  clamp  with  only  one 
stenotic  suture  line  in  300  cases.^®  W e prefer  the 
latter  technique  using  a single  layer  of  silk  sutures 
placed  carefully  2 mm.  apart ; the  senior  author 
of  this  paper  has  performed  this  type  of  Ixiwel 
anastomosis  in  130  consecutive  instances  with  no 
deaths,  no  stenotic  suture  lines  and  only  two  cases 
of  leakage  at  the  anastomosis,  both  of  which  did 
well  following  secondary  operation. 
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The  bladder  is  handled  simply  by  inverting 
sutures  at  the  fistula  site  and  these  should  be  placed 
whether  or  not  the  fistula  seems  to  have  closed. 
Frequently  a probe  cannot  be  passed  through  this 
opening,  but  a patent  orifice  will  be  demonstrated 
in  the  specimen.  Constant  drainage  by  indwelling 
catheter  is  used  postoperatively.  The  results  fol- 
lowing resection  for  diverticulitis  and  colovesical 
fistula  are  excellent ; few  should  recur  except  for 
the  occasional  case  where  insufficient  bowel  is 
resected. 

Two  cases  are  presented  to  illustrate  the  differ- 
ing management : 

Case  No.  1 

R.S.,  a fifty-six-year-old  white  male,  was  ad- 
mitted to  the  Pawtucket  Memorial  Hospital  with 
a four-month  history  of  dysuria,  frequency  and 
intermittent  pneumaturia.  Just  prior  to  the  onset 
of  pneumaturia  he  had  had  an  episode  of  fever 
and  left  lower  quadrant  pain.  Past  history  revealed 
episodes  of  vague  left  abdominal  pains  for  ten 
vears ; six  years  before  admission  he  had  had  some 
severe  left  lower  quadrant  pain  and  intravenous 
pyelography  then  was  negative.  On  admission  there 
were  no  positive  physical  findings.  Urinalysis  was 
positive  for  albumen,  WBC,  and  oil  droplets. 
Cystoscopy  revealed  a bladder  lesion  suggestive  of 
a fistula.  Retrograde  pyelography  was  negative. 
A barium  enema  revealed  diverticulitis  with  a thin 
linear  collection  of  barium  outside  the  lumen  ex- 
tending toward  the  urinary  bladder.  Sigmoido- 
scopy was  not  informative.  The  patient  was  dis- 
charged with  the  diagnosis  of  colovesical  fistula 
to  be  readmitted  at  a time  more  convenient  to  him 
for  surgery.  Three  months  later  he  was  admitted 
for  transverse  colostomy.  During  the  interim  he 
had  continued  to  have  pneumaturia  and  had  devel- 
oped fecaluria ; four  separate  attacks  of  urinary 
symptoms  with  fever  had  responded  to  gantrisin. 
On  this  admission,  he  exhibited  some  left  lower 
quadrant  tenderness  but  there  was  no  palpable 
mass.  The  patient  was  then  lost  to  follow-up  for 
some  time  but  was  readmitted  eight  months  later 
with  no  complaints  except  for  occasional  supra- 
pubic pains ; pneumaturia  had  ceased.  After  anti- 
biotic bowel  preparation,  he  underwent  resection 
of  his  fistulous  tract  and  15  cm.  of  sigmoid.  Closure 
was  in  two  layers  below  tbe  peritoneal  reflection 
and  tbe  area  was  drained.  Although  the  fistula 
seemed  closed,  the  bladder  was  turned  in  at  sur- 
gery ; the  specimen  later  showed  a patent  fistula 
opening.  He  did  quite  well  postoperatively  and  was 
discharged  on  the  ninth  postoperative  day,  after  a 
course  of  antibiotics.  After  a normal  barium  enema 
he  was  again  admitted  six  weeks  following  resec- 
tion to  have  his  spur  crushed  Init  the  procedure  was 
abandoned  because  it  caused  too  much  discomfit. 
Accordingly,  his  final  admission  was  two  months 
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later,  fifteen  months  after  his  first,  when  his  colos- 
tomy was  closed  and  the  hernial  defect  repaired. 
He  has  been  asymptomatic  since  and  a follow-up 
barium  study  was  normal. 

Case  No.  2' 

M.S.,  a sixty-six-year-old  white  male  was  ad- 
mitted to  Pawtucket  Memorial  Hospital  with  a ten- 
year  history  of  recurring  left  lower  quadrant  pains 
and  a two-month  history  of  dysuria  and  terminal 
pneumaturia,  starting  with  an  episode  of  hema- 
turia. For  three  weeks,  he  had  had  painful  swelling 
of  the  left  scrotum.  Past  history  included  a coro- 
nary thrombosis  twelve  years  previously.  On  ad- 
mission, physical  findings  were  not  remarkable. 
Urinalysis  showed  many  RBCs  and  WBC’s.  Urine 
culture  grew  intestinal  organisms.  Intravenous  and 
retrograde  pyelography  were  normal.  At  cystos- 
copy a 2 cm.  raised  area  was  seen  in  the  bladder 
floor  near  the  posterior  wall ; this  was  resected  and 
the  base  fulgurated.  Microscopically  the  tissue 
showed  edema,  hyperemia,  and  lymphocytic  infil- 
tration and  was  diagnosed  as  chronic  cystitis.  The 
patient  was  discharged  with  the  diagnosis  of  epi- 
didymitis and  ? fistula,  ? carcinoma.  He  was  read- 
mitted three  months  later  after  continuing  pneu- 
maturia and  pyuria.  A barium  enema  then  showed 
many  diverticula  and  spasm  of  the  sigmoid.  Cys- 
toscopy revealed  a mildly  injected  bladder  wall  with 
a nodule  in  the  same  area  as  previously  seen.  Again 
a biopsy  was  reported  as  showing  chronic  cystitis. 
The  definitive  diagnosis  was  made  after  the  patient 
was  given  poppy  seeds  by  mouth  later  retrieved  in 
the  urine.  He  was  discharged  to  be  readmitted  one 
month  later  for  surgery.  After  bowel  preparation 
with  sulfasuxidine  and  neomycin,  he  was  taken  to 
the  operating  room  l)ut  the  procedure  was  post- 
poned because  of  rapid  auricular  fibrillation.  This 
responded  to  medical  therapy  and  four  days  later 
single-stage  sigmoid  resection  and  closure  of  his 
colovesical  fistula  was  performed.  The  resected 
specimen  measured  20  cm.  Open  anastomosis  was 
performed  in  two  layers  and  the  area  was  drained. 
Postoperatively  he  was  treated  with  antibiotics  and 
bladder  drainage,  did  well  and  was  discharged  on 
the  tenth  postoperative  day.  He  has  remained 
symptom-free.'^ 

SUMMARY  AND  CONCLUSIONS 

1.  Colovesical  fistula  as  a complication  of  diver- 
ticulitis is  discussed. 

2.  Diverticulitis  is  twice  as  common  in  males  as 
in  females ; fistula  formation  is  five  times  as  fre- 
quent in  the  male. 

3.  Surgical  indications  in  diverticulitis  are  in- 
tractability, perforation,  obstruction,  hemorrhage, 
confusion  with  carcinoma  and  fistula  formation. 

4.  Colovesical  fistula  may  be  present  in  3 to  10 
per  cent  of  resected  cases. 
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Spontaneous  rupture  of  a hernia  through  the 
skin  is  a dramatic  and,  fortunately,  unusual 
occurrence.  There  have  been  only  two  case  reports 
in  the  American  literature. In  1958,  however, 
Helmig  gathered  forty-six  cases  from  the  inter- 
national literature  and  published  an  excellent  sum- 
mary in  a Swiss  journal.®  He  noted  that  conditions 
increasing  intraperitoneal  pressure  and  those  caus- 
ing changes  in  the  overlying  skin  were  the  common 
predisposing  factors.  The  cases  he  reviewed  were 
umbilical  in  sixteen,  incisional  in  eighteen,  inguinal 
in  seven,  and  femoral  in  five.  Since  1910,  the  treat- 
ment has  been  immediate  herniorrhaphy,  and  the 
results  have  been  uniformly  successful. 

Two  patients  with  spontaneous  rupture  of 
herniae  have  been  treated  at  the  Rhode  Island 
Hospital. 

Rhode  Island  Hospital  ^544800 
C.  L.,  a sixty-eight-year-old  white  male,  was 
admitted  to  the  Rhode  Island  Hospital  in  June 
1955  for  abdominal  paracentesis. 

Eight  months  prior  to  this  admission,  patient 
had  an  e.xtensive  work-up  to  determine  the  cause 
for  massive  ascites.  Liver  biopsy  revealed  focal 
fibrosis  and  chronic  hepatitis  hut  no  evidence  of 
cirrhosis.  There  were  no  esophageal  varices  dem- 
onstrated by  X ray,  portal  pressure  was  within 
normal  limits,  and  no  malignant  cells  were  seen  on 
cytological  examination  of  the  ascitic  fluid.  A sub- 
cutaneous space  was  developed  in  the  right  lower 
quadrant  and  a Cooney  button  was  inserted  through 
a McBurney  incision  connecting  this  “lake”  with 
the  peritoneal  cavity  in  an  effort  to  increase  absorp- 
tion of  ascitic  fluid. 

Patient  did  well  for  five  months  following  this 
procedure,  requiring  no  paracenteses  until  April 
1955  when  he  was  readmitted  for  excision  of  the 
subcutaneous  “lake”  which  had  become  cyst-like. 

His  present  admission  was  for  aspiration  of  fluid 
from  a new  subcutaneous  “lake.” 

Physical  examination  revealed  blood  pressure 
150/80,  pulse  80,  respirations  30,  temperature  99. 


Heart  was  enlarged  with  evidence  of  auricular 
fibrillation.  Lungs  were  clear.  Abdomen  was  tense 
with  a cyst-like  swelling  of  the  abdominal  wall  in 
the  right  lower  quadrant.  A large  umbilical  hernia 
was  present.  The  skin  overlying  the  hernia  and 
that  of  the  right  lower  quadrant  was  ulcerated. 

Laboratory  data  included  hemoglobin  12.6 
gms.%,  WBC  12,400  with  87%  polys,  total  pro- 
tein 4.6  gms.%,  albumin  2.2  gms.%,  blood  urea 
nitrogen  14  mgms.%.  X ray  of  the  abdomen  re- 
vealed a small  aortic  aneurysm. 

Course  The  subcutaneous  “lake”  was  aspirated 
on  two  occasions  and  6700  cc.  of  fluid  were  ob- 
tained. On  antibiotic  therapy  and  local  treatment, 
the  skin  ulcerations  improved.  Suddenly,  on  the 
sixteenth  hospital  day,  the  umbilical  hernia  rup- 
tured spontaneously  during  the  night  and  omentum 
protruded  onto  the  abdominal  wall.  Patient  was 
taken  to  the  operating  room  where,  under  spinal 
anesthesia,  a portion  of  the  omentum  was  resected 
and  routine  umbilical  herniorrhaphy  was  per- 
formed. Except  for  a minor  wound  infection,  the 
postoperative  course  was  uneventful  and  patient 
was  discharged  on  the  sixteenth  postoperative  day. 

Rhode  Island  Hospital  #599870 

P.  K.,  a two-year-old  white  female,  was  admitted 
to  the  Rhode  Island  Hospital  in  August  1958  with 
omentum  protruding  through  a ruptured  umbilical 
hernia. 

Fourteen  months  prior  to  this  admission,  a diag- 
nosis of  nephrotic  syndrome  had  been  made.  Since 
that  time,  patient  had  been  followed  both  at  the 
Rhode  Island  Hospital  and  Children’s  Medical 
Center,  Boston.  She  had  received  diuretic  therapy, 
steroids,  and  special  diet.  Just  prior  to  this  admis- 
sion, she  had  been  on  a regimen  of  terramycin, 
hydrocortisone,  diuril,  KCl,  and  ACTH  at  a 
chronic  disease  hospital.  About  one  day  prior  to 
admission,  drainage  had  been  noted  from  the  um- 
bilical hernia. 

Physical  examination  on  admission  revealed  a 
temperature  of  100.4  and  a pulse  of  140.  Signifi- 
cant findings  were  limited  to  the  abdomen  which 
was  protuberant  with  evidence  of  ascites.  The  skin 
over  the  umbilical  hernia  was  ruptured  and  omen- 
tum was  protruding. 

Laboratory  data  included  WBC  28,800  with 
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80%  polys.  Hemoglobin  11.5  gms.%.  Urinalysis 
showed  4+  protein.  Blood  urea  nitrogen  17 
mgm.%,  total  protein  3.4  gms.%,  albumin  0.9 
gms.% 

Course  Patient  was  taken  to  the  operating  room 
where,  under  general  anesthesia,  a portion  of  the 
omentum  was  resected  and  routine  umbilical  her- 
niorrhaphy was  performed.  The  postoperati\e 
course  was  uneventful  and  patient  was  discharged 
to  the  chronic  disease  hospital  on  the  sixteenth  hos- 
pital day. 

Discussion 

Both  cases  reported  here  had  increasing  intra- 
peritoneal  pressure,  and  the  first  patient  had  skin 
changes  as  well.  Undoubtedly,  chronic  disease 
with  resulting  hypoproteinemia  played  a major 
role  in  both.  Whether  the  steroid  therapy  in  the 
second  patient  was  a factor  is  impossible  to  deter- 
mine. 

CONCLUSIONS 

A review  of  the  literature  and  the  limited  expe- 
rience here  reported  would  certainly  suggest  that 
immediate  surgical  repair  is  indicated  and  a good 
result  can  be  expected  in  patients  with  spontaneous 
rupture  of  herniae. 
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DID  YOU  KNOWC^ 

• That,  since  the  1930s,  admission  rates  to  gen- 
eral hospitals  for  treatment  of  ulcers  have  quad- 
rupled, and  admissions  for  heart  disease  have 
tripled. 

• That,  in  the  same  period,  admission  rates  for 
treatment  of  appendicitis  have  been  cut  almost 
in  half. 

• That  a survey  of  dentists  revealed  that  three  out 
of  five  dentists  charge  lower  fees  for  children  than 
for  adults. 

• That  the  same  dental  survey  indicates  that  the 
bigger  the  city,  the  bigger  the  dental  fee. 

• That  nine  out  of  every  ten  persons  who  have 
hospital  expense  insurance  also  have  protection 
against  the  cost  of  surgery. 
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COLOVESICAL  FISTULA;  A COMPLICATION 
OF  DIVERTICULITIS 
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5.  The  symptoms  of  colovesical  fistula  are  dys- 
uria,  pneumaturia,  fecaluria,  hematuria,  frequency, 
urgency  and  suprapubic  pain,  in  association  with 
episodes  of  left  lower  quadrant  pain. 

6.  Treatment  for  cure  must  include  resection  of 
the  diseased  bowel.  This  may  be  done  by  single- 
stage  or  multi-stage  procedure. 
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VERMIFORM  APPENDIX  Still  has  many  mys- 
teries  for  those  who  seek  to  understand.  The 
mysteries  are  due  to  the  lack  of  attention  we  give 
this  important  organ  concerning  its  ability  to  be- 
come pathologic  and  to  the  constant  surprises  we 
are  now  and  then  receiving  from  what  we  thought 
preoperatively  to  be  a case  of  acute  appendicitis. 
Every  surgeon  can  tell  of  the  difficulties  in  diag- 
nosis and  treatment  of  acute  appendicitis,  but  very 
few  ever  see  enough  of  the  “other  appendiceal  con- 
ditions,” to  be  competent  and  ready  to  speak  from 
personal  experience. 

A study  of  50,000  appendices  was  made  by  Col- 
lins of  California  and  showed  that  the  total  of  path- 
ologic conditions  which  can  affect  the  appendix  is 
startling:  Of  the  50,000  organs  ninety  per  cent 
were  removed  surgically ; the  balance  came  from 
autopsies.  The  material  was  supplied  by  several 
hospitals  in  California  and  Minnesota.  The  period 
covered  was  thirty-two  years  and  a review  of  the 
earlier  slides  revealed  much  more  appendiceal  path- 
olog}'  than  was  suspected,  indicating  that  several 
appendiceal  conditions  previously  held  to  be  rare, 
were  much  more  prevalent  than  was  realized. 

The  appendix  can  be  involved  in  many  systemic 
diseases  ranging  from  tuberculosis  to  Weil’s  dis- 
ease. At  least  ten  types  of  mycologic  parasites  and 
eighteen  types  of  worms  invade  it.  Fistula  forma- 
tion occurs  frequently  and  every  abdominal  organ 
has  been  involved,  including  the  ureters  and  iliac 
veins.  In  the  50,000  cases  there  was  a 14%  inci- 
dence of  melanosis  of  the  mucosa;  1%  subserosal 
cysts  and  mucosal  polyps.  Endometriosis  involved 
the  appendix  in  0.05%.  Eleven  types  of  benign 
tumors  were  listed,  including  hemangiomas,  leio- 
myomas, neuromas,  etc.  About  twenty  histologic 
types  of  cancer  were  described,  all  of  them  fine 
variations  of  the  general  carcinoma  and  lymphosar- 
coma groups.  Carcinoid  was  found  in  one-half  per 
cent  of  the  50,000  cases  and  carcinoma  in  0.08%. 

It  is  listed  above  that  endometriosis  involves  the 
appendix  0.05%,  and  it  needs  no  special  clarifica- 
tion of  its  actions  here  as  compared  with  any  other 


site  since  the  appendix  is  one  of  the  areas  least 
involved  in  endometriosis.  It  is  often  encountered 
as  part  of  acute  appendicitis  and  cases  have  been 
reported  where  it  appeared  in  the  appendiceal 
wound  even  though  it  was  not  on  the  appendix. 
There  is  no  point  in  over-emphasizing  endometri- 
osis of  the  appendix,  but  sometimes  it  can  be  a 
surprising  find,  as  shown  by  the  following  case : 

A sixty-two-year-old  schoolteacher  was  hospi- 
talized because  of  ten  days  of  fever,  weakness  and 
a mass  in  the  right  lower  side.  The  day  before  she 
allegedly  passed  blood  in  her  urine.  Past  history 
revealed  that  sixteen  years  before  she  had  two 
operations.  The  first  established  the  existence  of 
severe  pelvic  endometriosis  with  acute  pelvic  in- 
flammatory disease.  Nothing  directly  was  done. 
The  second  operation,  a few  days  later,  was  a 
supracervical  hysterectomy  and  bilateral  salpingo- 
ophorectomy.  The  pathologist’s  report  showed 
diffuse  pelvic  endometriosis. 

At  this  time  cystoscopy  and  pyelograms  were 
found  to  be  normal.  The  mass  was  judged  to  be 
an  appendiceal  abscess.  After  several  days  of  sys- 
temic and  intestinal  antisepsis  her  fever  subsided 
and  the  mass  practically  disappeared.  Barium  en- 
ema suggested  an  extrinsic  mass.  At  operation  an 
appendiceal  abscess  was  found  with  less  than  an 
ounce  of  thick  pus,  well  walled  off.  A shaggv', 
acute  and  chronically  inflamed  stump-like  appen- 
dix was  removed.  Microscopically,  the  reaction  was 
essentially  chronic  but  the  mucosa  was  uninvolved. 
There  was  a heavy  serosal  and  subserosal  inflam- 
matory reaction  and  in  one  area  “active  endometri- 
osis” in  the  muscular  layer. 

Elaborate  theories  have  been  formulated  to  ex- 
plain endometriosis.  The  most  likely  are  those  of 
Sampson  and  Mayer.  Sampson’s  assumes  a retro- 
grade implantation  of  endometrial  tissue  and  al- 
though widely  accepted  has  glaring  weaknesses. 
Mayer’s  theory  is  embryohistologic  and  holds  that 
the  female  genital  tract  is  derived  from  the  primi- 
tive peritoneum  and  that  with  proper  hormonal 
stimulus  the  serosa  can  take  on  endometrial  char- 
acteristics. The  existence  of  appendiceal  endomet- 
riosis doesn’t  help  or  hurt  either  hypothesis  but,  in 
this  case,  there  seemed  to  be  two  outstanding  fea- 
tures. The  patient  was  post-menopausal  and  both 
ovaries  were  removed  sixteen  years  before.  The 
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reaction  was  serosal,  suggesting  that  the  infection 
started  in  the  endometrium  since  the  mucosa  was 
hardly  involved.  Grossly,  the  appendix  had  the  ap- 
pearance of  any  other  which  was  part  of  the  wall- 
ing oft'  process  of  an  appendiceal  abscess.  At 
operation  it  was  not  suspected  that  endometriosis 
was  present. 

The  accessibility  of  the  appendix  and  the  fre- 
quency of  its  removal  would  make  one  think  that, 
long  before  this,  a clear-cut  definition  of  appen- 
diceal tumors  would  have  been  provided.  But  it  is 
not  that  easy,  as  it  will  be  seen  that  appendiceal 
tumors  are  unusual  in  many  respects.  Despite  oli- 
vious  faults,  discussed  later,  the  best  practical  clas- 
sification of  appendiceal  tumors  is:  (1)  the  carci- 
noid; (2)  the  mucocele;  (3)  the  adenocarcinoma; 
(4)  the  lymphosarcoma;  (5)  the  benign  tumors. 

Carcinoid 

The  carcinoid  is  usually  a small,  firm,  yellowish 
tumor  near  the  tip  of  the  appendix.  It  accounts  for 
about  ninety  per  cent  of  appendiceal  tumors  and 
never  produces  mucus.  It  rarely  metastasizes  but 
when  it  does  it  involves  first  the  ileum,  regional 
nodes  and  liver.  Most  frequently  it  is  recovered 
from  a patient  who  has  developed  acute  appendi- 
citis. Only  one  per  cent  of  appendiceal  carcinoids 
are  malignant  whereas  in  other  locations  they  are 
commonly  malignant.  It  seems  difficult  to  accept 
the  figure  of  ninety-nine  per  cent  of  nonmalignant 
appendiceal  carcinoids.  Perhaps  they  are  disclosed 
in  an  in  situ  state  by  the  development  of  acute 
appendicitis.  This  would  mean  that  they  really  are 
malignant.  If  they  were  more  often  found  at  the 
base  of  the  appendix  and  caused  obstruction  it 
would  also  be  easier  to  understand  why  they  should 
cause  appendicitis.  The  point  is  that  we  need  much 
more  knowledge  of  the  pathology  of  this  tumor 
than  we  now  possess.  The  recentness  of  the  dis- 
covery of  the  carcinoid  syndrome  of  cyanosis, 
diarrhea,  asthma,  valvular  heart  lesions,  etc.  after 
metastases  from  a carcinoid  seems  unbelievable, 
and  perhaps  even  the  name  is  a misnomer.  W’e 
should  still  look  upon  carcinoids  as  probably 
malignant. 

The  Mucocele 

The  mucocele  is  no  easier  to  understand  than  the 
carcinoid.  In  1884,  WTrth  used  the  term  pseudo- 
myxoma peritoneae  to  describe  the  findings  of  the 
so-called,  “jelly  belly,”  in  a case  of  ruptured  cys- 
tadenoma  of  the  ovary.  In  this  condition,  mucus 
cysts  are  scattered  over  the  peritoneum ; they  are 
lined  by  a columnar  epitbelium.  \\'erth  felt  that 
the  whole  condition  represented  a foreign  body 
type  reaction  of  tbe  peritoneum  and  that  the  col- 
umnar cells  originated  from  the  cells  of  the  serosa. 
The  next  step  was  for  Fraenkel,  in  1901,  to  asso- 
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date  pseudomyoma  with  a ruptured  mucocele  of 
the  appendix.  About  1937,  a significant  paper  ap- 
peared by  \\'augh,  a pathologist  from  McGill  Uni- 
versity and  Findley,  a gynecologist  from  Nebraska. 
They  put  forward  the  idea  that  appendiceal  muco- 
celes could  be  malignant.  Finally,  in  19-10  Woodruff 
and  McDonald  wrote  a paper  on  benign  and  malig- 
nant cystic  tumors  of  tbe  appendix.  This  paper  did 
much  to  establish  the  malignant  mucocele.  These 
men  felt  that  the  ruptured  mucocele  could  spread 
malignant  cells  about  tbe  peritoneum  in  contradis- 
tinction to  \\'erth’s  idea.  McDonald  described  ap- 
pendiceal epitbelium  that  was  papillary  in  tvpe  and 
felt  it  was  a low  grade  adenocarcinoma.  It  was 
believed  that  only  the  malignant  mucocele  of  the 
appendix  gave  rise  to  pseudomyxoma  peritoneae 
and  that  the  benign  type  did  not  create  this  prob- 
lem. ^lany  more  reports  soon  followed  dealing  with 
the  malignant  mucocele  and  the  jelly  belly.  But  the 
passing  years  developed  a new  observation,  namely, 
that  even  if  they  looked  malignant  histologically, 
they  didn’t  act  so  clinically.  One  is  struck  with  the 
similarity  of  this  with  the  carcinoids.  They  too  are 
malignant  tumors  but  when  located  in  the  appendix 
they  don’t  act  so  clinically.  Other  evidence  accu- 
mulated. Simple  appendectomy  seemed  to  allow 
patients  with  pseudomyxoma  peritoneae  to  get 
along  very  well.  Later  it  developed  that  the  great 
majority  of  mucoceles,  even  with  rupture  and 
spread,  did  very  well  but  again  some  few  followed 
a course  of  rapid  deterioration. 

Surgery  is  still  in  the  twilight  zone  about  the 
mucocele,  but  it  would  perhaps  be  safe  to  say  that 
more  and  more  pathologists  are  rejecting  the  idea 
of  the  malignant  mucocele.  Certain  conditions 
should  be  remembered  when  we  are  trying  to  un- 
derstand mucoceles.  Anything  that  causes  an 
obstruction  of  the  proximal  end  of  the  appendix, 
such  as  fibrosis,  lipoma,  fecalith,  tumor,  etc.,  should 
be  able  to  produce  a mucocele.  The  development  of 
the  mucocele  and  often  the  additional  trouble  of 
acute  inflammation  tend  to  obscure  the  original 
cause,  proximal  obstruction.  Adenocarcinoma  in  a 
proximal  obstructing  position  should  also  be  able 
to  set  up  a mucocele  that  would  include  real  malig- 
nancy. This  obstructive  process  and  what  it  can  do 
is  not  too  bizarre  if  we  remember  that  obstruction 
of  the  c)"stic  duct  causes  mucocele  (hydrops)  of 
the  gall  bladder.  The  main  point  is  that  after  the 
obstruction  develops  pressure  witbin  the  appendi.x 
causes  epithelial  changes  which  some  pathologists 
call  malignant  but  which  in  reality  are  still  benign. 
Experimentally,  ligation  of  rabbit  appendices  has 
been  done  and  the  pressure  changes  studied.  First 
glandular  dilation  appears  followed  by  the  epi- 
thelium being  thrown  into  papillary  folds.  Even- 
tually, there  is  cellular  atrophy  as  the  pressure  goes 
unchecked.  If  seen  during  the  hyperplastic  stage 


THE  OTHER  APPENDICEAL  CONDITIONS 


43 


the  appearances  are  similar  to  low  grade  malig- 
nancy. Furthermore,  if  rupture  of  the  appendix 
occurs  during  this  hyperplastic  stage  pseudo- 
myxoma peritoneae  follows.  But  what  is  it  that 
allows  separate  growing  mucus  cysts  all  over  the 
peritoneum?  This  is  probably  the  most  obscure 
part  of  the  malignant  mucocele  problem.  The  epi- 
thelium lining  these  cysts  is  similar  to  that  which 
lines  the  appendix.  This  makes  it  seem  like  a malig- 
nant process  with  metastases  thruout  the  abdomen. 
Removal  of  the  mucocele  appendix  will  prevent 
the  pseudomyxoma  peritoneae  from  progressing. 
These  cells  are  columnar,  and  they  can  be  repro- 
duced experimentally  by  continued  irritation.  They 
show  no  ability  to  invade  and  don’t  spread  by  the 
blood  or  lymphatic  streams.  They  do  proliferate 
and  expand  and  tend  to  shed  themselves  and  dis- 
appear in  their  own  secretions. 

Stating  it  as  simply  as  possible,  the  mucocele  is 
undoubtedly  caused  by  proximal  appendiceal  ob- 
struction from  a variety  of  causes.  A closed  pres- 
sure situation  is  set  up  that  allows  the  appendix  to 
expand.  Mucoid-like  material  then  fills  the  appen- 
dix and  the  enlarging  mass,  rupture,  or  acute  in- 
flammation follows  and  sends  the  patient  to  seek 
medical  attention.  If  rupture  happens,  and  it  can 
remain  undetected  for  a while,  a condition  called 
pseudomyxoma  peritoneae  occurs.  Daughter  mucus 
producing  cysts  fill  the  abdomen.  There  is  discus- 
sion as  to  whether  these  mucoceles  can  be  malig- 
nant or  not.  Then  out  of  every  eleven  mucoceles 
encountered  are  obviously  benign.  When  the  appen- 
dix is  removed,  even  though  the  abdomen  is  cov- 
ered with  mucus  cysts  the  patient  for  the  most  part 
follows  a benign  course. 

Charles  Carelton  sums  up  the  situation  on  muco- 
celes when  he  writes  that  pseudomyxoma  peri- 
toneae depends  upon  rupture  at  a time  when  the 
mucocele  is  lined  by  a hyperplastic  mucus  produc- 
ing epithelium,  and  that  a fistula  between  the  ap- 
pendix and  peritoneal  cavity  must  be  established. 
If  the  fistula  closes  or  the  appendix  is  removed  the 
condition  is  arrested  because  the  papillary  epi- 
thelial forms  seen  microscopically  are  pressure 
changes  and  not  low  grade  malignancy.  If  the  stage 
of  cellular  atrophy  has  been  reached  when  the 
appendix  ruptures  or  if  the  condition  is  encount- 
ered in  an  early  formative  stage  the  situation  of 
what  we  call  the  typical  benign  mucocele  is  present. 

Adenocarcinoma 

Adenocarcinoma  is  usually  called  the  colonic  type 
cancer.  It  is  by  far  the  rarest  and  of  course  the  most 
malignant.  It  occurs  in  about  0.5%  of  all  surgically 
removed  appendices  and  has  an  incidence  of  about 
0.5%  of  all  colonic  cancers.  It  is  found  usually  at 
the  base,  has  a gray  color  and  presents  either  as  a 
polypoid  mass,  a malignant  ulcer,  or  malignant 


polyp.  These  cancers  produce  mucus,  but  to  a lesser 
degree  than  the  mucocele.  They  often  bleed,  a point 
to  remember  when  trying  to  locate  intestinal  bleed- 
ing. Between  1910  and  1950  there  were  six  cases 
at  the  Mayo  Clinic. 

Most  characteristically  the  appendiceal  cancer  is 
a polyp  and  cases  of  malignant  appendiceal  polyps 
have  been  reported  with  familial  colonic  polyposis. 
They  spread  rapidly  by  blood  and  lymjih  streams. 
It  is  completely  similar  to  any  colonic  cancer  except 
for  the  outstanding  difference  that  the  prognosis 
is  better.  No  series  is  statically  significant  but  the 
survival  rate  is  much  better  than  one  would  at  first 
expect.  One  reason  for  this  is  that  some  cases 
include  appendices  removed  during  other  opera- 
tive procedures  and  lesions  that  were  confined  to 
the  mucosa.  Uihlein  and  McDonald  had  two  of 
these  out  of  a total  series  of  five  cases,  a very 
important  consideration  favoring  incidental  appen- 
dectomy. 

Treatment 

Carcinoid  takes  care  of  itself  when  one  has  to 
decide  about  treatment.  It  is  a diagnosis  that  is  not 
made  preoperatively  and,  worse  still,  its  presence 
is  not  always  suspected  when  the  appendix  is  being 
removed.  Perhaps,  one  is  presumptive  in  saying 
that  this  is  a malignant  tumor,  especially  when  one 
is  also  saying  that  the  mucocele  is  not  malignant. 
In  1%  of  appendix  cases,  it  is  definitely  malignant, 
as  it  is  malignant  elsewhere  in  the  body.  When  its 
existence  is  discovered  preoperatively,  the  weight 
of  evidence  shows  that  simple  appendectomy  is 
adequate  treatment.  However,  the  patient  should 
be  carefully  followed  postoperatively,  if  this  is  at 
all  possible. 

Over  the  years,  much  work  has  been  done  at  the 
Mayo  Clinic  on  this  whole  prolilem  of  appendiceal 
new  growths.  Woodruff,  McDonald,  Hilsabeck, 
Judd,  Uihlein,  Dockerty  and  others  have  written 
excellent  papers.  They  did  pioneer  work  in  the 
matter  of  malignant  mucocele  and  have  given  ex- 
cellent directions  for  treatment.  If  the  mucocele 
involves  no  nearby  organs,  a simple  appendectomy 
will  suffice.  If  the  tumor  mass  presses  upon  the 
caecum,  appendectomy,  which  includes  a portion 
of  the  caecum,  should  be  performed.  If  the  exact 
location  of  the  tumor  is  in  doubt,  or  if  the  caecum 
or  ileum  are  involved,  a right  hemicolectomy  is  in 
order.  If  the  mucocele  has  already  ruptured,  as 
much  mucus  as  possible  should  be  removed,  in 
addition  to  an  appendectomy.  X-ray  therapy  is  a 
matter  of  controversy,  some  surgeons  saying  that 
it  is  useful. 

In  the  treatment  of  carcinoma  one  must  assume 
that  it  is  a disease  of  the  older  age  groups,  as  are 
all  other  types  of  intestinal  cancer.  The  age  of  the 
patient  should  always  influence  treatment.  It  is  not 
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like  the  carcinoid,  which  is  found  mostly  in  people 
of  the  twenty  to  thirty  age  group.  Apparently,  no 
case  of  carcinoma  of  the  appendix  has  been  diag- 
nosed preoperatively.  Acute  appendicitis,  intussus- 
ception, bleeding,  etc.  are  the  symptoms  that  bring 
the  patient  to  the  surgeon.  A number  of  cases  have 
been  collected  from  the  literature  showing  that  the 
carcinomas  were  found  in  a preinvasive  stage,  or 
confined  to  the  mucosa.  Practically  all  of  them  are 
revealed  by  the  superimposed  acute  appendicitis. 
It  is  this  fortunate  illness  that  makes  the  prognosis 
of  appendiceal  carcinoma  much  better  than  it  is 
elsewhere  in  the  body.  If  the  carcinoma  is  confined 
to  the  mucosa,  simple  appendectomy  is  sufficient. 
If  it  is  appreciated,  at  the  time  of  operation,  that 
the  lesion  is  simply  mucosal,  then  appendectomy  is 
curative.  If  the  caecum  or  terminal  ileum  is  in- 
volved, right  hemicolectomy  should  be  performed. 
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Editorials 


A NEW  BROWN  UNIVERSITY  MEDICAL  SCHOOL 


"Drown  University  Medical  School,  estab- 
lished  in  1811,  came  to  an  ignominious  end  in 
1827,  having  been  put  to  death  by  President  Way- 
land.  The  reasons  for  this  death  sentence  have 
always  been  somewhat  obscure,  but  recently  uncov- 
ered evidence  seems  to  indicate  that  Doctor  Way- 
land  had  hoped  to  reopen  the  school  under  what 
he  considered  improved  academic  standards.  This 
eventuality,  however,  never  came  to  pass,  despite 
sporadic  attempts  to  revive  the  school.  In  1899  on 
a visit  to  Providence,  William  Osier  made  the  fol- 
lowing observations ; “The  existing  conditions  in 
Providence  are  singularly  favorable  for  a small 
first-class  school.  Here  are  college  laboratories  of 
physics,  chemistry  and  biology,  and  modern  hos- 
pitals with  three  hundred  beds.  What  is  lacking? 
Neither  zeal,  persistence  nor  ability  on  the  part  of 
the  physicians,  but  a generous  donation  to  the  Uni- 
versity of  a million  dollars,  with  which  to  equip  and 
endow  laboratories  of  anatomy,  physiology,  path- 
ology and  hygiene.  These  alone  are  lacking;  the 
money  should  be  the  least  difficult  thing  to  get  in 
this  plutocratic  town.  The  day  has  come  for  small 
medical  schools  in  university  towns  with  good  clin- 
ical facilities.”  Of  course,  the  price  has  now  gone 
up  fifty  times. 

The  need  to  train  larger  numbers  of  physicians 
is  hard  upon  us.  A special  advisory  group  to  the 
Public  Health  Service  has  advised  that  expansion 
of  existing  medical  schools  and  establishment  of 
new  ones  must  be  accelerated.  They  further  advise 
that  the  nation’s  supply  of  physicians  will  continue 
to  lag  behind  the  needs  created  by  an  increasing 
population  unless  the  federal  government  makes 
an  urgent  contribution  toward  the  construction  of 
medical  school  facilities. 

Hon.  John  E.  Fogarty,  congressman  from  Rhode 
Island,  has  associated  himself  closely  with  federal 
plans  for  medical  school  construction.  He  has  stated 
that  Brown  University  would  be  a logical  focus  for 
a new  medical  school,  which  would  require  an  ini- 
tial investment  of  $50,000,000.  He  is  certainly  in  a 
strategic  position  in  Congress  to  bring  this  about. 

The  Providence  Journal  has  questioned  edi- 
torially whether  it  “might  . . . not  be  wiser  ...  to 
plow  the  $50,000,000  Mr.  Fogarty  speaks  of  into 
an  expansion  of  the  Vermont  school,  with  Rhode 
Island,  Maine  and  New  Hampshire  undertaking  to 


find  pro-rated  shares  of  costs,  than  to  build  a new 
school  from  scratch  in  Providence  when  the  prob- 
lem of  operating  costs  remains  unsolved.”  It  should 
be  pointed  out  that  at  present  Rhode  Island  is  mak- 
ing no  contribution  to  undergraduate  medical  edu- 
cation. It  contains  the  second  largest  city  in  New 
England  with  unexcelled  academic  and  hospital 
facilities.  It  has  always  proved  most  practicable  to 
build  medical  centers  where  the  clinical  material 
is  available  and  abundant.  A new  medical  center 
in  a relatively  underpopulated  area  would  undoubt- 
edly attract  patients,  but  adequate  hospital,  as  well 
as  basic  science  facilities,  would  have  to  be  pro- 
vided. Operating  funds  will  have  to  be  found  for  a 
school  in  Burlington,  as  well  as  for  one  in  Provi- 
dence. In  Providence  there  are  already  in  existence 
large  and  modern  hospital  buildings  each  with  a 
high  patient  census,  and  a wealth  of  clinical  mate- 
rial, and  more  bed  capacity  is  to  be  constructed  in 
the  near  future.  If  increased  medical  teaching 
facilities  are  to  be  brought  to  New  England,  Provi- 
dence is  emphatically  the  logical  site. 

MORE  ON  QUACKERY  IN 
THE  DAILY  PRESS 

Our  illustrious  contemporary  of  the  daily  press 
has  recently  commented  in  its  editorial  columns : 
“The  fakery  and  the  quackery  to  which  they  (the 
TV  viewers)  have  been  subjected,  the  tedious 
huckstering  of  pills,  tonics,  ointments,  unguents, 
and  ladies’  underw’ear,  have  done  as  much  as  the 
rigged  quiz  shows  to  put  television  in  a bad  light.” 

This  is  an  outstanding  example  of  the  “pot  call- 
ing the  kettle  black.”  The  outpouring  of  quackery 
in  the  advertising  columns  of  the  local  dailies,  to 
which  we  have  twice  previously  alluded,  goes  on 
unabated.  Will  there  be  no  surcease? 

HOSPITAL  MANAGEMENT  PRACTICES 

The  soaring  cost  of  hospital  operation  is  a cause 
of  increasing  concern  both  to  the  public  and  to  the 
medical  profession.  It  is  the  largest  single  factor  in 
the  rapidly  mounting  cost  of  medical  care.  The 
Rhode  Island  Medical  Society  has  recently  shown 
its  interest  in  this  matter  by  the  establishment  of 
a Liaison  Committee  on  Hospitalization  Costs. 

It  has  long  been  axiomatic  that  a business  run  on 
the  same  basis  as  a hospital  would  quickly  go  bank- 
rupt. In  some  respects  a hospital  is  more  akin  to  a 
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AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


M 1 

u 

N 

R 

P 

~~.ve/!/£.wp 
EAST  PfiOVtOEKCE.R.L 


T he  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 


fire  station  than  to  a profit-making  business.  Yet 
despite  the  Alice-in-Y'onderland  nature  of  hos- 
pital economics,  great  strides  have  been  made  in 
the  modernization  of  their  practices  in  bookkeep- 
ing, purchasing,  personnel  and  other  areas.  There 
is  a strong  presumption,  however,  that  many  of 
these  advances  have  come  about  through  the  ini- 
tiati\  e of  enlightened  amateurs,  and  not  as  a result 
of  the  advice  and  assistance  of  professionals. 

A recent  news  item  in  Time  Magazine  (^lan- 
agement : The  Company  Doctors,  Xovember  23, 
1959)  discusses  the  important  contributions  of  a 
well-known  management  consultant  firm  in  the 
fields  of  national  defense  and  the  operation  of  sev- 
eral large  and  important  corporations.  The  prog- 
ress in  management  practice  has  been  so  great  in 
recent  years  that  specialists  in  this  field  have  be- 
come important  members  of  the  professional  com- 
munity. Hospitals  are  now  such  large  and  compli- 
cated organisms  that  it  is  time  they  began  to  think 
in  terms  of  a basic  reorganization  of  their  opera- 
tions. If  hospital  trustees  and  administrators  could 
overcome  their  traditional  reluctance  at  exposing 
! their  internal  management  practices  to  outside 
I scrutiny,  it  would  indeed  be  possible  to  improve 
[ the  efficiency  of  hospitals  without  losing  sight  of 
their  goal  or  ever-improving  patient  care.  A fling 
at  professional  management  consultation  on  a 
major  scale  would  seem  to  be  well  worth  a trial. 
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WHEN  BLOOD  PRESSURE  COME  DOWN... 


When  hypertensive  symptoms  such  as  dizziness, 
headache  and  fainting  are  frequent  enough  and 
severe  enough  to  interfere  with  your  patient's  activ- 
ity and  safety  — then  it  is  time  to  consider  tlie  bene- 
ficial actions  of  Serpasil-Apresoline.  Both  Serpasil 
and  Apresoline  lower  blood  pressure.  When  the 
Serpasil-Apresoline  combination  tablet  is  prescribed, 
blood  pressure  response  is  even  better.  In  addition, 
Serpasil  contributes  favorable  calming  and  heart- 
slowing  effects.  Apresoline  increases  renal  blood 


flow,  decreases  cerebral  vascular  resistance  and  in- 
hibits the  actions  of  humoral  pressor  agents.  Com- 
bined with  Serpasil,  Apresoline  is  effective  at  a lower 
dosage,  thus  side  effects  are  rarely  a serious  problem. 

supplied:  Tablets  #2  (standard-slrenglh).  each  containing  0.2  mg.  of  Ser- 
pasil and  50  mg.  of  Apresoline.  Tablets  #j  (half-strength),  each  containing 
0.1  mg.  of  Serpasil  and  25  mg.  of  Apresoline.  Samples  available  on  request. 

Serpasil-Apresoline 

hydrochloride 
(reserpine  and  hydralazine  hydrochloride  cib\) 
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REPORT  ON  THE  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
OF  THE  AMERICAN  MEDICAL  ASSOCIATION 

13  th  CLINICAL  SESSION 

December  1-4,  1959,  at  Dallas,  Texas 

Charles  J.  Ashworth,  m.d.,  Delegate 


■pREEDOM  OF  CHOICE  proved  to  be  the  outstanding 
item  on  the  agenda  of  the  House  of  Delegates 
of  the  American  Medical  Association  at  its  recent 
meeting  held  in  Dallas,  Texas,  December  1 to  4. 
It  should  he  recalled  that  this  problem  of  Freedom 
of  Choice  was  considered  at  great  length  at  the 
meeting  in  Atlantic  City  last  June,  and  what  was 
thought  to  have  been  a solution  suitable  to  every- 
one was  adopted.  At  that  time,  it  appeared  to  sat- 
isfy the  medical  minds  but  its  interpretation  by  the 
press  following  the  meeting  was  so  diverse  that  the 
intended  meaning  of  the  A.M.A.’s  stand  on  this 
question  was  distorted  by  many  writers  throughout 
the  country.  As  a result  of  this,  four  resolutions 
were  introduced  by  different  states  for  further 
consideration  of  Freedom  of  Choice  which  the 
Reference  Committee  on  insurance  and  medical 
service  combined  and  reported  to  the  House  as 
follows : 

1 . “The  American  Medical  Association  believes 
that  free  choice  of  physician  is  the  right  of  every 
individual  and  one  which  he  should  be  free  to  exer- 
cise as  he  chooses.” 

2.  “Each  individual  should  be  accorded  the  priv- 
ilege to  select  and  change  his  physician  at  will  or  to 
select  his  preferred  system  of  medical  care,  and  the 
.American  Medical  Association  vigorously  supports 
the  right  of  the  individual  to  choose  between  these 
alternatives.” 

The  third  statement  submitted  to  the  House  for 
approval  provided  the  only  real  controversy  that 
developed  at  the  concluding  session  of  the  House, 
with  the  result  that  an  amend  to  the  report  of 
the  Reference  Committee  on  this  particular  sub- 
ject, after  lengthy  debate,  was  adopted.  Paragraph 
three  under  this  section  now'  reads  as  follows : 

3.  “Lest  there  be  any  misinterpretation,  we  state 
unequivocally  that  the  American  Medical  Associa- 
tion firmly  subscribes  to  freedom  of  choice  of  phy- 
sician and  free  competition  among  physicians  as 
being  prerequisites  to  optimal  medical  care.  Tbe 
benefits  of  any  system  whicb  provides  medical  care 
must  be  judged  on  the  degree  to  which  it  allows 
of.  or  abridges,  such  freedom  of  choice  and  such 
competition.” 

The  reaction  of  the  press  to  date  on  this  change 
of  wording  has  not  disclosed  even  a suggestion  of 


any  confusion  regarding  the  A.iM.A.’s  stand  on  this 
question  of  an  individual’s  right  to  select  the  phy- 
sician of  his  choice  and  apparently  has  removed  all 
doubt  that  developed  following  the  June  meeting 
as  to  the  A.M.A.’s  stand  on  closed  panel  practice. 

Physician-hospital  relations  claim  the  second 
place  of  importance  in  the  deliberations  of  tbe 
House  of  Delegates,  as  attested  by  12  resolutions 
on  this  subject  being  introduced  by  various  state 
delegations.  Here  again  was  the  reintroduction  of 
an  issue  that  was  thought  to  have  been  solved  in 
1951  when  the  “Guides  for  conduct  of  physician  in 
relations  with  institutions”  was  adopted.  It  was, 
therefore,  the  recommendation  of  the  Reference 
Committee  that  the  House  of  Delegates  not  adopt 
any  of  the  12  resolutions  submitted  but  reaffirm 
the  1951  Guides  as  its  official  policy  on  hospital- 
physician  relations,  and  that  all  subsequent  or  in- 
consistent actions  be  considered  superseded.  Fur- 
ther recommendations  included : 

1.  Strengthening  relations  with  hospitals  by 
action  at  state  and  local  levels ; 2.  Continuation  on 
the  part  of  the  Board  of  Trustees  of  the  Associa- 
tion to  maintain  liaison  with  the  Board  of  Trustees 
of  the  A.M.A. ; 3.  That  the  entire  problem  be  re- 
viewed by  the  Council  on  Medical  Service  to  deter- 
mine whether  or  not  any  action  has  developed  that 
would  be  inconsistent  with  the  1951  guides  since 
their  adoption. 

The  follow'ing  general  principles  summarized  in 
the  Guides  for  adjusting  controversies  emphasize 
the  following  three  points : 

“1.  A physician  should  not  dispose  of  his  pro- 
fessional attainments  or  services  to  any  hospital, 
corporation  or  lay  body  by  whatever  name  called 
or  however  organized  under  terms  or  conditions 
which  permit  the  sale  of  the  services  of  that  physi- 
cian by  such  agency  for  a fee. 

“2.  \\'here  a hospital  is  not  selling  the  services 
of  a physician,  the  financial  arrangement  if  any 
between  tbe  hospital  and  the  physician  properly 
may  be  placed  on  any  mutually  satisfactory  basis. 
This  refers  to  the  remuneration  of  a physician  for 
teaching  or  research  or  charitable  services  or  the 
like.  Corporations  or  other  lay  bodies  properly  may 
provide  sucb  services  and  employ  or  otherwise 
engage  doctors  for  those  purposes. 
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“3.  The  practice  of  anesthesiology,  pathology, 
physical  medicine  and  radiology  are  an  integral 
part  of  the  practice  of  medicine  in  the  same  cate- 
gory as  the  practice  of  surgery,  internal  medicine 
or  any  other  designated  field  of  medicine.” 

Realizing  that  many  state  medical  societies  are 
not  interested  in  relative  value  studies  or  are  op- 
posed to  them,  the  House  authorized  the  Committee 
on  Medical  Practices  as  it  had  previously  done,  to 
inform  the  several  state  organizations  through 
regional  or  other  meetings  of  the  purpose,  scope, 
and  objectives  of  relative  value  studies  and  the 
problems  that  may  be  encountered  in  conducting 
such  studies  as  well  as  the  manner  in  which  the 
results  can  he  applied.  In  essence,  this  was  reaffir- 
mation of  a previously  stated  policy  in  which  the 
House  approved,  in  principle,  the  conducting  of 
relative  value  study  by  each  state  medical  society 
rather  than  a nationwide  study  or  series  of  regional 
studies  by  the  A.M.A. 

It  is  to  he  noted  that  your  delegate  recognized 
that  the  basis  for  disinterest  or  opposition  to  rela- 
tive value  studies  was  emphatically  expressed  in 
the  fear  that  pursuit  of  this  problem  might  result 
in  the  forced  adoption  of  “fixed  fees.”  While  this 
remains  such  a highly  controversial  issue,  any 
action  must  remain  with  each  state  or  county  med- 
ical society  to  accept  or  reject  the  idea  of  a study 
despite  the  fact  that  regional  conferences  may  con- 
tinue to  be  held  for  purely  educational  purposes. 

The  widespread  recognition  of  the  universal 
need  for  an  increase  in  soundly  educated  and  well- 
trained  doctors  of  medicine  received  enthusiastic 
support.  The  creation  of  a special  study  committee 
to  help  meet  the  need  for  an  increased  number  of 
physicians  in  the  future  was  approved  by  the  House 
and,  specifically,  asked  to : 

1.  Present  a scholarship  program,  its  develo]> 
ment,  administration  and  the  role  of  the  American 
Medical  Association  in  fulfilling  it. 

2.  Ascertain  the  maximum  to  which  medical 
schools  could  expand  their  student  bodies  while 
maintaining  the  quality  of  medical  education. 

3.  Ascertain  what  universities  can  support  new 
medical  schools  with  qualified  students  and  suffi- 
cient clinical  material  for  teaching — either  on  a 
two  year  or  a full  four  year  basis. 

4.  Investigate  the  securing  of  competent  medical 
faculties. 

This  is  unquestionably  an  important  aspect  of 
the  future  of  American  medicine.  Scholarships  and 
other  financial  means  to  aid  and  defray  the  cost  of 
a medical  education  were  pointed  out  as  urgent. 
The  loss  of  many  qualified  as  well  as  desiralde  can- 
didates for  the  study  of  medicine  to  other  profes- 
sions and  fields  of  endeavor  is  directly  due  to  this 
financial  factor.  It  is  suggested  that  the  Rhode 


Island  Medical  Society  consider  joining  such  other 
small  states  of  less  than  1,000  doctors,  such  as 
Arizona,  Idaho,  Nevada,  and  Utah  in  making  a 
contribution  to  the  American  Educational  Foun- 
dation. 

At  the  Tuesday  opening  session,  six  state  med- 
ical societies  presented  nearly  $250,000  to  the 
American  Medical  Education  Foundation.  The 
checks  turned  over  to  Dr.  Ueorge  F.  Lull,  presi- 
dent of  AMEF,  were:  California,  $156,562;  In- 
diana, $35,570;  New  York,  $19,546;  Utah, 
$10,355;  New  Jersey,  $10,000,  and  Arizona, 
$9,263. 

Dr.  Chesley  M.  Martin  of  Elgin,  Okla.,  was 
named  as  the  1959  General  Practitioner  of  the  Year 
for  his  outstanding  contrilmtions  to  the  health  and 
civic  affairs  of  his  home  community.  Dr.  Martin, 
who  has  practiced  in  Elgin  for  the  past  44  years, 
was  the  13th  recipient  of  the  annual  award  and  the 
first  Oklahoman  to  he  so  honored. 

Dr.  Louis  M.  Orr  of  Orlando,  Fla.,  A.M.A. 
President,  urged  the  nation’s  physicians  to  take  a 
more  active  interest  in  the  whole  area  of  politics, 
public  affairs  and  community  life.  Dr.  Orr  also 
asked  physicians  and  medical  societies  to  do  a more 
effective  job  of  telling  medicine’s  positive  story, 
adding  that  “if  more  people  knew'  more  about  the 
things  we  support  and  encourage,  they  would  listen 
to  us  much  more  carefully  about  those  occasional 
things  that  we  oppose.” 

Two  nationally  known  political  leaders  from 
Texas  also  addressed  the  opening  session.  Senator 
Lyndon  B.  Johnson,  majority  leader  in  the  Lk  S. 
Senate,  called  for  a “politics  of  unity”  which  will 
enable  Americans  to  exert  strength  and  determina- 
tion in  an  effort  to  create  a w'orld  in  which  all  men 
can  be  free.  Speaker  of  the  LI.  S.  House  of  Repre- 
sentatives Sam  Rayburn  urged  greater  attention  to 
the  task  of  educating  young  people  in  the  jjrin- 
ciples  of  American  government  and  giving  them 
a desire  to  perpetuate  it. 

AUscellaneous  Actions 

In  considering  44  resolutions  and  a large  volume 
of  annual,  supplementary  and  special  reports,  the 
House  also ; 

Learned  that  the  A.M.A.  Board  of  Trustees  has 
appointed  a liaison  committee  to  meet  with  a sim- 
ilar committee  of  the  American  Osteopathic  Asso- 
ciation to  consider  matters  of  common  concern ; 

Emphasized  that  local  medical  societies  should 
insure  that  no  member  violates  ethical  traditions 
as  they  relate  to  ownership  of  pimrniacies  or  stock 
in  pharmaceutical  companies ; 

Approved  the  plan  of  the  Committee  on  Medical 
Rating  of  Physical  Impairment  to  publish  its  new 
guide  on  the  cardiovascular  system  in  the  A.M.A. 
Journal ; 
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LONG-TERM  DISABILITY 
INSURANCE  WHICH  ONLY 
YOU  CAN  CANCEL 
BEFORE  AGE  70* 

is  one  of  the  necessary 
components  of  a 

CERTIFIED 
DISABILITY 
PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
his  staff  assure  the  client  that: 

His  program  "fits"  his  individual  case 

His  policies  are  the  best  that  can  be 
obtained  for  the  premiums  paid 
His  INSURABILITY  is  INSURED  (only 
HE  can  cancel) 

He  will  have  speedy  and  efficient 
assistance,  from  one  source,  when  he 
becomes  a claimant. 

^provided  you  pay  the  proper  premium  when 
due,  and  do  not  retire. 

h;:  R-  A.  DEROSIER  AGENCY 

u-rife  or  22  Custom  House  St.,  Providence  3,  R.  I. 

phone  ^ 

TODAY!  GAspee  1-139 1 


(/Uem&flial  Saniianium 

Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn.  M.S.W. 

Max  Faintych,  M.D.  Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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Recommended  that  Association  councils  and 
committees,  whenever  feasible,  hold  their  meetings 
in  the  remodeled  Chicago  headquarters ; 

Called  for  investigation  of  the  need,  desirabilitv 
and  feasibility  of  establishing  a home  for  aged  and 
retired  physicians; 

Commended  Dr.  F.  S.  Crockett,  retiring  chair- 
man of  the  Council  on  Rural  Health,  for  his  many 
years  of  devoted  duty  ; 

Urged  active  promotion  and  careful  study  of  the 
newly  developed  “Guides  for  Medical  Care  in 
X losing  Homes  and  Related  Facilities” ; 

Suggested  that  fees  for  consultative  examina- 
tions under  programs  of  the  Bureau  of  Old  Age 
and  Surz'ivors  Insurance  should  be  adjudicated 
directly  between  the  state  medical  society  and  the 
state  agency  involved ; 

Registered  a strong  protest  to  the  I'eterans 
Administration,  urging  stricter  screening  of  non- 
service-connected disability  patients  admitted  to 
government  hospitals ; 

Reiterated  the  Association’s  support  of  the  Blue 
Shield  concept  and  directed  the  Council  on  Medical 
Service  to  submit  at  the  June,  1960,  meeting  its  rec- 
ommendations concerning  a policy  statement  on 
A. M.A.  relationship  with  Blue  Shield  plans; 

Suggested  that  S.J.  Res.  41,  a bill  which  would 
institute  a separate  program  of  international  med- 
ical research,  be  delayed  until  an  over-all  assess- 
ment can  be  made  of  proposals  now  before  Con- 
gress dealing  with  domestic  and  international 
medical  research ; 

Endorsed  the  program  of  the  Educational  Coun- 
cil for  Foreign  Medical  Graduates  but  also  urged 
that  judicious  consideration  be  given  to  local  prob- 
lems involved  in  the  July  1.  1960,  deadline  for  cer- 
tification of  foreign  graduates ; 

Urged  that  medical  schools  include  in  their  cur- 
ricula a course  on  the  social,  political  and  economic 
aspects  of  medicine; 

Declared  that  the  threat  of  nuclear  -icarfare  has 
imposed  a tremendous  responsibility  on  the  med- 
ical profession,  which  must  be  prepared  to  assume 
a critically  important  role  in  such  an  event ; 

Suggested  that  the  A.M..\.  make  available  to 
school  libraries  information  and  literature  showing 
the  advantages  of  private  medical  care  and  the 
American  free  enterprise  system; 

Stated  that  examinations  to  determine  the  phys- 
ical and  mental  fitness  of  aircraft  creiv  members 
should  be  made  by  doctors  of  medicine  with  special 
knowledge  and  proficiency  in  certain  techniques ; 

Urged  the  American  people  to  get  proper  tetanus 
toxoid,  original  and  booster,  and  other  immuniza- 
tions as  indicated  from  their  physicians,  and  called 
on  A. M.A.  members  to  cooperate  in  an  educational 
program  on  tetanus  immunization ; 

Recommended  that  all  state  and  county  medical 
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Case  Profile* 

A 28-year-old  married  woman,  a secre- 
tary in  a booking  agency,  complained  of 
severe  and  consistent  pain  and  cramps 
in  the  abdomen  during  her  menstrual 
periods.  Psychologically,  she  described 
the  first  two  days  as  “climbing  the  walls.” 
Menarche  occurred  at  age  13.  She  has  a 
regular  twenty-eight  day  menstrual 
cycle  and  a four  day  menstrual  period. 

Trancopal  was  given  in  a dose  of  100 
mg.  four  times  a day  for  the  first  two 
days  of  the  four  day  period.  In  addition 
to  the  relief  of  the  dysmenorrhea  she  also 
noticed  disappeai’ance  of  a “bloated  feel- 
ing” that  had  pi’eviously  annoyed  her. 
She  has  now  been  treated  with  Trancopal 
for  one  and  one-half  years  with  excellent 
results.  Other  medication,  such  as  codeine 
or  aspirin  with  codeine,  had  I’elieved  the 
pain,  but  the  patient  had  had  to  stay 
home.  Because  her  father  is  a physician, 
many  commercial  preparations  had  been 
tried  prior  to  Trancopal,  but  no  success 
had  been  achieved. 

Before  taking  Trancopal  this  patient 
missed  one  day  of  work  every  month.  For 
the  past  year  and  a half  she  has  not 
missed  a day  because  of  dysmenorrhea. 


for  dysmenorrhea 

and  'premenstrual  tension 


Here  is  whal 
you  can  expect 
when  you  prescribe 


for  low  back  pain 


Case  Profile* 

A 42-year-old  truck  driver  and  mover 
injured  his  back  while  moving  a piano. 
The  pain  radiated  from  the  sacral  region 
down  to  the  region  of  the  Achilles  tendon 
on  the  right  side.  X-rays  for  ruptured 
disc  revealed  nothing  pertinent.  The  day 
of  the  injury  he  was  given  Trancopal  im- 
mediately after  the  physical  examina- 
tion. Although  100  to  200  mg.  three  times 
a day  were  prescribed,  the  patient  on  his 
own  responsibility  increased  the  dosage 
of  Trancopal  to  400  mg,  three  times  a 
day.  This  dosage  was  continued  for  three 
days  and  then  gradually  reduced  over  a 
ten  day  period.  During  this  time,  the  pa- 
tient continued  to  drive  his  truck.  The 
muscle  spasm  was  completely  controlled 
and  no  apparent  side  effects  were  noted. 

For  the  past  six  months,  the  patient 
has  continued  to  take  Trancopal  100  to 
200  mg.  as  needed  for  muscle  spasm,  par- 
ticularly during  strenuous  days. 


^'Clinical  Reports  on  file  at  the  Department 
of  Medical  Research,  Winthrop  Laboratories. 


Turn  page  for  complete  listings  of  Indications  and  Dosage. 


potent  MUSCLE  RELAXANT 


effective  TRANQUILIZER 

• In  musculoskeletal  disorders,  effective  in  91  per  cent  of  patients. ' 

• In  anxiety  and  tension  states,  effective  in  89  per  cent  of  patients. ^ 
• Low  incidence  of  side  effects  (2.3  per  cent  of  patients).  Blood 


pressure,  pulse  rate,  respiration  and  digestive  processes  are 
unaffected  by  therapeutic  dosage.  It  does  not  affect 
the  hematopoietic  system  or  liver  and  kidney  function. 

• No  gastric  irritation.  Can  be  taken  before  meals. 

• No  clouding  of  consciousness,  no  euphoria  or  depression. 


Indications 


Musculoskeletal : 

Low  back  pain 
(lumbago,  etc.) 
Neck  pain  (torticollis) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 


Fibrositis 

Ankle  sprain,  tennis 
elbow 
Myositis 

Postoperative  muscle 
spasm 


Psychogenic: 

Anxiety  and  tension 
states 

Dysmenorrhea 
Premenstrual  tension 
Asthma 

Angina  pectoris 
Alcoholism 


Now  available  in  two  strengths: 


Trancopal  Caplets®, 

100  mg.  (peach  colored,  scored) , bottles  of  100. 

Trancopal  Caplets, 

200  mg.  (green  colored,  scored),  bottles  of  100. 

Doaaae:  Adults,  100  or  200  mg.  orally  three  or  four  times  daily.  Relief  of  symptoms  occurs 
in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


NEW 

STRENGTH 


LABORATORIES 
New  York  18,  N.  Y. 

References:  1.  Collective  Study,  Department  of  Medical  Research,  Winthrop  Laboratories. 
2.  Lichtman,  A,  L. : New  developments  in  muscle  relaxant  therapy,  Kentucky  Acad.  Gen. 
Pract.  J.  4:28,  Oct.,  1958.  3.  Lichtman,  A.  L.:  Relief  of  muscle  spasm  with  a new  central 
muscle  relaxant,  chlormezanone  (Trancopal),  Scientific  Exhibit,  Meeting  of  the  Inter- 
national College  of  Surgeons,  Miami  Beach,  Fla.,  Jan.  4-7,  1959.  4.  Ganz,  S.  E.:  Clinical 
evaluation  of  a new  muscle  relaxant  ( chlormethazanone) , J.  Indiana  M.  A.  52:1134, 
July,  1959.  5.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Chlormezanone,  a tranquilizing 
agent  with  potent  skeletal  muscle  relaxant  properties.  Am.  Pract.  Digest  Treat.  10:1743, 
Oct.,  1959.  6.  Shanaphy,  J.  F. : Chlormezanone  (Trancopal)  in  the  treatment  of  dys- 
menorrhea: a preliminary  report.  Current  Therap.  Res.  1:59,  Oct.,  1959. 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.S.  Pat.  Off.  1408M  Printed  in  U.S.A, 
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REPORT  OF  A.M.A.  DELEGATE 
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societies  establish  programs  for  the  inspection  and 
testing  of  all  fluoroscopcs  and  radiographic  equip- 
ment; 

Approved  the  Speaker’s  proposal  that  the  open- 
ing session  of  the  House,  at  the  Interim  Meeting, 
be  moved  from  Tuesday  morning  to  Monday  morn- 
ing, with  the  reference  committees  meeting  on 
Tuesday  and  the  House  reconvening  on  Wednes- 
day afternoon ; 

Called  upon  each  individual  physician  to  wage 
“a  vigorous,  dynamic  and  uncompromising  fight” 
against  the  Forand  type  of  legislation ; 

Urged  state  and  local  medical  societies  and  indi- 
vidual physicians  to  implement  the  A.M.A.  pro- 
gram for  recruitment  of  high-grade  medical 
students  ; 

Changed  the  title  of  the  Section  on  Surgery, 
General  and  Abdominal,  to  the  Section  on  General 
Surgery; 

Accepted  with  appreciation  a $2,500  contrihu- 
tion  by  Smith,  Kline  and  French  Laboratories 
toward  establishment  of  a suitable  award  honor- 
ing the  name  of  Dr.  Thomas  G.  Hull,  retiring  sec- 
retary of  the  Council  on  Scientific  Assembly,  and 

Reaffirmed  the  “Suggested  Guides  to  Relations 
Between  Medical  Societies  and  Voluntary  Health 
Agencies,”  which  were  adopted  at  the  Decemher, 
1957,  meeting  in  Philadelphia. 


PATRONIZE  JOURNAL  ADVERTISERS 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 


5 North  Union  Street  Pawtucket,  R.  I. 

SHELDON  BUILDING 

7 Registered  Pharmacists 
Pharmacy  License  #226 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  October  meeting  of  the  Pawtucket  Medical 
Association  was  held  on  Thursday.  October  29. 
1959  at  the  Lindsey  Tavern.  The  minutes  of  the 
previous  meeting  were  read  and  accepted.  A com- 
munication from  the  Rhode  Island  Medical  Asso- 
ciation giving  the  results  of  the  Social  Security 
Poll  was  read.  A communication  was  persented  by 
Joseph  Doll,  M.D.,  chairman  of  the  immunization 
Committee,  announcing  the  results  of  the  polio 
clinics  held  by  the  Pawtucket  Medical  Association. 
A total  of  1.943  inoculations  were  given;  443  first, 
682  second.  216  third,  and  602  fourth  polio  shots. 

A discussion  among  the  members  was  held  con- 
cerning the  Social  Security  Poll.  At  the  September 
meeting  of  the  Medical  Association,  Doctor  Charles 
Ashworth,  the  Rhode  Island  delegate,  reported 
that  when  he  attended  the  house  of  delegates  meet- 
ing he  was  unaware  of  the  results  of  the  poll ; and, 
therefore,  voted  against  Social  Security  for  doctors. 
A resolution  was  unanimously  accepted  by  the 
Association  requesting  the  secretary  to  inquire  of 
the  Rhode  Island  Medical  Association  the  follow- 
ing : 1 ) When  the  results  of  the  poll  were  known  ; 
2)  Why  the  delegate  to  the  A.M.A.  was  not  in- 
formed of  the  results;  and  3)  If  it  is  customary 
for  a delegate  to  vote  on  a matter  when  he  has  not 
been  instructed  as  to  how  to  vote  bv  the  members 
of  the  Medical  Association. 

Doctor  Gary  Paparo  presented  a summary  of  the 
recommendations  to  be  presented  to  the  governor 
concerning  the  office  of  medical  examiner. 

Doctor  Alexander  Jaworski  reported  for  the 
Insurance  Committee  on  a Benevolent  Fund  In- 
surance Program.  His  recommendations  included 
increasing  the  dues  of  the  Medical  Association  by 
$35.  Because  the  insurance  company  involved 
would  not  agree  to  accept  all  members  and  for 
other  reasons  involving  the  type  of  insurance  of- 
fered, the  recommendation  of  the  Insurance  Com- 
mittee was  rejected. 

Doctor  Harry  Hecker  reported  for  the  Cancer 
Committee  concerning  publicity  on  the  current 
status  of  smoking  and  cancer.  In  view  of  the  fact 
that  the  American  Cancer  Association  is  to  con- 
sider this  problem  further  in  Xovember,  no  rec- 
ommendation was  made  by  the  Cancer  Committee. 


Doctor  Bencel  Schift’  commented  on  the  publicity 
gi\en  recently  in  the  local  newspapers  on  newer 
medications,  specifically  Grisofulvin.  He  noted  that 
the  articles  were  misleading.  A resolution  was 
l)assed  instructing  the  president  of  the  Associa- 
tion to  appoint  a committee  to  contact  the  news- 
papers and,  if  possible,  to  publicize  a critique  of 
the  Associated  Press  article.  It  was  further  rec- 
ommended that  the  local  newspapers,  as  far  as  is 
possible,  clear  articles  dealing  with  medical  sub- 
jects with  the  local  Medical  Association.  Doctor 
Jaworski  appointed  Doctor  Schiff  as  chairman  of 
this  committee. 

John  J.  Cunningham,  m.d..  Secretary 

WOONSOCKET  DISTRICT 
MEDICAL  SOCIETY 

The  annual  meeting  of  the  Woonsocket  District 
Medical  Society  was  held  on  December  15,  1959 
at  the  Woonsocket  Hospital  cafeteria.  President 
Edward  B.  Medoff  called  the  meeting  to  order  at 
8:45  P.M.  The  minutes  of  the  preceding  meeting 
were  read  and  approved. 

A communication  from  the  Pawtucket  Medical 
Society  was  read.  A motion  was  made  and  passed 
that  the  letter  be  placed  on  file. 

Doctor  Saul  A.  Wittes  reported  from  the  House 
of  Delegates  that  the  most  pressing  issue  being  dis- 
cussed at  the  present  time  was  the  medical  and 
hospital  care  of  the  aged. 

Doctor  Medoff  appointed  a nominating  com- 
mittee of  Doctors  Francis  King,  Henri  Gauthier, 
and  Saul  Wittes  to  bring  in  a slate  of  officers  for 
the  coming  year.  The  plate  submitted  was  as 


follows : 

President \Tctor  H.  Monti,  m.d. 

Pice-President Emile  A.  Kaskiw,  m.d. 

Secretary Alton  P.  Thomas,  m.d. 

Treasurer  Paul  E.  Boucher,  m.d. 

Councillor  *Richard  H.  Dowling,  m.d. 

Delegates *Saul  A.  Wittes,  m.d. 

*JosEPH  A.  Bliss,  m.d. 
Censors  X’ictor  H.  IMonti,  m.d. 

Aurey  Fontaine,  m.d. 
Edward  B.  Medoff,  m.d. 


*To  serve  until  December,  1962. 
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no  irritating  crystals'-  uniform  concentration  in  each  drop" 
STERILE  OPHTHALMIC  SOLUTION 

NEOHyDELTMSOl 

PREDNISOLONE  2l- PHOSPHATE-NEOMYCIN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN  PREDNISOLONE  OR  HYDROCORTISONE 


“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


1.  Lippmann,  0.;  Arch,  Ophth,  57:339.  March  1957. 

2.  Gordon,  D.M.:  Am,  J.  Ophth.  46:740.  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL'.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co..  Inc. 
sra  MERCK  SHARP  & DOHME  Division  of  Merck  & Co..  Inc.,  Philadelphia  1.  Pa. 


54 


WOONSOCKET  DISTRICT 
MEDICAL  SOCIETY 

concluded  from  page  52 

There  were  no  counter  nominations  from  the 
floor,  and  tlie  secretary  was  instructed  to  cast  one 
vote  for  the  nominees,  and  they  were  duly  elected. 

The  business  portion  of  the  meeting  was  ad- 
journed at  9:30  p.m.  and  then  followed  a presenta- 
tion by  Doctor  George  A.  Keegan  and  Doctor 
Gerald  J-  Lamoureux  of  Traumatic  Injuries  of 
the  Lotoer  Extremities  and  their  Treatment. 

Alton  P.  Thomas,  m.d.,  Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  INIedical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Lil)rary  on  Monday,  December  7,  1959. 
The  meeting  was  called  to  order  by  the  president. 
Doctor  John  C.  Ham,  at  8:30  p.m. 

Minutes  of  November  Meeting 

The  president  stated  that  the  reading  of  the  min- 
utes of  the  November  meeting  would  be  omitted. 

Report  of  the  Executive  Committee 

Doctor  Michael  DiMaio  read  the  slate  of  nomi- 
nees for  officers  and  delegates  recommended  by 
the  Executive  Committee  for  consideration  by  the 
membership  at  the  annual  meeting  to  be  held  on 
January  4,  1960.  He  called  attention  to  the  fact 
that  counter  nominations  must  he  in  writing,  signed 
by  ten  members  of  the  Association,  and  delivered 
to  the  secretary  at  least  ten  days  ])rior  to  the 
annual  meeting. 

New  Applications 

Doctor  DiMaio  reported  that  the  Executive 
Committee  recommended  for  election  to  active 
membership  the  following  physicians : Doctors 
Tseh-han  Chen,  Augustine  Colella,  Anthony  D. 
Duva,  Anthony  Guglielmi,  Dario  A.  Herrera,  Jay 
M.  Orson,  Kurt  E.  Rose,  and  ^ffilentino  R.  Simone. 


EOR  LEASE 

East  Side:  203  Waterman,  one  block  Way- 
land  Sq.  Two  doctors’  suites.  Each  suite  has 
large  paneled  office,  consultation  room,  exam 
room  and  joint  waiting  room.  Air  condi- 
tioned, heat  furnished.  Hi  Ei  piped  through- 
out, wall-to-wall  carpet,  large  parking  area. 
Appointment  call  Regnier,  Laurienzo  & 
Forbes,  604  Reservoir  Avenue,  Cranston, 
ST  1-4048. 


RHODE  ISLAND  MEDICAL  JOURNAL 
Scientific  Program 

Doctor  Ham  introduced  Doctor  George 
Starbuck,  of  New  Bedford,  Massachusetts,  Pedia- 
trician-in-Chief,  St.  Luke’s  Hospital,  New  Bed- 
ford. and  chairman.  District  I,  .American  .Academy 
of  Pediatrics.  Doctor  Starbuck  included  in  his 
presentation  two  motion  pictures. 

Doctor  Starbuck  pointed  out  that  there  were 
over  250  poison  control  centers  in  the  LTnited 
States.  These  centers  are  divided  into  two  main 
categories  as  follows : 

1.  Information  centers 

2.  Treatment  centers 

One  of  the  movies  shown  portrayed  in  a very 
dramatic  way  the  functioning  of  a typical  poison 
control  center  in  a community  hospital. 

Doctor  Joseph  S.  Karas,  director.  Poison  Con- 
trol Center  of  Rhode  Island  Hospital,  in  addition 
to  reviewing  the  details  of  the  establishment  of  the 
center  at  Rhode  Island  Hospital,  also  reviewed  the 
cases  treated  thus  far.  Close  to  100  cases  have  been 
treated  without  a single  death  in  the  few  months 
that  the  center  has  been  in  operation. 

Mr.  George  F.  Kenney,  Chief  Health  Educator 
of  the  Rhode  Island  State  Department  of  Health, 
represented  Doctor  Jeremiah  A.  Dailey,  the  Direc- 
tor of  the  Department,  and  briefly  discussed  the 
activity  of  the  Health  Department  in  the  develop- 
ment of  the  Poison  Control  Center. 

Adjournment 

After  brief  discussion  by  members  of  the  .\sso- 
ciation  of  the  Program,  the  meeting  was  adjourned 
at  10:15  P.M. 

Collation  was  served. 

Attendance  was  67. 

Respectfully  submitted, 

Michael  DiMaio,  m.d..  Secretary 


JOSEPH  L.  McDonald  & son,  inc. 

Registered  Pharmacists 
Corner  of  Lloyd  and  Elmgrove  Avenues 

TELEPHONE  PL  1-7523 

Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 
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with  ferric  pyrophosphate, 
a form  of  iron 
exceptionally 
well -tolerated 
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vitamins 
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|L 

in  taste-temptinfj 
cherry  flavor 

Average  dosage,  1 teaspoonful 

(5  cc.)  contains: 

l-Lysine  HCI 300  mg. 

Vitamin  Bi2  Crystalline  . . . 25  mcgm 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg 

Ferric  Pyrophosphate  (Soluble)  250  mg 

Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 75% 

Bottles  of  4 and  16  fl.  oz. 

promote 
protein  uptake 

with  the 

potentiating  effect 
of  I -Lysine  on 
low-grade 
protein  foods 
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NECROLOGY,  1959  — THE  RHODE  ISLAND  MEDICAL  SOCIETY 


HERBERT  H.  ARMIXGTON,  M.D.,  a for- 
mer staff  member  of  Providence  Lying-In  Hos- 
pital and  Rhode  Island  Hospital,  died  on  August 
12.  1959  after  a short  illness. 

Doctor  Armington  was  horn  in  Providence  on 
January  20,  1878,  and  he  was  graduated  from 
P)rown  University  in  1900,  and  from  the  College 
of  Physicians  and  Surgeons  in  Xew  York  City  in 
1904.  He  was  assistant  house  physician  at  Xew 
York  Lying-In  Hospital  in  1904  and  1905,  an 
intern  in  medical  and  surgical  services  at  Rhode 
Island  Hospital  from  1905  to  1907,  and  house  phy- 
sician at  Providence  Lying-In  Hospital  in  1907, 
when  he  resigned  to  enter  private  practice. 

He  was  school  physician  for  the  city  of  Provi- 
dence from  1913  to  1923,  and  a physician  to  the 
citv  poor  from  1923  to  1933.  At  Rhode  Island  Hos- 
pital he  had  been  a member  of  the  out-patient  sur- 
gical staff,  surgeon  to  the  out-patient  department, 
acting  assistant  house  surgeon  and  a member  of 
Ixjth  the  consulting  and  courtesy  staffs. 

He  enlisted  as  a private  in  the  Hospital  Corps, 
Rhode  Island  X’ational  Guard,  in  1913,  and  he  was 
commissioned  a first  lieutenant  in  the  Guard’s 
medical  corps  in  that  year.  In  1915  he  was  com- 
missioned a captain  and  then  became  commander 
of  the  first  Guard  amhulance  company.  He  par- 
ticipated in  Mexican  Border  service  in  1916,  and 
he  was  then  assigned  to  duty  with  the  Coast  Artil- 
lery Corps  in  1917.  During  World  \\'ar  I.  he 
served  with  the  Rhode  Island  X"ational  Guard 
Coast  Artillery  command  in  1917  and  1918,  when 
he  took  charge  of  a school  for  non-commissioned 
officers  of  the  Hospital  Corps  at  Fort  Strong,  Mas- 
sachusetts, and  at  Fort  Andrews,  Massachusetts. 

Doctor  Armington  was  a life  member  of  a num- 
ber of  Masonic  organizations : What  Cheer  Lodge  ; 
Overseas  Lodge;  Providence  Royal  Arch  Chapter; 
Calvary  Commandery ; Rhode  Island  Consistory, 
A.  A.  Scottish  Rite,  and  he  was  a former  president 
of  Xarragansett  Bay  Chapter. 

He  was  also  a member  of  the  iMilitary  Order  of 
Foreign  Wars  ; Sons  of  the  American  Revolution  ; 
.\lden  Kindred  of  America,  and  the  American  Le- 
gion, of  which  he  was  a former  commander  of  the 
Providence  Post.  In  1934  he  was  grand  chef  de 
gare  of  Rhode  Island  in  the  Forty  and  Eight. 

His  medical  affiliations  included  membership  in 


the  Providence  Medical  Association,  the  Rhode 
Island  iMedical  Society,  the  American  Medical 
Association,  and  the  Rhode  Island  Medico-Legal 
Society. 

ERAXK  A.  CUMMIXGS,  H.D.,  died  on  May 
6.  1959  after  a long  illness.  Doctor  Cummings  was 
torn  in  Providence  on  September  7,  1883.  He  at- 
tended La  Salle  Academy,  and  he  was  a member 
of  the  graduating  class  of  1907  at  Brown  Univer- 
sity, and  later  he  was  graduated  from  Tufts  ^led- 
ical  School  in  1911.  He  served  his  internship  at 
Boston  City  Hospital  from  1911  to  1912. 

In  1914  he  became  an  associate  at  Rhode  Island 
Hospital  and  from  1919  to  1942  he  served  on  the 
active  staff  at  the  hospital.  Since  1942  he  had  been 
on  the  courtesy  staff. 

Doctor  Cummings  was  a memher  of  the  Provi- 
dence iMedical  Association,  the  Rhode  Island  Med- 
ical Society,  the  American  Medical  Association, 
and  the  American  College  of  Gastroenterology. 
His  nonmedical  affiliations  included  membership  in 
the  Providence  Art  Club  and  the  University  Club. 

E RAX  CIS  U.  GARS  IDE,  M.D.,  a practicing 
physician  in  Providence  for  the  last  thirty-five 
years,  died  on  April  7,  1959.  Doctor  Garside  was 
born  in  Providence  on  December  27,  1896.  After 
graduating  from  Classical  High  School  and  attend- 
ing Brown  L’niversity,  he  was  graduated  from  the 
Harvard  Medical  School  in  1922.  He  then  re- 
turned to  Providence  where  he  interned  at  the  then 
Providence  City  Hospital  (Chapin)  and  also  at 
Rhode  Island  Hospital. 

Doctor  Garside  had  the  reputation  of  never  re- 
fusing a call.  He  never  stood  on  ceremony  or 
spared  himself.  His  office  lights  often  burned  late 
into  tbe  night,  and  his  waiting  room  was  crowded 
with  men  and  women  who  at  times  waited  four  or 
five  hours  to  get  his  mixture  of  kindly  understand- 
ing and  advice.  A doctor  friend  of  his  said,  “He 
always  was  concerned  only  with  medicine,  that  was 
his  business  and  that  was  his  hobby.  He  never 
thought  of  himself.’’ 

Doctor  Garside  was  on  the  staff  of  Rhode  Island 
Hospital  and  Saint  Joseph's  Hospital.  He  became 
assistant  gynecologist  at  Saint  Joseph’s  Hospital 
and  he  was  a memlier  of  the  active  surgical  service 
at  Our  Ladv  of  Fatima  Hospital.  He  was  also  asso- 
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ciated  with  Roger  Williams  General  Hospital  and 
the  Charles  V.  Chapin  Hospital,  and  he  was  a 
former  president  of  the  staff  of  Our  Lady  of  Fa- 
tima Hospital.  For  a short  time  in  1924  he  served 
as  assistant  superintendent  at  Rhode  Island  Hos- 
pital. He  was  a member  of  the  State  Board  of 
Examiners  for  IMedicine  since  1954. 

Doctor  Garside  was  a member  of  the  Providence 
Medical  Association,  the  Rhode  Island  Medical 
Society,  of  which  he  was  serving  as  treasurer  at 
the  time  of  his  death  ; the  American  Medical  Asso- 
ciation, and  the  International  College  of  Surgeons. 
His  nonmedical  affiliations  included  the  Sons  of 
Irish  Kings,  the  Friendly  Sons  of  Saint  Patrick, 
the  Clover  Club  of  Boston,  and  the  Holy  Name 
Society  of  Saint  Sebastian’s  Church. 

MONTAFIX  IV.  HOUGHTON,  M.D.,  who 
was  for  thirty-eight  years  a surgeon  in  Providence 
for  the  U.  S.  Public  Health  Service  until  his  retire- 
ment in  1943,  died  on  August  10,  1959. 

Doctor  Houghton  was  born  in  Washington  and 
educated  in  that  city.  He  was  graduated  from 
George  Washington  University  Medical  School  in 
1904  and  he  interned  at  the  university  hospital. 

He  was  sent  to  Providence  in  1905  and  he  served 
as  examiner  and  surgeon  for  all  federal  employees 
injured  in  the  line  of  duty,  and  he  conducted  phys- 
ical examinations  of  appointees  to  the  U.  S.  civil 
service.  Doctor  Houghton  and  an  assistant  did 
relief  work  in  treating  sick  and  injured  seamen, 
and  they  performed  quarantine  and  immigration 
duties  during  the  years  before  World  War  I when 
Fabre  Line  ships  landed  passengers  and  freight 
here.  During  World  War  I,  he  served  with  the 
Rhode  Island  Naval  Battalion  as  a lieutenant, 
junior  grade.  After  1925,  he  was  the  attending 
specialist  to  the  Veterans  Administration. 

He  was  a member  of  the  Association  of  Military 
Surgeons,  the  Providence  Medical  Association,  the 
Rhode  Island  Medical  Society,  the  American  Med- 
ical Association,  the  George  Washington  Medical 
Society,  and  the  Interstate  Postgraduate  Assembly. 

ISRAEL  H.  KAPNICK,  M.D.,  died  on  Jan- 
uary 3,  1959,  after  a short  illness.  He  was  born  in 
Providence  on  February  27,  1913,  and  he  was  a 
graduate  of  Classical  High  School,  Brown  Univer- 
sity, Class  of  1933,  and  Harvard  University  Med- 
ical School,  Class  of  1938. 

Doctor  Kapnick  interned  at  Massachusetts  Gen- 
eral Hospital  from  1938  to  1939  and  at  Beth  Israel 
Hospital  in  Boston  from  1939  to  1941. 

He  was  a cancer  consultant  to  the  State  Depart- 
ment of  Health  and  a member  of  the  staffs  of 
Miriam,  Chapin  and  Roger  Williams  General  hos- 
pitals. He  had  been  associated  in  the  general  prac- 
tice of  surgery  since  1944. 


In  a paper  Doctor  Kapnick  read  at  the  annual 
meeting  of  the  American  Association  for  Cancer 
Research  in  1957,  he  announced  that  he  had  de- 
vised a quick  diagnostic  method  of  early  detection 
of  some  forms  of  cancer  while  they  still  may  be 
amenable  to  treatment.  He  had  used  the  test  on 
some  500  persons.  He  discovered  that  the  exist- 
ence of  so-called  metastic  cancer  of  the  Ijone  can 
be  established  by  the  presence  of  certain  enzymes 
in  the  spinal  fluid.  The  practical  importance  of  the 
discovery,  according  to  Doctor  Kapnick,  was  that 
cancer  could  be  detected  five  or  six  months  before 
it  would  be  possible  to  pick  up  the  malignancy 
through  X rays. 

Doctor  Kapnick  was  a member  of  the  Provi- 
dence Medical  Association,  the  Rhode  Island  Med- 
ical Society,  and  the  American  Medical  Associa- 
tion. He  was  a diplomate  of  the  American  Board 
of  Surgery  and  a member  of  the  Inter-Society  of 
the  Cytology  Council.  He  also  contributed  numer- 
ous articles  on  cancer  research  to  medical  journals. 

FRANCES  A.  KENYON,  M.D.,  a practicing 
physician  in  South  County  for  more  than  fifty 
years,  died  at  her  home  in  Woodville,  Rhode  Island 
on  February  15,  1959.  Doctor  Kenyon  was  born  in 
Wyoming,  Rhode  Island,  on  January  23,  1871  and, 
except  for  her  out-of-state  medical  study  work,  she 
lived  in  Rhode  Island  all  of  her  life.  She  was  a 
graduate  of  Classical  High  School  and  received 
her  degree  in  medicine  at  Hahnemann  IMedical 
College,  Chicago,  in  1894. 

She  began  her  practice  in  Rhode  Island  in  1905, 
making  her  calls  to  Ashaway,  Hopkinton  City, 
Hope  Valley,  Bradford,  and  other  villages  with  a 
horse  and  buggy.  When  the  first  car  with  a self- 
starter made  its  appearance.  Doctor  Kenyon  gave 
up  the  buggy  and  with  her  automobile  extended 
her  practice  to  Providence,  Narragansett,  and 
other  communities. 

Doctor  Kenyon  was  the  first  woman  in  the  coun- 
try to  hold  the  position  of  medical  examiner,  a 
responsibility  she  retained  for  thirty-two  years 
until  her  death.  Her  appointment  by  Governor 
Aram  J.  Pothier  in  1926  caused  a furor  in  the 
Rhode  Island  Senate.  The  legislators  were  deter- 
mined not  to  admit  a woman  to  this  post.  A proud 
woman  and  an  ardent  feminist.  Doctor  Kenyon 
fought  for  her  right  to  serve,  and  on  February  22, 
1927,  the  Senate  gave  its  unanimous  approval  and 
a thunderous  ovation  to  Doctor  Kenyon  who  came 
in  person  to  accept  the  appointment.  Later  she  was 
named  medical  examiner  for  the  whole  of  Wash- 
ington County,  as  the  original  jurisdiction  included 
only  Charlestown  and  Richmond. 

In  addition,  she  was  made  Richmond  town 
health  officer  and  school  physician.  She  also  was 
school  physician  in  Hopkinton  for  many  years. 

During  World  War  1 1 she  set  up  a casualty  aid 
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station  at  the  Wood  River  Junction  Congregational 
Church.  A brigadier  general  inspecting  it  called  it 
“the  finest  equipped  medical  center  in  the  state 
outside  the  hospitals.” 

Her  devotion  to  her  profession  through  these 
years  brought  her  the  honor  of  being  chosen  in 
1956  as  “Woman  of  the  Year”  by  the  Westerly 
Quota  Club,  of  which  she  was  a member. 

In  October,  1957,  Doctor  Arthur  O’Dea.  chief 
medical  examiner  for  the  state,  at  a testimonial 
dinner,  hailed  Doctor  Kenyon  for  having  made  “a 
contribution  to  Richmond,  the  state  and  to  the 
world  as  well.” 

Doctor  Kenyon  was  a member  of  the  Rhode 
Island  IMedical  Society,  the  Washington  County 
Medical  Association,  the  American  Medical  Asso- 
ciation, the  Providence  Plantations  Club,  the 
American  Public  Health  Association,  the  Amer- 
ican IMedical  W’omen’s  Association,  the  Senate  of 
Seniors  in  Ohio,  the  Hahnemannian  Society  of 
Chicago,  and  the  Westerly  Quota  Club.  Doctor 
Kenyon  was  also  a member  of  St.  Elizabeth’s 
Church,  Canonchet. 

Doctor  Kenyon  served  on  the  staffs  of  the  Roger 
Williams  General  Hospital  in  Providence,  and  the 
Westerly  Hospital. 

THADDEUS  A.  KROLICKl,  M.D.,  who 
served  for  ten  years  as  a state  medical  examiner, 
died  suddenly  in  his  office  on  December  12,  1959. 

Doctor  Krolicki  was  born  in  Bridgeport,  Con- 
necticut. on  December  19,  1905.  He  was  educated 
at  the  Bridgeport  schools  and  at  St.  Louis  Univer- 
sity where  he  recei\  ed  his  medical  degree  in  1929. 
After  completing  his  internship  and  residency  in 
St.  Louis  hospitals.  Doctor  Krolicki  moved  to 
Rhode  Island  in  1931  to  begin  his  practice  of 
medicine. 

Doctor  Krolicki  was  a member  of  the  Army 
reserve  from  1925  until  World  War  H. 

For  two  years  Doctor  Krolicki  taught  experi- 
mental animal  psychology  at  Rhode  Island  College 
of  Pharmacy  and  Allied  Sciences,  and  physiology 
at  the  Rhode  Island  College  of  Podiatry.  He  lec- 
tured at  Harvard  and  Brown  Universities. 

I'or  a time  he  was  school  physician  in  Pawtucket. 
He  also  served  on  the  Pawtucket  draft  board  at  the 
beginning  of  World  War  H. 

Doctor  Krolicki  was  a former  president  of  the 
Pawtucket  Medical  Association,  and  a founder  and 
first  president  of  the  Caduceus  Club,  an  organiza- 
tion of  Pawtucket  physicians. 

He  was  a fellow  of  the  American  and  Interna- 
tional College  of  Surgeons  and  a member  of  the 
Rhode  Island  Medical  Society,  the  Providence 
Medical  Association,  the  American  Medical  Asso- 
ciation, the  Rhode  Island  Medical  Legal  Society, 
the  National  Medical  Legal  Society,  and  the  Clin- 
ical and  Pathological  Association  of  Massachusetts. 
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He  also  belonged  to  the  Pawtucket  Lodge  of  Elks 
and  the  Pawtucket  Kiwanis  Club. 

Doctor  Krolicki  is  survived  by  his  wife,  }klrs. 
Elizabeth  Alice  (Griffith I Krolicki;  two  sons, 
Thaddeus  J.  Krolicki  of  Pawtucket  and  Richard 
E.  Krolicki  of  Boston;  a brother,  Joseph  J.  Kro- 
licki of  Trumbull,  Connecticut;  a sister,  Mrs.  May 
Wozny  of  Bridgeport ; and  one  grandchild. 

JOHN  P.  lA^NCH,  M.D.,  a practicing  physi- 
cian in  Pawtucket  for  more  than  fifty  years,  died 
on  July  4,  1959  at  Memorial  Hospital  in  Paw- 
tucket. Doctor  Lynch  was  horn  in  Bristol,  Rhode 
Island,  on  January  5,  1880.  He  attended  La  Salle 
Academy  and  was  graduated  with  the  degree  of 
Doctor  of  iMedicine  from  Long  Island  Medical 
College  in  1905.  He  interned  at  Saint  \^incent’s 
Hospital  on  Staten  Island. 

Doctor  Lynch  was  a member  of  the  Pawtucket 
Medical  Association,  the  Rhode  Island  Medical 
Society,  and  the  American  IMedical  Association. 
He  was  also  a member  of  the  Xu-Sigma-Nu  Fra- 
ternity, Xi  Chapter. 

ANDREW  W.  MAHONEY,  M.D.,  a Provi- 
dence obstetrician  and  gynecologist  for  many  years, 
died  on  July  29,  1959  after  a long  illness.  Doctor 
Mahoney  was  born  in  Southbridge,  Massachu- 
setts, on  November  30,  1892.  A graduate  of  La 
Salle  Academy  and  Georgetown  University,  he 
interned  at  Saint  Vincent’s  Hospital,  New  York 
City. 

Doctor  Mahoney  served  as  a medical  officer  with 
the  British  Army  during  World  War  1.  He  was 
subsequently  head  obstetrician  and  gynecologist  at 
Saint  Joseph’s  Hospital  for  ten  years  before  be- 
coming chief  of  staff'. 

He  was  a member  of  the  American  College  of 
Surgeons,  the  International  College  of  Surgeons, 
the  Georgetown  Club  of  Rhode  Island,  and  he  was 
also  a member  of  the  Providence  Medical  Associa- 
tion, the  Rhode  Island  Medical  Society,  and  the 
American  Medical  Association. 

ALBERT  H.  MILLER,  M.D.,  world  leader  in 
the  field  of  anesthesiology,  died  on  October  31, 
1959,  at  the  Rhode  Island  Hospital,  at  the  age  of 
eighty-seven. 

Born  in  Lewiston,  Maine,  on  April  3,  1872,  Doc- 
tor Miller  received  an  a.b.  degree  from  Bates  Col- 
lege in  1894.  He  attended  Bowdoin  Medical  School 
for  a year,  and  then  transferred  to  the  College  of 
Physicians  and  Surgeons  in  Columbia  University 
from  which  he  was  graduated  in  1898.  From  1898- 
99  he  served  an  internship  at  Central  Maine  Gen- 
eral Hospital,  Lewiston,  and  in  1899-1900  served 
as  resident  at  Rhode  Island  Hospital.  He  began 
the  practice  of  IMedicine  in  Providence  in  1901. 

Doctor  Miller  had  received  numerous  honors 
for  his  studies,  skill,  and  diligence  in  the  special 
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field  of  surgical  medicine.  His  list  of  writings  on 
the  history  and  problems  of  the  use  of  anesthesia 
was  prodigious. 

The  Rhode  Island  Medical  Journal  dedi- 
cated its  entire  September,  1959  issue  to  him,  term- 
ing him  a “prophet  with  honor  in  his  own  country.” 

Doctor  Miller  retired  several  years  ago,  but  he 
had  continued  to  serve  in  an  advisory  capacity 
whenever  needed  as  new  problems  of  anesthesi- 
ology arose. 

Immediately  after  his  appointment  to  the  Rhode 
Island  Hospital  staff.  Doctor  Miller  decided  to  do 
away  with  the  old,  closed-cone  method  of  giving 
ether.  He  devised  the  newer  open  cone,  which  pro- 
duced such  spectacular  results  that  it  is  still  used. 

He  also  devised  the  first  methods  permitting  safe 
surgery  in  pharyngeal  operations  and  surgery  in 
the  upper  passages  of  the  body  while  still  adminis- 
tering, with  a footpump  driven  device,  the  proper 
amount  of  anesthetic. 

He  was  the  inventor  of  the  Miller  infant  resusci- 
tator,  used  first  at  Lying-In  Hospital,  and  of  an 
instrument  to  measure  oxygen  used  by  individuals 
under  various  circumstances. 

Doctor  Miller  wrote  that  “it  is  the  duty  of  the 
anesthetist  to  understand  and  to  safeguard  the  pa- 
tient’s physical  powers.”  To  this  end  he  developed 
close  preoperative  and  postoperative  studies  of 
patients. 

Doctor  Miller  was  a member  of  the  staffs  of 
eight  hospitals  in  Rhode  Island  and  Massachusetts, 
and  from  1901  to  1934  he  was  senior  anesthetist 
at  Rhode  Island  Hospital. 

From  1937  to  1942,  he  was  editor  of  the  Rhode 
Island  Mp:dical  Journal. 

In  1932  Doctor  Miller  was  presented  a silver 
cup  by  the  International  Anesthesia  Research  So- 
ciety in  recognition  of  his  achievements,  research 
and  teaching  of  anesthesia,  and  his  service  as  presi- 
dent of  the  six  anesthesia  associations.  Those  asso- 
ciations included  the  American  Association  of 
Anesthetists,  the  New  England  Society  of  Anes- 
thetists, the  Boston  Society  of  Anesthetists,  and 
the  Eastern  Society  of  Anesthetists. 

Doctor  Miller  was  president  of  the  Providence 
Medical  Association  in  1925,  and  president  of  the 
Rhode  Island  Medical  Society  in  1934. 

For  many  years  he  w’as  a member  of  tbe  Friday 
Night  Club,  a group  of  twelve  physicians  who 
meet  once  a month  and  hear  at  each  meeting  a 
paper  read  by  the  host.  He  also  was  a member  of 
Amos  Troop,  a similar  medical  group,  of  which 
there  are  few  remaining  members. 

Doctor  Miller  was  a member  of  the  board  of 
directors  of  the  Providence  Athenaeum  and  a 
member  of  The  Rhode  Island  Historical  Society 
and  the  Providence  Medical  History  Society. 
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JAMES  H.  PRIOR,  M.D.,  former  chief  of  the 
medical  staff  at  Roger  Williams  General  Hospital, 
died  on  December  23,  1959. 

Doctor  Prior  w'as  born  on  November  21,  1878 
in  Charlestown,  Massachusetts.  After  graduating 
from  Hahnemann  Medical  College  in  Pliiladelphia 
in  1902,  and  interning  at  the  Metropolitan  Hospital 
in  New  York,  Doctor  Prior  established  a practice 
in  Edgewood  in  1903. 

In  1953  the  nurses’  home  at  Roger  Wdlliams 
General  Hospital  was  named  Prior  Hall  in  honor 
of  him,  and  a placpie  in  the  home  cites  him  for  his 
service  both  to  the  hospital  and  to  its  school  of 
nursing. 

Doctor  Prior  was  a member  of  the  Rhode  Island 
Public  Health  Commission  for  four  years.  He  was 
also  a former  member  of  the  state  Board  of  Health, 
and  the  state  Board  of  Registration.  In  W’orld 
War  I he  served  on  Draft  Board  No.  8,  Cranston, 
and  in  World  War  1 1 he  was  a member  of  the 
Advisory  Medical  Board. 

Doctor  Prior  was  a past  master  of  Rhodes 
Lodge,  F.&.A.M.,  and  past  high  priest  of  Har- 
mony Royal  Arch  Chapter.  He  was  a 32d  degree 
Mason  and  a member  of  Palestine  Temple.  He  was 
a trustee  of  tbe  William  H.  Hall  Library  in  Edge- 
wood,  and  a member  of  tbe  Churcb  of  tbe  Trans- 
figuration, Edgewood,  and  for  several  years  was  a 
member  of  the  church  vestry. 

Doctor  Prior  was  a registered  physician  in  both 
Rhode  Island  and  Massachusetts.  His  medical  affil- 
iations included  the  Providence  Medical  Associa- 
tion, the  Rhode  Island  IMedical  Society  and  the 
American  Medical  Association. 

MICHAEL  HENRY  SULLIVAN,  M.D..  a 
practicing  physician  for  fifty-eight  years,  died  on 
February  19,  1959.  Doctor  Sullivan  was  born  in 
Newport,  Rhode  Island,  on  September  25.  1877. 
He  was  graduated  from  Rogers  High  School, 
spent  a year  at  Harvard  University  and  then  en- 
tered the  Harvard  Medical  School,  where  he  grad- 
uated cum  laude  in  1900.  Upon  receiving  his  med- 
ical degree  he  interned  at  the  Carney  Hospital  in 
South  Boston,  and  then  in  August,  1901,  he  re- 
turned to  Newport  and  purchased  his  home  at  60 
Touro  Street  where  he  maintained  his  office  ever 
since. 

As  Newport’s  leading  obstetrician  for  many 
years.  Doctor  Sullivan  delivered  an  estimated 
18,000  liabies,  including  many  children  and  grand- 
children of  mothers  he  brought  into  the  world.  He 
was  also  a general  practitioner  of  wide  repute,  par- 
ticularly among  the  members  of  Newport’s  social 
summer  colony.  Some  of  the  colonists  came  to  him 
from  out  of  the  state  for  consultation  throughout 
the  year.  Despite  several  serious  abdominal  opera- 
tions and  failing  eyesight  in  later  years,  he  con- 
tinued his  house  and  hospital  calls  until  his  retire- 
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merit  on  Xew  Year's  Day,  1959.  It  was  only  in  his 
very  last  years  that  he  gave  up  answering  night 
calls,  except  in  extreme  cases  involving  patients  of 
long  standing. 

In  1950,  the  city  of  Newport  passed  a resolution 
praising  Doctor  Sullivan  as  one  of  its  most  illus- 
trious sons,  and  presented  him  with  a copy  of  the 
Resolution  engrossed  and  sealed  with  the  seal  of 
the  city.  In  1953.  the  Rhode  Island  Medical  Society 
honored  him  as  “Practitioner  of  the  Year.”  The 
award  stated  that  he  had  “Given  unselfishly  of  him- 
self to  render  service  to  all  individuals,  rich  and 
poor  alike,  of  all  creeds  and  nationalities,  in  the 
Count}-  of  Newport  for  more  than  fifty  years.” 
The  Doctor  also  received  a citation  from  the  Rhode 
Island  College  of  Pharmacy  and  Allied  Sciences, 
which  awarded  him  the  degree  of  Doctor  of  Sci- 
ence. honoris  causa.  The  Rhode  Island  General 
Assembly,  in  the  January,  1953  Session  congratu- 
lated Doctor  Sullivan  for  the  honor  conferred  upon 
him  by  the  Rhode  Island  Medical  Society  in  its 
choice  of  him  as  “Practitioner  of  the  Year.” 

Doctor  Sullivan  was  on  the  staff  of  Newport 
Hospital  for  more  than  forty  years.  He  had  been 
president  of  the  Newport  County  Medical  Society 
and  the  Rhode  Island  Medical  Society.  He  was  a 
member  of  the  local  exemption  board  during 
World  War  I and  was  also  chief  medical  exam- 
iner for  the  local  draft  board  in  his  district.  He 
was  a former  vice  president  of  the  Newport  Board 
of  Health  and  a director  of  Aquidneck  National 
Bank.  The  Newport  Oil  Corporation,  and  The 
Aquidneck  Realty  Company. 

In  addition  to  his  county  and  state  medical  affili- 
ations Doctor  Sullivan  was  a member  of  the  Amer- 
ican Medical  Association,  the  New  England  Ob- 
stetrical and  Gynecological  Society,  the  Harvard 
Medical  Alumni  Association,  the  Harvard  Club  of 
Rhode  Island,  and  the  Newport  Reading  Room 
Club. 

GEORGE  M.  VI AX,  M.D.,  a Woonsocket  phy- 
sician. died  unexpectedly  on  November  9.  1959. 

Doctor  \'ian  was  born  in  Harrisville  on  May  10, 
1914.  and  he  was  graduated  from  Rhode  Island 
State  College  in  1935  and  from  Georgetown  Uni- 
versity Medical  School  in  1939.  He  served  his 
internship  at  Saint  Joseph’s  Hospital  and  at  the 
State  Infinnary. 

During  World  \\  ar  1 1 he  served  in  the  Army 
Medical  Corps  from  September,  1942  to  Januar}-, 
1946.  in  the  European  Theater. 

At  the  time  of  his  death  Doctor  \’ian  was  a 
member  of  the  staffs  of  Saint  Joseph's  Hospital 
and  Y'oonsocket  Hospital. 

He  belonged  to  the  Woonsocket  District  Med- 
ical Society,  the  Rhode  Island  Medical  Society, 
the  American  Medical  Association,  and  the  George- 
town Alumni  Association. 
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(Inadvertently  not  included  in  the  Januar)',  1959 
issue  of  the  Journal) 

JAMES  H.  yicCOOEY , M.D.,  a leading  citi- 
zen of  M'oonsocket  whose  medical-political  career 
spanned  half  a century,  died  at  his  home  on  June 
30.  19^8.  at  the  age  of  seventy-four. 

Doctor  McCooey  was  a graduate  of  the  Balti- 
more College  of  Physicians  and  Surgeons  (now 
the  University  of  Maryland  Medical  School)  which 
honored  him  in  19.''7  as  a fifty-year  alumnus.  He 
passed  the  state  examining  board  medical  exami- 
nations in  1906  in  both  Rhode  Island  and  Massa- 
chusetts, and  he  maintained  offices  for  many  years 
in  Millville  and  Blackstone.  In  1918  he  opened  his 
M'oonsocket  office  where  he  practiced  until  his 
retirement  in  1951. 

He  was  a past  president  of  the  Y'oonsocket  Dis- 
trict Medical  Society,  and  an  active  member  of 
both  the  Rhode  Island  Medical  Society  and  the 
American  Medical  Association.  In  addition,  he 
served  for  many  years  as  Blackstone  town  and 
school  physician. 

Active  in  politics  nearly  all  his  life.  Doctor  Mc- 
Cooey served  as  a selectman,  as  chairman  of  the 
Blackstone  \ alley  River  Authority,  as  adminis- 
trator for  the  WPA  and  PWA,  as  town  moderator, 
and  as  chairman  of  the  Democratic  Town  Commit- 
tee, a post  he  held  from  1936  until  his  final  illness. 

His  survivors  include  four  sons.  Doctor  James 
H.  McCooey,  Jr.,  of  North  Smithfield,  Doctor 
Thomas  S.  ^IcCooey,  John  G.  McCooey,  and  Al- 
fred E.  McCooey,  all  of  Blackstone;  two  daugh- 
ters, Mrs.  Ralph  E.  Erb  of  Roslyn,  New  York, 
and  Mrs.  Matthew  E.  Sullivan  of  Blackstone. 


ESTIMATED  PHYSICIANS  AND  MEDICAL 
SCHOOL  GRADUATES  NEEDED  TO 
MAINTAIN  PRESENT  PHYSICIAN- 
POPULATION  RATIO  OF 
132  PER  100,000 


Year 

Population 
Estimates 
Bureau  of 
the  Census 
Series  II 

Physicians 

Needed 

(M.D.) 

Graduates 

Needed 

(M.D.) 

1960 

180,126,000 

237,766 

7,133 

1965 

195,747,000 

258.386 

7.751 

1970 

213.810,000 

282.229 

8,467 

1975 

235,246,000 

310.523 

9,315 

1980 

259,981,000 

343.175 

10,295 

Submitted  by  the  Division  of  Oferatiotiol  Studies  of 
the  A.A.M.C.,  2530  Ridge  Ave.,  Ez'anston,  Illinois. 
Source  of  information  zvill  be  furnished  on  request 
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consis 


y successful 


in  a wide  variety  of  infectious  diseases  encountered 
in  daily  practice.  More  than  120  published  clinical 
reports  attest  to  the  superiority  and 
effectiveness  of  oleandomycin-tetracycline. 


w i th  triacet yl olca  ndo m ycin 


antibiotic  of  choice  when  sensitivity  testing  is  difficult 
or  impractical. 

THE  HOUSE-CALL  ANTIBIOTIC 

available  as: 

Capsules  Oral  Suspension  Pediatric  Drops 

raspberry -flavored 

125  mg.  2 oz.  bottle,  125  mg.  10  cc.  bottle  ( with  cali- 

250  mg.  per  teaspoonful  (5  cc.)  brated  dropper),  5 mg. 

per  drop  (100  mg.  per  cc.) 


Each  250  mg.  of  Cosa-Signemycin  contains;  glucosamine- 
potentiated  tetracycline— 167  mg.,  triacetyloleandomycin-83  mg. 

Bibliography  and  professional  inf ormatioti  booklet  on  cosa-signemycin 
available  on  request. 


Science  for  the  ivorid’s  ivell-being^ 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc., 
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Prescription 

for 

Pleasure! 


Whether  you  prefer 
rare,  distinguished 
Black  Label  or 
smooth  and  mellow 
Red,  here’s  a Scotch 
that’s  sure  to  suit 
your  taste.  Ask 
for  Johnnie  Walker 
and  see  why. 


ker 


Johnnie  J^ieer 


SCOTCH  WHISKY 


BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  CORPORATION,  NEW  YORK,  N.  Y. 
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A SPOON  LICKIN’ 
GOOD  M SULFA! 


it’s 

delicious 

cherry- 

flavored 


for  children 


KYNEX 

ACETYL  PEDIATRIC  SUSPENSION 

N'  Acetyt  Sulfamethoxypyrlc1a^lne  Lecierle 

just  1 dose  a day  . . . achieves  rapid  therapeutic  levels . . . sustained  for  24  hours  . . . extremely  low  incidence 
of  sensitivity  reactions  and  renal  complications  . . . convenient,  highly  economical . . . 

ALWAYS  ACCEPTABLE... WHENEVER  SULFAS  ARE  INDICATED 

Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day 
thereafter,  V2  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  immediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 


etUrUJ  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


anxiety  pushing  it  up? 


SERPASII!  makes  it  go  down 


(reserpine  ciba) 


C I B A 

SUMMIT,  N.  J. 


2/2767  MB 


^(ede.rl^ 

LEDERLE  LABORATORIES, 
a Division  of 

AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  of 
acute  upper  respiratory 
infection^  To  protect  and 
relieve  the  “cold"  patient... 
ACHROCIDIN. 

Usual  dosage:  2 tablets  or 
teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline {125  mg.);  phenacetin 
{120  mg.);  caffeine  (30  mg.);  sali- 
cylamide  (150  mg.);  chlorothen 
citrate  (25  mg.).  Also  as  SYRUP 
(lemon-lime  flavored),  caffeine- 
free. 

1.  Based  on  estimate  by  Van  Voiken- 
burgh,  V.  A.,  and  Frost,  W.  H.: 

Am.  J.  Hygiene  71:122  dan.)  1933.. 


to  prevent  the 
sequelae  of  u.r.i. 
.and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


IN  CHILDREN  COMPAZINE®  RELIEVES  NAUSEA 

brand  of  prochlorperazine 

STOPS  VOMITING  FROM  VIRTUALLY  ANY  CAUSE 


a major  advantage  with  ‘Compazine'  . . . Nausea  and  vomiting 
are  usually  controlled  during  the  first  day  of  therapy. 
Therefore,  more  than  one  day’s  therapy  is  seldom  necessary. 

Useful  ‘Compazine’  dosage  forms  for  children  include 
‘Compazine’  Syrup  (5  mg./5  cc.),  and  mg.  and 

5 mg.  Suppositories. 

It  is  important  always  to  use  the  lowest  effective 
dosage,  because  as  dosage  is  raised  the  possibility 
of  side  effects  increases.  For  dosage,  cautions 
and  contraindications,  see  comprehensive 

S.K.F.  literature. 


SMITH 

KLINES 

FRENCH 
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-TRAN 

(dextro  propoxyphene  and  acetylsalicyllc  acid  with  phenaglycodol,  Lilly) 

Darvo-Tran  adds  the  tranquilizing  effects  of  Ultran®  to  the  established  anal- 
gesic advantages  of  Darvon®  and  A.S.A.®. 

Usual  Dosage:  1 or  2 Pulvules®  three  or  four  times  a day. 

Ultran®  (phenaglycodol,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) 

A.S.A  ® (acetylsalicyllc  acid,  Lilly) 

ELI  LILLYAND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


020406 


Once  again,  controlled  sensitivity  studies  have  demonstrated  the  effi- 
cacy of  CHLOROMYCETIN.  In  One  long-term  study, • designed  to  eliminate 
variable  factors  in  patterns  of  bacterial  resistance,  5,600  consecutive 
cultures  of  gram-positive  organisms  were  tested  over  a 16-month  period. 
Of  the  four  broad-spectrum  antibiotics  evaluated,  Chloromycetin 
was  consistently  superior. 

Reports  from  the  literature^-s  have  repeatedly  confirmed  the  observa- 
tion that  CHLOROMYCETIN  is  effective  against  a wide  variety  of  clinically 
important  pathogens.  The  marked  susceptibility  of  gram-negative  as 
well  as  gram-positive  organisms  to  Chloromycetin  suggests  this  anti- 
biotic as  an  agent  of  choice  in  many  infections.* 

CHLOROMVCEriN  (chloramphcnicol,  Pnrke-Davis)  is  available  in  various  forms,  includ- 
ing Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood 
studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

PROVES  OUTSTANDINGLY  EFFECTIVE  AGAINST  PROBLEM  PATHOGENS 


IN  VITRO  SENSITIVITY  OF  GRAM-POSITIVE  COCCI  FROM  5,600  CONSECUTIVE 
CULTURES  TO  CHLOROMYCETIN  AND  TO  THREE  OTHER  BROAD-SPECTRUM  ANTIBIOTICS 


REFERENCES:  (1)  Leming,  B.  H.,  Jr.,  & Flanigan,  C.,  Jr.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1958- 
1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  414.  (2)  Goslings,  W.  R.  O.,  & Buchli,  K.:  Arch.  Inl.  Med.  102:691, 
1958.  (3)  Suter,  L.  S.,  & Ulrich,  E.  W.:  Antibiotics  ir  Chemother.  9:38,  1959.  (4)  Metzger,  W.  I.,  in  Welch,  H.,  8:  Marti- 
Ibanez,  E:  Antibiotics  Annual  1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  966.  (5)  Fischer,  H.  G.:  Deutsche 
Hied.  Wchnschr.  84:257,  1959.  (6)  Borchardt,  K.  A.:  Antibiotics  & Chemother.  8:564,  1958.  (7)  Schneierson,  S.  S.:  ].  Ml. 
Sinai  Hosp.  New  York  25:52,  1958.  (8)  Waisbren,  B.  A.:  Wisconsin  M.  J.  57:89,  1958. 

•Adapted  from  Leming  & Flanigan.^ 
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The  art 

of  keeping  up 

with 

yesterday 


It’s  procrastination  — the  most  fre- 
quent of  human  failings.  A pleasant 
art,  it  rarely  hurts  anyone  unless 
making  a Will  is  the  job  put  off. 
Then  it’s  downright  dangerous! 

Besides  depriving  his  wife  and 
children  of  vital  security,  the  man- 
without-a-Will  deprives  himself  of 
greater  financial  peace  of  mind. 
And  often  he  misses  opportunities 


to  plan  his  immediate  financial 
future  more  effectively. 

If  your  goal  is  maximum  protec- 
tion for  your  family,  let  us  help 
with  your  financial  planning  NOW 
so  that  we  can  carry  out  your  wishes 
as  executor  — later. 

Remember,  too,  there  is  no  sub- 
stitute for  a properly  planned,  up- 
to-date  Will  drawn  by  your  lawyer. 


Oldest  Trust  Company  in  Ne^c  England 


Rhode  Island 
HOSPITAL  TRUST 
COMPANY 


Member  Federal  Deposit  Insurance  Corporation 


Providence  • Bristol  • Cranston  • East  Greenwich  • East  Providence 
Newport  • Pawtucket  • Wakefield  • Woonsocket 
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when  the 

rheumatic 

disorder 


IS  more 

than  salicylates 
alone 

can  control 


MORE 

HIGHLY  INDIVIDUALIZED 
THERAPY 
FOR  THE 
RHEUMATIC 
'•IN-BETWEEN'' 


...bll; 

coiitrci 
requires  les 
thai 
intensiv' 
steroid  therap; 

aloii'i 


wider  latitude  in  adjusting  dosage 

ARISTOGESIC  is  particularly  effective  for  relief  of 
chronic  — but  less  severe  — pain  of  rheumatic  origin. 
ARISTOGESIC  combines  the  anti-inflammatory  effects 
of  ARISTOCORT®  Triamcinolone  with  the  analgesic 
action  of  salicylamide,  a highly  potent  salicylate. 
Dosage  requirements  for  ARISTOGESIC  are  substan- 
tially lower  than  generally  required  for  each  agent 
alone.  The  exceptionally  wide  latitude  of  dosage  ad  j ust- 
ment  with  ARISTOGESIC  permits  well-tolerated  therapy 
for  long  periods  of  time  with  fewer  side  effects. 

Indications : Mild  cases  of  rheumatoid  arthritis,  tenosynovitis, 
synovitis,  bursitis,  mild  spondylitis,  myositis,  fibrositis,  neu- 
ritis, and  certain  muscular  strains. 

Dosage:  Average  initial  dosage:  2 capsules  3 or  4 times  daily. 
Maintenance  dosage  to  be  adjusted  according  to  response. 

Precautions : All  precautions  and  contraindications  traditional 
to  corticosteroid  therapy  should  be  observed.  The  amount  of 
drug  used  should  be  carefully  adjusted  to  the  lowest  dosage 
which  will  suppress  symptoms.  Discontinuance  of  therapy  must 
be  carried  out  gradually  after  patients  have  been  on  steroids 


for  prolonged  periods. 

Each  ARISTOGESIC  Capsule  contains: 

ARISTOCORT®  Triamcinolone 0.5  mg. 

Salicylamide 325  mg. 

Dried  Aluminum  Hydroxide  Gel 75  mg. 

Ascorbic  Acid 20  mg. 

Supply:  Bottles  of  100  and  1,000. 
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more  closely  approaches  the  ideal  diuretic 


“When  compared  to  other  members  of  this  heterocyclic  group 
of  compounds,  this  drug  [Naturetin}  shows  a significantly  in- 
creased natriuresis  and  decreased  loss  of  potassium  and  bicar- 
bonate. In  this  respect  it  more  closely  approaches  a natural  or 
'ideal  diuretic.’  It  is  effective  upon  continuous  administration  and 
causes  no  significant  serum  biochemical  changes.  It  is  effective 
in  a wide  variety  of  edematous  and  hypertensive  states  and 
represents  a significant  advance  in  diuretic  therapy.”  Ford,  R.V.: 
Pharmacological  observations  on  a more  potent  benzothiadiazine 
diuretic;  accepted  for  publication  by  the  American  Heart  Journal. 


Comparison  of  electrolyte  excretion  pattern  for  the  24  hours  following 
typical  doses  of  chlorothiazide,  hydrochlorothiazide,  and  Naturetin^ 
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Typical  Doses:  Chlorothiazide  — 1,000  mg.;  Hydrochlorothiazide  — 50  mg.;  Naturetin  (Benzydroflumethiazide)— 5 mg. 

I.  Adapted  from:  Ford,  R.  V.,  Sqnihh  Clin.  Res.  Notes  2:1  (Dec.)  J959 


A single  5 mg.  tablet  once  a day 
provides  all  these  advantages" 

• prolonged  action  — in  excess  of  1 8 hours 

• convenient  once-a-day  dosage 

• low  daily  dosage  — more  economical  for  the  patient 

• no  significant  alteration  in  normal  electrolyte  excretion  pattern 

• repetitively  effective  as  a diuretic  and  antihypertensive 

• greater  potency  mg.  for  mg.— more  than  100  times  as  potent  as  chlorothiazide 

• potency  maintained  with  continued  administration 

• low  toxicity  — few  side  effects  — low  salt  diets  not  necessary 

• comparative  studies  with  chlorothiazide,  hydrochlorothiazide,  and  Naturetin 
disclose  that  smallest  doses  of  Naturetin  produce  greater  weight  loss  per  day 

• in  hypertension,  Naturetin,  alone  or  in  combination  with  other  anti- 
hypertensives,  produces  significant  decreases  in  mean  blood  pressure 
and  other  favorable  clinical  effects 

• purpura  and  agranulocytosis  not  observed 

• allergic  reactions  rarely  observed 

^Reports  (1959)  to  the  Squibb  Institute  for  Medical  Research. 


Naturetin  —Indications:  in  control  of  edema  when  diuresis  is  required,  in  congestive  heart  failure, 
in  the  premenstrual  syndrome,  nephrosis  and  nephritis,  cirrhosis  with  ascites,  edema  induced  by  drugs 
(certain  steroids);  in  the  management  of  hypertension,  used  alone,  combined  with  Raudixin  (Squibb 
Rauwolfia  Serpentina  Whole  Root ) , or  with  other  antihypertensive  drugs,  such  as  ganglionic  blocking  agents. 
Contraindications:  none,  except  in  complete  renal  shutdown. 

Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
veratrum,  and/or  ganglionic  blocking  agents,  immediate  reduction  must  be  made  in  the  dosage  for  all 
preparations;  the  dosage  for  ganglionic  blocking  agents  must  be  decreased  by  50%  to  avoid  a precipitous 
drop  in  blood  pressure.  This  also  applies  if  these  hypotensive  drugs  are  added  to  an  established  Naturetin 
regimen  ...  in  hypochloremic  alkalosis  with  or  without  hypokalemia  ...  in  cirrhotic  patients  or  those  on 
digitalis  therapy  when  reductions  in  serum  potassium  are  noted  ...  in  diabetic  patients  or  those 
predisposed  to  diabetes  . . . when  increased  uric  acid  concentrations  are  noted  . . . when  signs  — 
leg  or  abdominal  cramps,  pruritus,  paresthesia,  rash  — suggestive  of  hypersensitivity,  are  noted. 

Naturetin  — Dosage:  in  edema,  average  dose,  5 mg.,  once  daily,  preferably  in  the 
morning;  to  initiate  therapy,  up  to  20  mg.,  once  daily  or  in  divided  doses;  for 
maintenance,  2.5  to  5.0  mg.,  daily  in  a single  dose.  In  hypertension:  suggested 
initial  dose,  5 to  20  mg.  daily;  for  maintenance,  2.5  to  15  mg.  daily,  depending 
on  the  individual  response  of  the  patient.  When  Naturetin  is  added  to  an  anti- 
hypertensive regimen  with  other  agents,  lower  maintenance  doses  of  each 
drug  should  be  used. 

Naturetin  — Supplied:  tablets  of  2.5  mg.  and  5 mg.  (scored). 


Squibb  Quality — 
the  Priceless 
Ingredient 


FOB  HIGHLY  EFFECTIVE  THERAPY 
OF  THE  LARGE  VARIETY  OF  INFECTIONS 
CA  USED  BY  SUSCEPTIBLE  PA  THOGENS. . . NEW 


Significance  of 
compiementarg 
action  of  isomers 
in  SYNCILLIN 


Significance  of 
/liglier  blood 
levels  with 
SYNCILLIN 


Efpcacg  of 
SYNCILLIN 
aga  i n st  si  a phijlococci 
and  other 
resisfan  t organ  isms 


A 

major  therapeutic  advantages  accompany  molecular  asymmetry 


The  antibiotic  effect  of  the  clinically  available  mix- 
ture, SYNCILLIN,  is  greater  than  that  of  either  of  its 
two  component  isomers  alone  against  many  im- 
portant pathogens,  including  some  penicillin- 
resistant  staphylococci.  This  phenomenon  has  been 
described  as  Isomeric  Complementarity. 

Higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin  sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition,  these 
higher  levels  may  be  necessary  where  there  is 
infection  in  areas  with  a poor  blood  supply.® 
Lnder  these  circumstances  a higher  blood  concen- 
tration may  provide  the  increased  diffusion  pres- 
sure required  to  deliver  adequate  amounts  to  the 
tissue.  Also,  antibiotic  activity  of  SYNCILLIN  is 
directly  proportional  to  oral  dosage.  Increasing 
the  dosage  may,  therefore,  enhance  the  drug’s 
effectiveness  in  certain  cases. 

Studies  have  shown  that  SYNCILLIN  is  effective  in 
vitro  against  60  to  75%  of  hospital  “staph” 
strains,  while  penicillin  G and  penicillin  V are  now 
effective  against  only  30  to  50%.^'^  Therefore,  if 
clinical  judgment  indicates  the  use  of  penicillin, 
SYNCILLIN  would  be  expected  to  be  the  most  effec- 
tive. However,  since  some  strains  are  still  resistant 
to  SYNCILLIN  as  well  as  to  the  other  penicillins, 
cultures  and  sensitivity  tests  should  be  performed 
where  indicated  by  clinical  judgment. 

There  have  recently  been  reports  of  decreased 
efficacy  of  penicillin  in  streptococcal®  and  gono- 
coccalinfections.  The  emergence  of  penicillin- 
resistant  gonococci  appears  to  be  associated  with 
an  increase  in  the  incidence  of  gonorrhea  all 
over  the  world.  hen  a less  sensitive  strain  is 
encountered  the  higher  blood  levels  produced  by 
SYNCILLIN  may  be  most  helpful. 


Bela t ion  of 
intermittent 
high  Mood  tenets 
ofSYNCILLIN 
to  antibacterial 
efficacy 


Reduced  rate  of 
inactivation 
OfSYNCILLIN 
by  staph 
jjenicitlinase 


SYNCILLIN.  like  all  clinically  available  penicillins, 
is  bactericidal.  Periodic  high  blood  concentrations 
are  sufficient  to  permit  complete  eradication  of 
sensitive  pathogens.  Continuous  high  blood  levels 
are  not  required  with  SYNCILLIN.  According  to 
Eagle, ^ “Soon  after  penicillin  attains  effective 
concentrations,  the  bacteria  cease  multiplying; 
and  the  bacteriostatic  effect  persists  for  a number 
of  hours  after  penicillin  has  fallen  to  concentra- 
tions that  are  wholly  ineffective. ...The  therapeutic 
significance  of  this  postpenicillin  recovery  period 
is  enhanced  by  the  fact  that  the  recovering  bac- 
teria, damaged  but  not  killed  by  the  previous 
exposure  to  penicillin,  are  abnormally  susceptible 
to  the  host  defenses.  In  consequence,  the  bacteri- 
cidal process  in  vivo  continues  for  many  hours 
after  the  drug  itself  has  fallen  to  ineffective 
concentrations.” 


Bacterial  resistance  to  penicillin  has  been  attrib- 
uted to  the  action  of  penicillin-inactivating  enzymes 
produced  by  the  invading  organisms.  SYNCILLIN 
is  less  affected  by  staphylococcal  penicillinase 
than  either  of  its  component  isomers.  Further, 
SYNCILLIN  is  shown  to  be  less  inactivated  by  this 
enzyme  than  penicillin  V and  penicillin  G. 
Penicillinase  from  B.  cereus  likewise  inactivates 
SYNCILLIN  less  rapidly  than  penicillin  V and  G. 
But  this  would  not  impede  the  therapeutic  use 
of  this  penicillinase  in  allergic  reactions.  This  is 
because  the  massive  dosage  with  which  this 
enzyme  is  administered  would  effectively  destroy 
SYNCILLIN  in  the  body. 

References:  1.  Wright,  W.  W. : Microbiology  Report  to  Bristol  Labo- 
ratories Inc.  2.  Kligman,  A.;  Morigi,  E.  M.  E.;  Wheatley,  W.  B.,  and 
Albright,  H. : Paper  presented  at  the  Seventh  Antibiotic  Symposium, 
November  4-6,  Washington,  D.C.  3.  Editorial:  New  England  J.  Med. 
261:305  (Aug.  6)  1959.  4.  King,  A.:  Lancet  1:651  (March  29)  1958. 
5.  Epstein,  E. : J.A.M.A.  169:1055  (March  7)  1959.  6.  Kass,  E.  H. : 
Am.  J.  Med.  18:764  (May)  1955.  7.  Eagle,  H. : J.  Bad.  58:475,  1949. 


Indications  : SYNCILLIN  is 
recommended  in  the  trealment  of 
infections  caused  by  pneumococci, 
streptococci,  gonococci,  corynebacleria, 
and  penicillin-sensitive  staphylococci. 
In  addition,  SYNCILLIN  is  effective 
against  certain  strains  of  staphylococci 
resistant  to  other  penicillins. 
SYNCILLIN,  like  other  oral  penicillins, 
is  not  recommended  at  the  present 
time  in  deep-seated  or  chronic 
infections,  subacute  bacterial 
endocarditis,  meningitis,  or  syphilis. 

Dosage:  125  mg.  or  250  mg.  three 
times  daily,  depending  on  the  severity 
of  infection.  Larger  d(»ses  (e.g.,  500 
mg.  l.i.d.)  may  be  used  for  more 
severe  infections.  SYNCILLIN  may  be 
administered  without  regard  to  meals. 
Beta  hemolytic  streptococcal 
infections  should  be  treated  with 
SYNCILLIN  f(tr  at  least  ten  days. 

Precautions : At  the  present  time  it 
is  not  possible  to  draw  definite 
conclusions  regarding  the  incidence  of 
allergenicity  to  SYNCILLIN  or  its 
cross-allergenicity  with  natural 
penicillins.  Therefore^  the  usual 
precautions  for  oral  penicillin  therapy 
should  always  be  observed.  Patients 
with  histories  of  asthma,  hay  fever, 
urticaria,  or  previous  reactions  to 
penicillin  should  be  watched  with 
special  care.  Administration  of  oral 
penicillin,  in  rare  instances,  may 
provoke  acute  anaphylaxis, 
particularly  in  penicillin-sensitive 
individuals. 

Diarrhea  has  been  reported 
occasionally  following  heavy  dosage. 

If  this  occurs,  lengthen  the  interval 
between  dosages. 

If  superinfection  occurs  during 
therapy,  appropriate  measures  should 
be  taken.  Since  some  strains  of  staphy- 
lococci are  resistant  to  SYNCILLIN 
as  well  as  to  other  penicillins,  cultures 
and  sensitivity  tests  should  be 
performed  where  indicated  by  clinical 
judgment.  As  is  true  with  all 
antibiotics,  clinical  response  does  not 
always  correlate  with  laboratory 
bacterial  sensitivity  reports. 

Supply:  125  and  250  mg.  tablets, 
bottles  of  25  and  100.  125  mg.  powder 
for  oral  solution,  60  ml.  vials. 


BRISTOL  LABORATORIES,  Division  of  Bristol-Myers  Company,  SYRACUSE.  NEW  YORK 


The  first  synthetic  penicillin 
available 

for  general  clinical  use 


FOR  YOUR  NEXT  PATIENT  WHERE  PENICILLIN  IS  INDICATE!- 


f 


\ \ 

y 

BLOOD  LF.VELS 

ORAL  ROUTE 

IMPROVED 

TWICE  AS  HIGH 

PROVIDES  HIGHER 

ANTIBIOTIC 

WITH 

BLOOD  LEVELS  THAN 

ACTION  FROM 

POTASSIUM 

INTRAMUSCULAR 

ISOMERIC 

PENICILLIN  V 

PENICILLIN  G 

COMPLEMENTARITY 

ONSIDER  THESE  6 IMPORTANT  THERAPEUTIC  BENEFITS  OF 


[NT I BIOTIC 
WTIVITY 
IIRECTLY 
PROPORTIONAL 
W ORAL  DOSE 


REDUCED 
RATE  OF 
INACTIVATION 
BY  STAPH 
PENICILLINASE 


MANY  STAPH 
STRAINS  MORE 
SENSITIVE  TO 
SYNCILLIN 
IN  VITRO 


76 


RHODE  ISLAND  MEDICAL  JOURNAL 


an  incomparable  protectant 
and  healing  agent 
for  the  SKIN  of  the  AGED 


S 1/ 


DESITIN 

ointment 


sustained  soothing,  lubricating,  antipruritic— 
and  healing  — effects  in  . . . 

rash  and  excoriation  due  to 

• incontinence 

• senile  pruritus 

• external  ulcers 

• stasis  dermatitis 

• excessive  dryness 

DESITIN  OINTMENT — rich  in  cod  liver  oil— has  a 30  year  clinical  background  of 
success  in  the  treatment  of  many  skin  conditions. 

SAMPLES  and  literature  on  request 

DESITIN  CHEMICAL  COMPANY 

812  BRANCH  AVE.,  PROVIDENCE  4,  R.  I. 


NIAMID 

the  mood  brightener 

makes  the 
cancer  patient 
more  comfortable 


• reduces  impact  of  pain 

• decreases  narcotic 
requirements 

• increases  appetite 

• improves  mental  outlook 


NIAMID  lessens  the  need  for  nar- 
cotics in  the  depressed  cancer 
patient  and  appears  to  potentiate 
pain-relieving  agents.  As  pain  is 
reduced  and  mental  outlook 
improves,  apprehension  and 
depression  are  replaced  by  a 
brighter  and  more  alert  attitude, 
and  appetite  returns.  The  family, 
too,  is  cheered  by  the  improve- 
ment in  the  patient’s  condition. 
With  NIAMID  therapy,  patient 
care  becomes  noticeably  less 
demanding. 

Supply:  NIAMID  (brand  of  nialamide) 
is  available  as  25  mg.  (pink)  and  100 
mg.  (orange)  scored  tablets. 


Complete  references  and  a Professional 
Information  Booklet  giving  detailed  in- 
formation on  NIAMID  are  available  on 
request  from  the  Medical  Department, 
Pfizer  Laboratories,  Division,  Chas. 
Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 

NIAMID^ 

the  mood  brightener 
in  cancer 


Science  for  the  world’s  well-heing'^» 
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One  of  the  most  important 
benefits  of  Industrial’s  Con- 
vertible Living  Trust  is  its 
unique  flexibility.  Thanks  to 
this  flexibility,  the  type  of 
investment  service  you  re- 
ceive varies  in  accordance 
with  your  requirements. 

Under  normal  circum- 
stances, the  Convertible 
Living  Trust  functions  pri- 
marily as  your  investment 
“bookkeeper,”  handling  the 
time-consuming  chore  of  de- 
tailed record  keeping  and 
other  paperwork  for  you. 
You  continue  to  exercise 
full  control  of  your  own 
investments. 

However,  if  at  any  time 
you  become  temporarily  or 
permanently  unable  to 


actively  manage  your  in- 
vestments, the  automatic 
“convertibility”  of  this 
Trust  permits  Industrial 
National’s  skilled  trust  offi- 
cers to  assume  management 
of  your  estate  immediately 
— for  as  long  a period  as 
your  circumstances  require. 

Convertible  Living  Trust 
advantages : 

• You  and  your  beneficiar- 
ies receive  financial  services 
conforming  to  your  actual 
needs  and  circumstances  at 
any  given  time 

• Helps  avert  financial 
losses  in  any  “change-over” 
period 

• Assures  maximum  pro- 


tection of  your  investments 
if  your  beneficiaries  lack  in- 
vestment knowledge  or 
experience 

• Takes  care  of  burden- 
some paperwork  for  you, 
now  and  in  the  future 

Get  full  information  today 
about  our  Convertible  Liv- 
ing Trust.  There’s  no  obliga- 
tion. Write  to  our  Trust 
Department,  Box  1466, 
Providence,  or  call  JAckson 
1-9700,  extension  534. 

TRUST  DEPARTMENT 

Inckistrial 

N.VTIO.VAL  B.\XK 

Member  Federal  Reserve  System 
Member  Federal  Depasit  Insurance  Corporation 


the  complaint:  “nervous  in " “stlon” 


the  diagnosis:  any  of  several  nonspecific  and  functional 
gastrointestinal  disorders  requiring  relief  of  symptoms 
by  sedative-antispasmodic  action  with  concomitant 
digestive  enzyme  therapy. 

the  prescription:  a new  formulation  incorporated  in 
an  enteric-coated  tablet,  providing  the  multiple  actions 
of  widely  accepted  Donnatal®  and  Entozyme.® 

the  dosage:  two  tablets  three  times  a day,  or  as  in- 
dicated. 


in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate 0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbital  (Ys  gr.) 8.1  mg. 

Pepsin,  N.  F 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F 300  mg. 

Bile  salts 150  mg. 


antispasmodic  • sedative  • digestant 


DONNAZYME 


A.  H.  ROBINS  COMPANY.  INCORPORATED 


RICHMOND  20.  VIRGINIA 


antirheumatic 


therapy 


COMBINING  MUTUALLY  SYNERGISTIC  NON-STEROID  ANTIRHEUMATICS 

“superior  to  aspirin”  — . evidence  seems  to  indicate  that 

the  concurrent  administration  of  para-aminobenzoic  and  sali- 
cylic acid  [as  in  Pabalate]  produces  a more  uniformly  sus- 
tained level  for  prolonged  analgesia  and,  therefore,  is  superior 
to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders.”^ 
In  each  yellow  enteric-coated  PABALATE  tablet: 


Sodium  salicylate  (5  gr.) 0.3  Gm. 

Sodium  para-aminobenzoate  (5  gr.) 0.3  Gm. 

Ascorbic  acid 50.0  mg. 


For  the  patient  who  should  avoid  sodium 

PABALATE-SODiUM  FREE 

Same  formula  as  Pabalate,  with  sodium  salts  replaced  by  potassium  salts  (pink) 

For  the  patient  who  requires  steroids 

PABALATE-HC 

Pabalate  with  Hydrocortisone 

In  each  light  blue  enteric-coated  PABALATE-HC  tablet: 


Hydrocortisone  2.5  mg. 

Potassium  salicylate  (5  gr.) 0.3  Gm. 

Potassium  para-aminobenzoate  (5  gr.)........  0.3  Gm. 

Ascorbic  acid 50.0  mg. 


1.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 

A.  H.  ROBINS  CO..  INC..  Richmond  20.  Virginia 


THE  MEETING  STREET  SCHOOL 
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"THE  MEETING  STREET  SCHOOL” 

A CHILDREN’S  REHABILITATION  CENTER 

Questions  (and  the  Answers)  Often  Asked  About  the  Agency 


Q.  How  do  children  get  to  Meeting  Street 
School ? 

A.  By  written  medical  referral  only  from  a l^hy- 
sician  or  hospital  clinic. 

Q.  Who  is  eligible? 

A.  Any  child,  who  in  the  doctor’s  judgment 
needs  further  diagnosis  and  evaluation,  and  has 
maximal  or  minimal  evidence  of  cerebral  dysfunc- 
tion ; has  a neuromuscular  disorder,  a learning  dif- 
ficulty, a cleft  palate,  congenital  anomaly  or  ampu- 
tation, hearing  loss,  speech  defect,  is  a quadriplegia, 
a hemiplegia,  an  aphasic,  a cerebral  palsied,  a post- 
paralytic, a muscular  dystrophic  ; in  fact,  any  j)hys- 
ically  handicapped  child  who  will  benefit  from  a 
co-ordinated,  child-like,  therapeutic  treatment  i)lan. 
In  simple  language,  any  child  who  needs  help  in 
learning  to  walk,  to  talk,  to  use  his  hands. 

Q.  What  services  are  given  once  a medical  re- 
ferral is  received? 

A.  First,  the  Diagnostic  and  Evaluation  Service: 

( 1 ) Evaluation  of  what  child  can  do  in  gross 
use  of  arms  and  legs  by  the  physical  thera- 
pist. 

(2)  Evaluation  of  the  use  of  hands  and  eyes 
together,  ability  to  dress  and  undress,  to 
self-feed,  to  manipulate  toys  and  other  ma- 
terials, etcetera,  by  the  occupational  thera- 
pist. 

(3)  A social  work  interview  for  medical  and 
social  information. 

(4)  Psychological  testing  by  psychologist. 

(5)  Speech  and  hearing  tests  l)y  speech  thera- 
pist. 

( 6)  A pediatric  - neurological  e.xamination  by 
one  of  the  medical  directors. 

(7)  A meeting  of  the  whole  staff  at  which  the 
above  is  thoroughly  discussed  and  recom- 
mendations are  made  to  he  sent  to  the  refer- 
ring doctor. 

(8)  Reports  written  by  staff,  typed  up,  plus  a 
covering  letter  mailed  to  referral  source. 
(The  referring  physician  is  responsible  for 
the  patient  and  it  is  up  to  him  to  carry  out 
recommendations  as  he  sees  fit.) 

Other  services  after  this  basic  one  include  Home 
Developmental  Program  for  Infants,  nursery 


school  grou])s,  kindergarten  groups,  first-grade, 
therapy  by  ap])ointment  for  school  age  children, 
camping,  swimming,  and  roller  skating. 

Q.  Can  a child  receive  speech  therapy,  physical 
therapy  or  occupational  therapy,  or  get  into  a nurs- 
ery— kindergarten  group,  or  first  grade  without 
evaluation  by  Meeting  Street  School  staff? 

A.  Xo. 

O.  Is  anything  paid  for  the  diagnostic  services? 

A.  Yes — a fee  of  Twenty-five  Dollars  is  charged 
hut  if  a family  is  unable  to  i)ay  this,  the  child  is 
seen  anyway.  The  actual  cost  of  this  service  is 
.Seventy-five  Dollars. 

Q.  If  a child  attends  the  Infant  Developmental 
Program,  a nursery  school  group,  or  a kinder- 
garten class,  or  comes  in  for  therapy  by  appoint- 
ment, is  there  a charge? 

A.  Yes — like  a hospital  clinic  fee — $2.00  for 
individual  appointment;  $1.00  for  each  time  the 
child  attends  a grouj). 

O.  If  a parent  cannot  afford  this  small  fee,  what 
ha])pens  ? 

.■\.  The  child  gets  the  service  anyway. 

O.  What  about  transportation  ? 

A.  Children  are  brought  to  Meeting  Street 
School,  by  their  own  parents ; by  the  Meeting 
Street  School  car  within  the  metropolitan  area,  if 
there  is  no  family  transportation  available ; by  the 
Red  Cross  Motor  Corps ; by  Meeting  Street  School 
volunteer  drivers. 

Q.  Is  there  a charge  for  Meeting  Street  School 
transportation? 

-A..  Xo.  hut  it  costs  8^'  a mile  to  maintain  and 
depreciate  the  cars.  If  a child  lives  three  miles 
away  the  cost,  for  example,  is  forty-eight  cents  a 
day  to  bring  him  in  and  return  him  home,  plus  the 
driver’s  pay.  M e therefore  encourage  parents  to 
transport  whenever  possible. 

Q.  Does  Meeting  Street  School  train  personnel 
for  the  Rehabilitation  field? 

•A..  Physical  therapy  students,  eight  of  them,  re- 
ceived clinical  affiliations  during  the  past  year  at 
Aleeting  Street  .School.  Occupational  therapy  stu- 
dents, four  of  them  likewise.  Two  child  develop- 
ment students  were  accepted  here  for  training. 
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Popularity  is  a Challenge 

First  offered  in  1950,  Physicians  Service  has  grown  tremendously  fast  because 
it  offers  real  help  in  meeting  costs  of  a wide  range  of  surgical-medical  pro- 
cedures. 

Today,  Physicians  Service  has  the  greatest  percentage  of  enrollment  of  any 
similar  plan  in  the  country. 

Great  growth  has  been  a challenge.  It  is  a challenge  to  the  doctors  sponsoring 
the  Plan  to  provide  adequate,  timely  medical-surgical-obstetrical  benefits  for 
everyone  who  asks  for  them.  What  is  particularly  significant.  Physicians  Serv- 
ice protection  has  been  extended  to  80%  of  those  living  in  Rhode  Island  who 
are  over  65  years  of  age.  No  other  similar  program  has  extended  its  coverage 
so  broadly. 

Great  growth  is  also  an  answer  to  a problem.  For  in  spreading  risks  over  more 
than  a half  million  persons,  costs  have  been  cut  down  to  a point  where  benefits 
are  within  the  reach  of  everyone.  And  they  are  kept  within  reach,  too,  because 
Physicians  Service  subscribers  can  maintain  their  membership  if  they  change 
jobs  or  retire. 

In  almost  every  instance,  hospitalized  patients  require  surgical,  medical  or 
obstetrical  care.  Physicians  Service  helps  pay  doctors’  bills,  pays  for  hundreds 
of  different  operations,  provides  X-rays  and  covers  non-surgical  visits  in  the 
hospital. 

As  time  goes  on.  Physicians  Service  will  continue  to  bring  the  most  effective 
coverage  possible  to  the  most  people. 


Better  Health  Care  for  More  People  Through 

Physieians  Service 


Donnage 


eomycin 


Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects— with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  all  seasons. 


DONNAGEL:  In  each  30  cc.  (1  fl.  oz.): 

Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate  0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  gr.) 16.2  mg. 


DONNAGEL  WITH  NEOMYCIN 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


i 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  * Ethical  Pharmaceuticals  of  Merit  since  1378 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Wherever  you  go 
forget  your  telephone 
calls.  We^ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


FEBRUARY,  I960 
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no  irritating  crystals'-  uniform  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEOHVDEITRASOI 

PREDNISOLONE  2l  PHOSPHATE-NEOMYCIN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339.  March  1957 
2 Gordon,  D.M..  Am  J.  Ophth.  46:740.  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL"  . In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%'  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%i  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co..  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


infection.^  To  protect  and  relieve  the  “cold" 
patient...  ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
salicylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  Am.  J.  Hygiene  h:122  (Jan.)  1933 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


The  extra-firm  mattress 
selected  by  over  9,000  doctors 

for  their  own  use 


Assures  both  preventive  and  corrective  support— used  in 
more  American  homes  than  any  other  special  design 


Sealy  Posturepedic  is  the  first  mattress  designed  in  cooperation 
with  leading  orthopedic  surgeons  to  promote  normal,  healthful 
sleep  among  all  persons. 

As  a "corrective  device”  it  serves  those  chronically  afflicted  with 
lower  back  syndromes.  As  a preventive  measure  Sealy  Posturepedic 
brings  deep  spring  buoyancy  without  bedboard  hardness  to  every- 
one—plus  the  concomitant  blessings  of  unexcelled  comfort  and 
extra-firm  support. 

These  are  basic  to  good  health.  The  therapeutic  value  of  restful 
sleep  is  especially  recognized  during  these  tense  and  anxious  days. 
Sealy  Posturepedic  eminently  meets  this  need  by  supplying  level 
spine  support  for  proper  relaxation  of  the  limbs  and  human  mus- 
culatory  system. 


Over  9,000  doctors  of  medicine  have  tried  and  bought  the  Sealy 
Posturepedic  mattress  and  matching  foundation  for  their  own  use. 
We  believe  your  investigation  will  firmly  convince  you  of  its  dis- 
tinctive benefits,  and,  we  would  hope,  merit  your  valued  recom- 
mendation. 


POSTUREPEDIC’ 


NO  MORNING 
BAG  KAC  H E 

from  a too-soft  mattress 


PROFESSIONAL  DISCOUNT  OF  $39.00 


So  that  you  may  judge  the  quality  of  the  Sealy  Posturepedic  for  yourself, 
we  offer’  a special  Professional  Discount  on  this  mattress  and  foundation 
when  purchased  for  your  personal  use.  Limit — one  full  or  two  twin  size  sets. 


SEALY  MATTRESS  COMPANY  • Oakville,  Conn. 

Enclosed  is  my  check  and  letterhead.  Please  ship  the  Sealy  Posturepedic  Set(s) 
indicated  below: 

1 Full  Size  □ 1 Twin  Size  Q 2 Twin  Size  □ 

RETAIL  PROFESSIONAL 

Posturepedic  Mattress  each  $79.50  (add  state  tax)  $60.00 

Posturepedic  Foundation  each  $79.50  (add  state  tax)  $60.00 

NAME 

RESIDENCE 

CITY. ZONE STATE 

(This  is  a saving  of  $39.00  per  set  over  the  regular  $159.00  retail  price 
for  mattress  and  matching  foundation) ©seaiy,  Inc.,  1958 
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Tetracycline  Phosphate  Complex  (TETREX®) 

U.S.  PAT.  NO.  2,791,609 

in  the  Therapy  of  PXETMOXIA 


Preferably,  antibiotic  therapy  should  be  based 
on  pretreatnient  culture  of  the  offending  patho- 
gen. but  in  bacterial  pneumonia  the  problem  may 
well  be  too  pressing  to  permit  the  required  delay 
of  24  to  48  hours.  A differential  diagnosis  among 
bacterial  pneumonias,  based  on  such  clinical 
grounds  as  speed  of  onset,  sepsis  and  pain  may 
guide  the  choice  of  antibiotic  for  initiation  of 
therapy. 

Should  clinical  judgment  dictate  that  antibi- 
otic therapy  be  started  immediately,  at  the  same 
time  a sputum  sample  or  a subglottic  swab  can  be 
sent  to  the  laboratory  for  culture  and  sensitivity 
studies.  If  the  response  to  the  first  antimicrobial 
agent  proves  unsatisfactory,  a reasonable  basis 
for  changing  therapy  will  then  be  at  hand. 

Choosing  the  Antibiotic 

Since  therapy  must  be  started  at  once  for  bac- 
terial pneumonia,  it  is  advisable  to  choose  a 
broad-spectrum  antibiotic  that  quickly  produces 
high  levels  of  active  agent  (e.g.,  tetracycline 
phosphate  complex,  tetrex  I . Such  an  antibiotic 
probably  has  the  best  chance  of  controlling  the 
pathogen,  whether  it  be  gram-negative  or  gram- 
positive. And  if  the  laboratory  report  shows  that 
the  invading  organism  is  much  less  sensitive  to 
tetracycline  than  to  other  agents,  the  patient  can 
then  be  changed  to  an  appropriate  antibiotic.  If 
the  difference  in  sensitivity  is  slight,  then  the 
possibility  of  side  effects,  sensitization,  and  tox- 
icity should  be  evaluated  before  changing  therapy 
to  another  antibiotic. 

The  greatest  number  of  bacterial  pneumonias 
are  caused  by  pneumococci,  which  respond  very 
well  to  penicillin,  tetracycline,  and  chloram- 
phenicol. Also,  these  antibiotics  are  usually 
effective  against  the  other  gram-positive  coccal 
pneumonias.  But  penicillin  is  ineffective  against 
the  viral  pneumonias  and  the  gram-negative 
Hemophilus  influenzae  and  Klebsiella  pneu- 
moniae. Although  K.  pneumoniae  causes  only 
about  1 to  2 per  cent  of  pneumonia  cases  on  tbe 
average. 1 these  are  apt  to  be  acute  and  fulmi- 
nating (Friedlander’s  pneumonia),  with  a high 
mortality  rate  if  not  effectively  treated.  Since 
pneumococcal  pneumonia  may  be  difficult  to 
distinguish  clinically  from  Friedlander's.  except 
by  gram-stained  sputum  smear,  it  may  be  wiser 
to  start  treatment  with  an  agent  also  effective 
against  Klebsiella. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey-  it  was  found  that  penicillin  produced 


severe  skin  reaction.  But  most  important  was  the 
observation  that  anaphylactic  shock,  with  a 
fatality  rate  of  about  9 per  cent,  was  tbe  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

Tetracycline  is  also  clinically  effective  in  pri- 
mary atypical  pneumonia.® 

The  tetracyclines  (e.g.,  tetrex)  have  the 
advantage  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  the 
physician  does  not  have  to  trouble  himself  or  his 
patients  with  repeated  blood  studies  when  he 
prescribes  tetrex.  Minor  reactions  such  as  gas- 
tric upsets  or  mild  skin  rashes  occur  occasionally. 
The  most  serious  side  effects  are  staphylococcal 
and  monilial  overgrowth,  but  these  are  rare  and 
can  be  adequately  controlled. 

No  one  would  deny  that  appropriate  antibiotic 
therapy  has  greatly  reduced  morbidity  and  saved 
many  lives  of  patients  with  bacterial  pneumonia. 
Nevertheless,  general  supportive  measures  in  the 
care  of  patients  remain  important  even  today. 
Especially  in  the  desperately  ill  patient,  antibi- 
otics are  not  considered  as  substitutes  for  the 
individual  evaluation,  clinical  observation  and 
judgment  of  the  physician. 


Some  Micro-organisms  Susceptible^  to 
T etracycline  (tetrex) *> 

Streptococcus;  Staphylococcus;  Pneumococ- 
cus; Gonococcus;  Meningococcus;  C.  diph- 
theriae;  B.  anlhracis;  E.  coli;  Proteus;  A. 
aero  genes;  Ps.  aeruginosa;  K.  pneumoniae; 
Shigella;  Brucella;  P.  tularensis;  H.  influ- 
enzae; T.  pallidum;  Rickettsiae;  Viruses  of 
psittacosis  and  ornithosis,  lymphogranuloma 
inguinale,  primary  atypical  pneumonia;  E. 
histolytica;  D.  granulomatosis. 

a Some  strains  are  not  susceptible. 

b Table  adapted  from  Goodman,  L.  S..  and  Gilman,  A.: 
The  Pharmaceutical  Basis  of  Therapeutics.  2nd  edition, 
New  York,  The  Macmillan  Co.,  1956.  pp.  1322-1323. 


References:  1.  Wood,  W.  E.,  Jr.:  In:  A Textbook  of  Medicine. 
Edited  by  Cecil,  R.  L.,  and  Loeb.  R.  F..  9th  edition,  Philadelphia, 
W.  B.  Saunders  Co.,  1955,  p.  145.  2.  Welch,  H.;  Lewis,  C.  H.; 
Weinstein,  H.  1.,  and  Boeckman,  B.  B. : Severe  reactions  to  anti- 
biotics. nationwide  survey.  Antibiotic  Med.  & Clin.  Ther.  4:800 
(Dec.)  1957.  3.  Keefer.  C.  S. : The  choice  of  an  anti-infective 
agent.  In:  Drugs  of  Choice.  1958-1959.  Edited  by  Walter  Modell, 
St.  Louis,  The  C.  V.  Mosby  Co.,  1958,  p.  133. 

BRISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


When  blood  pressure  must  come  down 

When  you  see  symptoms  of  hypertension  such  as  dizziness,  headache,  and  fainting  your  patient  is 
a candidate  for  Serpasil-Apresoline.  Even  when  single-drug  therapy  fails,  Serpasil-Apresoline  fre 
quently  can  bring  blood  pressure  down  to  near-normal  levels,  reduce  rapid  heart  rate,  allay  anxiety 

supplied:  Tablets  #2  (standard-strength,  scored),  each  containing  0.2  mg.  Serpasil  and  50  mg.  Apresoline  hydro 
chloride;  Tablets  #1  (ha If- strength,  scored),  each  containing  0.1  mg.  Serpasil  and  25  mg.  Apresoline  hydrochloride 

SERPASm-APRESOLINE 

hydrochloride  (reserpine  and  hydralazine  hydrochloride  ciba) 


CIBA 

SUMMIT,  N.  J. 


2/2765MK 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY  IS  DIABETES  IN  INFANTS 
SO  DIFFICULT  TO  DIAGNOSE? 

Because  of  the  infrequency  of  the  disease  in 
this  age  group,  its  sudden  onset,  the  profusion 
of  inconsistent  presenting  symptoms,  and  be- 
cause the  accompanying  symptoms  of  anorexia 
and  vomiting  are  also  characteristic  symptoms 
of  many  other  ills  of  infancy. 

^Source:  Traisman,  H.  S.:  Boehm,  J.  J.,  and  Newcomb, 
A.  L.;  Diabetes  5:289,  1959. 

for  those  pediatric  puzzlers..  “A  routine  urinalysis 
and  blood  sugar  should  be  done  whenever  the 
possibility  of  diagnosing  diabetes  is  entertained.”* 
the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


DIABETES  MELLITUS  AT  AGES  1 TO  5 

Order  of  Frequency  of 
Patients 

Presenting  Symptoms  in  110 

No.  of 

Per  cent  of 

Symptoms 

Patients 

total  group 

Polyuria 

93 

84.5 

Polydipsia 

89 

81.0 

Weight  loss 

47 

42.7 

Polyphagia 

28 

25.4 

Anorexia 

16 

14.5 

Lethargy 

14 

12.7 

Enuresis 

7 

6.4 

Vomiting 

5 

4.5 

Irritabiiity 

3 

2.7 

"Craving  for  sweets” 

3 

2.7 

"Sticky  diaper” 

3 

2.7 

"Strong  odor  to  urine” 

2 

1.8 

Glycosuria 

2 

1.8 

Hypogiycemia 

2 

1.8 

Personality  change 

1 

0.9 

Boils 

1 

0.9 

Headache 

1 

0.9 

Abdominal  cramps 

1 

0.9 

Adapted  from  Traisman, 
comb.  A.  L.* 

H.  S.;  Boehm,  J. 

and  New- 

COLOR-CALIBRATED 

^CLINITESr 

GRAND  Reagent  Tablets  SAoeo 


• full-color  calibration,  clear-cut  color  changes 

• established  "plus"  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum 

• standardized,  laboratory-controlled  color  scale 

• "urine-sugar  profile”  graph  for  closer  control 


I 


L 
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Oemethylchlortetracycline  Lederle 


antibiotic 

toleration 


reduction  in  incidence  and/or  sever- 
ity of  gastrointestinal  side  effects 


may  be  attributed  to  the  far  lower 


Declomycin 

(per  capsule 


milligram  intake 
and  per  day) 


1.  Finland,  M.;  Hirsch,  H.  A.,  and  Kunin,  C.  M.:  Ob- 
servations on  Oemethylchlortetracycline.  Presented 
at  Seventh  Annual  Antibiotics  Symposium,  Washing- 
ton, D.  C.,  November  5,  1959.  2.  Hirsch,  H,  A.; 
Kunin,  C.  M.,  and  Finland,  M.:  Demethychlortetra- 
cycline— A New  and  More  Stable  Tetracycline  Anti- 
biotic That  Yields  Greater  and  More  Sustained  Anti- 
bacterial Activity,  Munchen.  med.  Wchschr.  To  be 
published.  3.  Lichter,  E.  A.,  and  Sobel,  S.:  The  Dis- 
tribution of  Oral  Oemethylchlortetracycline  in 
Healthy  Volunteers  and  in  Patients  Under  Treatment 
for  various  Infections.  To  be  published. 

Capsules,  150  mg.— Pediatric  Drops,  60  mg./cc.— 
Oral  Suspension,  75  mg./5  cc.  tsp. 


GREATER  ACTIVITY  ...  FAR  LESS  ANTIBIOTIC  ...  UNRELENTING-PEAK  CONTROL ..  .“EXTRA-DAY”  PROTECTION  AGAINST  RELAPSE 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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FdDffi  SnMnj]LTAMIE®liJS  nMMlUMnSAVTn®M 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI -ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 

TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  »N 

MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc..  Philadelphia  i.  pa. 
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for 

the 

tense 

and 

nervous 

patient 

relief  comes 


fast  and  comfortably 


-does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*— 400  mg. 
unmarked,  coated  tablets. 

Miltown' 

meprobamate  (WaHace) 

m WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 


CM-9470 
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buttons  are  to  keep  people  warm 


cats  are  so  you  can  have  kittens 


REDISOL,  is  so  kids  have  better  appetites 

Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children's  appetites  with  consequent  weight  gain. 

Tiny  Redisol  Tablets  (25, 50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injection  USP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and  10-cc.  vials). 

Drawings  reproduced  from  "A  Hole  1$  to  Dig",  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  & Brothers. 

For  additional  information,  write  Professional  Services.  Merck  Sharp  & Oohme.  West  Point.  Pa. 

MERCK  SH.ARP  &:  DOHME,  1)I\  ISION  OF  MERCK  & CO.,  I.\c.,  PHILADELPHIA  I,  PA. 
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T HAVE  BEEN  LED  to  (Hscuss  the  topic  of  (Icpres- 

sion  on  this  occasion  because  of  its  great  prac- 
tical importance  in  the  handling  of  a large  variety 
of  complaints ; because  of  dissatisfaction  with  our 
present  diagnostic  concepts ; and  because  of  my 
own  changed  views  regarding  the  subject  since  my 
earlier  hospital  years. 

W’e  were  taught  by  Adolf  Meyer  that  depression 
was  one  of  the  all-embracing,  essentially  nontopical 
affective  reactions,  an  over-all  reaction,  involving 
the  whole  person.  It  can  occur  in  many  varieties, 
dependent  on  the  personality  involved,  with  or 
without  hereditary  factors,  and  the  classic  manic- 
depressive  psychosis  is  only  a special  variety  of  it. 

One  of  the  beauties  of  private  practice  is  its  free- 
dom from  the  necessity  of  making  official  diag- 
noses. And  this  freedom  rids  us  of  the  restrictions, 
ambiguities,  even  falsities,  involved  in  conforming 
to  the  categories  of  the  A.P.A.  classifications.  Yet 
with  this  freedom  goes  a real  obligation  to  try  to 
get  close  to  the  core  of  the  problem  as  it  is  pre- 
sented by  each  patient. 

The  first  things  that  history  teaches  us  concern- 
ing depression  are  1 ) its  significance  as  an  about- 
face  in  the  usual  personality ; 2)  its  variably  plaus- 
ible relationship  to  provocative  factors  ; and  3 ) its 
phasic  character,  the  patient  returning  to  his  usual 
personality  functioning. 

The  common  core  of  depression  is  a feeling  of 
loss  of  spontaneity,  of  enthusiasm,  of  interests,  and 
a total  inability  to  do  anvthing  to  right  this  state 
of  affairs.  This  has  the  character  of  an  occupa- 
tional disability,  at  least  in  those  people  whose 
occupations  may  be  said  to  have  embraced  their 
innermost  needs  and  rewards.  For  example,  priests 
and  ral)bis  and  ministers  when  depressed  report  a 
loss  of  the  feeling  of  communion  with  God ; teach- 

*Presentecl before  the  Rhode  Island  Hospital  House  Offi- 
cers’ Association,  at  Providence,  Rhode  Island,  November 
14,  1959,  when  Doctor  Muncie  was  Physician-in-Chief, 
fro  teniforc,  of  the  Hospital’s  Department  of  Neurology 
and  Psychiatry. 


ers  can’t  project  their  material  to  the  students; 
physicians  are  of  no  help  to  their  patients ; those 
with  a high  urge  for  sexual  performance  complain 
of  impotency  and  loss  of  desire ; and  those  with  a 
concern  for  health  offer  hypochondriacal  com- 
plaints. In  depression  that  aspect  of  personality 
most  prized  becomes  victimized  by  the  process. 

The  sense  of  the  loss  of  spontaneity  and  defeat- 
ism can  result  in  1 ) simple  loss  of  activity — an 
asthenic  attitude,  2 ) or  agitation  or  anxiety  as  a 
reaction  of  uneasiness  at  the  victimization,  depend- 
ing on  the  balance  of  passive  or  aggressive  aspects 
of  the  i^ersonality.  Meyer  noted  long  ago  the  ])rev- 
alence  of  simple  retarded  depressions  in  rural  folk. 
Such  reactions  seem  to  me  to  be  rare  today,  and  I 
would  link  this  with  the  change  in  the  status  of 
the  rural  worker,  who  lives  no  longer  in  a passive 
attitude  to  fate  (as  weather),  but  actively  opposes 
his  fate  by  most  of  the  devices  of  social  security 
common  to  his  city  cousin.  Today  anxious,  agi- 
tated depressions  appear  to  be  more  the  rule. 

Loss  of  spontaneity — viewed  also  as  loss  of  abil- 
ity to  discharge  his  duties — may  then  give  rise  to 
feelings  of  unworthiness,  self-blame,  sin,  guilt,  re- 
ferring to  the  disturbed  relationship  between  the 
ego  and  the  superego ; the  more  rigid  the  latter  has 
been,  the  harsher  is  the  judgment  of  the  present 
inadecjuacy. 

Severity  of  the  reaction  is  judged  by  1)  the 
relation  to  the  provocation,  2 ) the  displacement  of 
the  berating  to  the  remote  past  and  future,  aiKl 
3 ) the  presence  of  more  serious  distortions  of  real- 
ity, as  delusions  and  hallucinations.  The  last-named 
items  are  obvious  extensions  (not  projections)  of 
the  affective  tone,  verifying  and  asserting  it,  rather 
than  denying  it  (as  in  schizophrenic  states). 

In  line  with  our  present  ideas  of  psychosis  as 
implying  a break  with  reality,  depressions  are 
called  psychotic  (in  severe  states  ),  and  neurotic  ( in 
less  severe  states)  involving  no  break  with  reality. 
But  this  latter  term  is  much  abused,  and  to  my  mind 
had  best  be  eliminated  in  most  instances.  For  real- 
ity judgment  is  distorted  by  depression  with  or 
without  frank  delusions  and  hallucinations,  and 
can  lead  to  suicidal  preoccupations  and  gestures. 
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I would  call  your  attention  to  two  recent  publi- 
cations of  special  merit,  namely,  the  report  in  the 
Canadian  Psychiatric  Association  Journal  of  the 
McGill  University  Conference  on  Depression  and 
Allied  States  (^iontreal,  i\Iar.  19-21,  1959  ) and 
the  articles  on  Reactive  Depression  hy  Emil 
Gutheil  and  Manic-depressive  Psychosis  by  Sil- 
vano  Arieti  in  The  American  Handbook  of 
Psychiatry  (Basic  Books,  X.Y.C..  1959).  In  the 
Canadian  publication,  deserving  special  mention 
are  the  contributions  of  Lehmann,  Hoch,  Roth  and 
Hoff,  for  the  careful  delineation  of  the  phenome- 
nologv  of  depression,  its  dynamics,  and  differen- 
tial diagnosis.  And  in  the  other  publications  is  pre- 
sented particularly  well  the  current  speculation 
concerning  dynamics.  All  these  articles  however 
cling  to  certain  differentiations  embodied  in  tradi- 
tion and  in  our  A.P.A.  classification  system  which 
distinguish  between  reactive  and  endogenous  de- 
pressions. The  reputed  distinctions  have  had,  and 
continue  to  have  today,  impressive  bearing  on  the 
judgment  of  the  severity  of  the  illness,  the  heredi- 
tarv  aspects,  and  the  degree  of  responsiveness  to 
psychotherapy  or  conversely  to  physical  methods 
(specifically  electroshock).  These  things  cannot  be 
denied  nor  does  any  responsible  psychiatrist  refuse 
consideration  of  these  facts  in  treating  the  patient 
with  depression.  But  the  longer  I see  depressed 
patients,  the  less  impressed  I am  with  current  con- 
cepts of  essential  phenomenology,  differential  diag- 
nosis and  treatment.  The  case  for  depression  today 
reminds  me  of  the  state  of  affairs  in  German  psy- 
chiatry some  fifty  years  ago  when  the  contest  was 
joined  between  the  Kraepelinians  and  the  followers 
of  Bonhoetfer  over  the  exogenic  or  symptomatic 
psychosis.  The  former,  hy  assiduous  effort,  were 
able  to  point  to  items  of  differential  diagnostic 
importance  from  the  action  of  various  exogenic 
factors.  But  Bonhoeff'er  contended  that  the  like- 
nesses far  outweighed  the  differences.  This  latter 
view  is  certainly  the  correct  one.  I have  the  same 
feeling  about  depression.  Whether  reactive  (i.e., 
neurotic,  according  to  the  A.P.A.  classification), 
or  endogenous,  most  depression  looks  vastly  alike 
after  it  once  gets  into  operation.  Differences  arise 
as  to  the  ostensible  degree  of  provocation  in  life 
experience,  and  in  the  presenting  complaints.  But 
again  all  look  much  alike  in  the  natural  tendency  to 
recovery — a fact  known  from  ancient  times,  and 
on  which  we  rely  today,  with  all  our  modern  meth- 
ods of  attack.  These  methods  accomplish  only  es- 
sentially a shortening  of  the  illness  (as  with  EST), 
symptomatic  relief  (with  drugs),  and  a fuller 
understanding  of  the  events  as  dynamic  process. 
The  last-named  item  may  have  no  apparent  influ- 
ence on  the  course  and  the  outcome  of  the  attack, 
but  may  furnish  the  patient  with  valuable  material 
for  the  construction  of  a personal  mental  hygiene 
for  his  future  use. 


RHODE  ISLAND  MEDICAL  JOURNAL 
Reactive  Depression  and  Endogenous  Depression 

In  regard  to  the  traditional  psychiatric  distinc- 
tion between  reactive  depression  and  endogenous 
depression.^  As  I understand  it,  in  the  former  is  to 
be  found  abundant  provocation  in  the  immediate 
past  or  present,  the  expected  response  to  which,  in 
most  anyone  sensitized  to  the  provoking  situation 
by  past  experience,  would  be  depression.  If  we  are 
to  be  consistent,  the  term  “reactive"  should  also 
include  reactivity  or  response  to  psychotherapy.  It 
is  my  experience  that  this  is  not  the  case  in  most 
cases  so  labeled.  In  fact,  probing  analytic  therapy 
in  such  instances  commonly  intensifies  the  depres- 
sion. introduces  a frantic  straining  on  the  part  of 
the  patient  for  the  healing  memories  which  do  not 
come,  or  which  turn  out  to  be  only  grist  to  his  self- 
depreciation. Panic  and  suicidal  gestures  may  then 
ensue.  In  most  such  cases,  by  contrast,  active  sup- 
port to  the  patient’s  hurt  ego,  reassurance  as  to  the 
transient  nature  of  the  illness,  and  the  invitation  to 
the  patient  to  discuss  any  items  or  worry  or  pre- 
occupation which  he  cares  to,  will  lead  to  ventilation 
of  immediate  and  more  remote  problems,  in  a set- 
ting which  confidently  looks  forward  to  their  utili- 
zation in  the  future,  after  the  present  blight  has 
been  lifted.  The  emphasis  in  the  matter  of  the  con- 
tent shifts  it  from  an  item  obligatory  for  recovery 
to  one  of  elective  confiding  looking  to  the  develop- 
ment of  an  acceptable  understanding  of  the  situa- 
tion. Such  a treatment  attitude  brings  about  a re- 
markable degree  of  relief  and  easing  of  misery  and 
growing  participation  in  treatment.  Concurrently, 
I do  not  hesitate  to  use  medication,  or  even  EST 
to  bring  symptomatic  relief. 

These  cases  are  classed  among  the  psycho- 
neuroses in  our  A.P.A.  system  of  classification — 
and  to  me  quite  erroneously.  For  considering  the 
totalitv  of  symptoms  even  to  the  suicidal  gesture. 
I can  see  no  definable  difference  between  these 
depressions,  once  they  are  in  operation,  and  the 
so-called  endogenous  varieties.  I rather  like  a term 
coined  bv  Johannes  Lange:  psychogenically  in- 
duced endogenic  depression. 

By  endogenous  depression  is  meant  depression 
with  no  or  trivial  provocation,  which  may  lead  to 
distortion  of  reality,  and  which  runs  its  own  course 
and  subsides.  The  classic  example  is  the  depression 
of  manic-depressive  psychosis.  We  may  dispose  of 
the  distortions  of  reality  and  the  tendency  to  run 
a self-appoiqted  course  ending  in  recovery  by  the 
statement  that  these  things  also  apply  to  the  so- 
called  reactive  depressions.  It  is  circular  reasoning 
to  assert  that  a break  with  reality  in  the  form  of 
depressive  delusions  or  hallucinations,  which  are 
admittedly  only  extensions  of  the  inner  feelings 
and  evaluation  of  the  self,  in  it.self  signifies  an 
endogenic  factor.  For  the  impulse  to  suicide,  ad- 
mittedh-  present  in  both  types  of  depression,  is 
itself  the  evidence  of  a false  evaluation  of  reality. 
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I would  be  willing  to  use  the  diagnostic  term  “de- 
pression” and  modify  it  with  a clause  explaining 
the  degree  of  the  distortion  of  reality. 

The  critical  significance  of  the  term  “endo- 
genous” has  to  do  with  the  apparent  lack  of  life 
experience  provocative  for  the  reaction.  This  I 
cannot  agree  with.  In  my  continuing  experience 
with  the  manic-depressive  reaction,  for  example, 
I see  an  abundance  of  provocative  material  from 
the  far  past,  constituting  determinants  of  char- 
acter of  such  a set  nature  that  the  patient  lives 
continually  with  provocative  elements — elements 
carried  around  within  his  own  character  structure 
and  which  thrive  on  “trivial”  external  factors.  As 
Arieti  has  pointed  out,  these  have  to  do  with  the 
“inner-directed”  orientation — the  person  essen- 
tially being  hound  to  the  conception  of  what  is 
expected  of  him  l)y  his  milieu,  in  contrast  with 
what  is  his  own  authentic  desire. 

I stated  above  that  the  complaint  had  an  occu- 
pational character,  as  such  concerning  itself  with 
the  absence  of  the  rezvards  from  those  efforts  of 
the  highest  importance  to  the  patient’s  evaluation 
of  himself.  It  is  to  he  noted  that  these  complaints 
about  the  rewards  may  exist  despite  objective  proof 
of  the  preservation  of  the  effectiveness  of  the  usual 
efforts.  For  example,  the  physician  will  discover 
after  his  recovery  that  the  professional  skill  used 
with  his  patients  was  of  the  same  quality  he  would 
normally  have  expected  of  himself.  Only  Jie  suf- 
fered. From  these  complaints  about  the  rezvards  in 
life  we  may  infer  that  the  patients  so  afflicted  have 
been  thoroughly  indoctrinated  with  the  philosophy 
of  duty  and  responsibility,  from  whose  carrying  out 
they  expect  appropriate  rewards  as  approval  from 
the  superego,  derived  from  parental  approval.  In 
depression,  the  rewards  vanish,  and  the  feeling  of 
the  ability  to  do  the  tasks  vanishes.  The  loss  of  the 
sense  of  spontaneity  to  me  looks  more  and  more  to 
be  the  lielated  recognition  of  the  contingent  char- 
acter of  all  activity  and  a revulsion  to  this  discov- 
ery. Yet  such  people  are  so  totally  lacking  in  honest 
spontaneity  that  the  complaint  even  turns  out  to  be 
spurious.  The  dependent  clinging  of  the  depres- 
sive patient  is  a caricature  of  the  state  of  the  infant 
who  has  not  yet  learned  that  life  rests  on  contingent 
performance  and  rewards  therefrom. 

To  me  much  psychopathology  of  the  most  diverse 
sort  comes  about  through  the  vagaries  of  the  reso- 
lution of  two  o])posing  forces  which  must  be  at 
work  in  all  people  at  a very  early  age : namely,  the 
opportunity  for  free  activity,  giving  rise  to  its  own 
enjoyments,  and  perhaps  enhanced  by  free  ap- 
proval from  mother;  and  the  opportunity  for 
activitv  carrying  contingent  approval  from  mother 
and  bringing  rewards  in  return.  W e may  assume 
that  the  first-named  activity  is  present  at  birth.  But 
it  is  soon  placed  in  competition  with  the  second 


variety,  the  effort,  conscious  or  unconscious,  to 
train  the  infant.  I believe  that  this  is  what  the  Rock- 
ville group*  are  concerned  with  in  their  analyses  of 
manic-depressive  patients.  Rather  than  the  “good- 
bad  mother  images,”  I would  label  them  images 
encouraging  autonomy  or/and  homonomy,  i.e., 
spontaneity  or/and  conformity  following  the  gen- 
eral outline  of  personality  development  as  formu- 
lated by  A.  Angyal.**  Those  people  who  succumb 
to  the  homonomy  drive,  manage  in  the  course  of 
time  to  convince  themselves  that  their  spontaneous 
interests  rest  with  such  a drive,  and  actually  come 
to  be  quite  unaware  of  the  absence  of  the  drive  to 
authentic  autonomy  and  spontaneity.  It  is  the 
breakdown  in  this  way  of  getting  through  life  that 
has  led  to  the  use  of  the  term  “Decompensation  in 
the  compulsive  character”  for  certain  types  of  reac- 
tive depression,  and  I would  add  that  the  term 
might  equally  well  apply  to  some  manic-depressive 
depressions.  I have  seen  families  suffer  this  fate 
from  one  generation  to  another,  offering  alterna- 
tive interpretation  to  data  usually  looked  on  as 
hereditary. 

The  Freudian  speculation  concerning  the  role  of 
ambivalence  in  transforming  mourning  into  melan- 
cholia has  stood  the  test  of  time,  but  in  a limited 
number  of  cases.  This  is  the  troulile  with  all  dy- 
namic formulations.  W’hen  one  finds  a nicely  fitting 
theory,  the  tendency  is  to  assume  that  it  covers  all 
cases.  I am  a good  enough  Meyerian  to  reject  the 
likelihood  of  this  being  the  case. 

A recent  personal  incident  has  sharply  focused 
my  attention  on  variants  in  normal  mourning.  My 
wife  and  I recently  lost  our  closest  friend  of  long 
years'  standing.  In  discussing  our  sense  of  loss,  I 
was  surprised  to  discover  that  my  wdfe  was  griev- 
ing mostly  empathically  for  our  friend,  less  so  over 
her  own  loss ; while  I was  grieving  largely  over  iiiy 
loss  and  to  a lesser  extent  over  our  friend.  I wonder 
to  what  degree  the  proportions  of  such  differently 
directed  grief  may  play  a part  in  transforming 
normal  mourning  into  depression. 

Summary  of  Views  on  Depression 
Let  me  summarize  my  views  about  depression : 
Depression  is  a certain  way  of  behaving,  char- 
acterized by  a loss  of  the  sense  of  spontaneity  and 
inability  to  make  any  successful  move  to  restore  it, 
a loss  of  the  rewards  from  the  usual  sustaining 
efforts,  and  this  may  be  complicated  secondarily 
by  self-blame,  self-depreciation,  ideas  of  sin,  guilt, 
even  delusions  expressing  this  self-depreciation 
arising  from  the  workings  of  the  superego  attuned 

*Gibson,  R.  W. ; Cohen,  M.  B.,  & Cohen,  R.  A. : On  the 
Dynamics  of  the  Manic-depressive  Personality.  J.. A. P. A., 
115:1101,  June,  1959 

**Angyal,  A. : Foundations  For  a Science  of  Personality. 
Commonwealth  Fund.  Harvard,  Cambridge,  Mass.,  1941 
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to  our  Greco-Judeo-Oiristian  heritage.  But  in  my 
experience  the  elaborations  of  self-depreciation, 
blame,  sin  and  guilt  are  much  less  frequent  today 
than  in  my  earlier  years  in  hospital  work.  This 
might  l)e  an  expression  of  the  fact  that  in  my  office 
practice  I see  less  severely  depressed  patients,  but 
I am  more  inclined  to  see  this  as  a phenomenon  of 
a change  in  the  frame  of  reference  of  our  society. 
To  bewail  the  inability  to  do  and  to  enjoy  doing  is 
more  in  keeping  with  our  times,  for  good  or  ill. 
than  is  the  assumption  of  guilt  and  sin  for  failure 
to  do  obligatory  duties.  I would  see  this  change  as 
one  of  the  products  of  the  social  revolution  of  the 
last  sevent^■-llve  vears  in  which  ps}  chiatr\-  and  psy- 
choanalysis has  had  its  part,  and  which  I suspect 
to  be  responsible  for  much  varied  change  in  psycho- 
patholog\-  and  prevalent  symptomatology. 

I note  also  that  my  patients  today  rarely  use  the 
terms  "blue,"  “sad"  in  referring  to  their  mood,  but 
use  the  tenn  "depressed."  Often  the  term  slips  out 
belatedly,  and  almost  unnoticed,  as  an  afterthought, 
or  elaboration  on  the  theme  of  the  lack  of  spon- 
taneity. 

Along  with  the  complaint  of  depression  go  com- 
monly difficulty  in  concentration,  and  in  decision, 
and  all  offering  that  classic  variation  in  severity 
from  morning  to  evening. 

And  generallv  is  to  be  observed  a characteristic 
sleep  disturljance  of  earlv  morning  waking,  with 
relative  ease  in  falling  asleep.  The  patient  wakes 
witliout  his  customary  feeling  of  refreslnnent. 
This  is  all  the  more  puzzling  and  distressing  to  him 
when,  as  is  usually  the  case,  he  had  felt  better  the 
pre\-ious  evening,  and  had  gone  to  bed  and  to  sleep 
with  the  expectation  of  waking  to  a better  state. 
I find  no  set  pattern  to  the  dreams.  Thev  vary  from 
those  with  disturbing,  even  fearful  content,  to 
simple  wish-fulfilling  pleasant  ones,  ^\’hen  disturb- 
ing. the  content  is  much  the  same  as  the  daytime 
preoccupations. 

The  otlier  physical  accompaniments  of  the  state 
bear  careful  noting,  especially  the  state  of  the  appe- 
tite and  the  weight,  since  the  degree  of  severity 
here  will  give  a most  useful  estimate  of  the  prac- 
tical effects  on  the  patient's  general  functioning. 
Other  curious  physical  changes  may  be  noted,  for 
example,  curly  hair  may  straighten  out  in  a depres- 
sion only  to  curl  again  with  recovery.  The  signifi- 
cance of  such  changes  is  not  known. 

I do  not  ask  directly  about  suicidal  ideas.  I as- 
sume they  are  there  either  in  fact  or  latently.  By 
listening  patiently  and  encouraging  the  patient  to 
talk,  either  some  reference  is  made  to  the  fact,  or 
I judge  the  relative  immediacy  of  the  danger  by 
the  degree  of  despair  for  the  future,  the  rapport 
with  and  dependence  on  me,  and  the  disclosures 
made  to  the  family. 

The  suicidal  gesture  has  been  considered  the  ulti- 
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mate  condemnation  for  the  disapproved  aspect  of 
the  introjected  object,  and  doubtless  this  is  often 
the  case.  But  in  the  case  of  manv  suicidal  gestures. 
I find  myself  incapable  of  the  psvchological 
subtlety  necessary  to  make  such  an  interpretation. 
Rebellion  at  the  fruits  of  conformitv.  and  failure 
to  see  an  opjxtrtunitv  for  authentic  spontaneitv 
combine  to  lead  to  desperation. 

I try  to  understand  the  patient's  reaction  and  to 
convey  to  him  my  understanding  of  it.  using  as 
much  as  I can  his  own  accounting  of  events.  Con- 
cerning those  many  aspects  whose  workings  we 
do  not  ourselves  understand  thoroughly,  I admit 
our  deficiencies,  but  stress  that  despite  all  this, 
we  know  a great  deal  about  how  such  illnesses  pro- 
gress and  how  they  naturally  tend  to  terminate  in 
recovery,  whether  or  not  anv  treatment  is  accorded. 
I stress  however,  that  the  search  for  help  is  gen- 
erally made  imperative  by  the  quality  and  degree 
of  the  suffering,  and  that  we  can  help  in  this  matter 
through  medicinal  relief  of  the  sleep  difficulties, 
appetite  and  weight  loss,  and  perhaps  by  direct 
amelioration  of  the  mood  disturbance.  Further  I 
convey  to  the  patient  mv  sincere  appreciation  of 
the  weight  of  the  provocation  in  the  illness,  but  in 
a way  which  leaves  final  e\  aluation  of  the  material 
to  future  discussion.  Subsequent  sessions  will 
throw  light  on  the  patient's  capacity  to  establish 
continuity  and  progress  in  the  content  disclosure, 
and  his  ability  to  relate  his  present  difficulties  to 
habitual  personality  trends.  Especiallv  to  be  noted 
is  his  recognition  of  ambivalence  to  significant  fig- 
ures. and  to  authority,  his  handling  of  resentments, 
his  manner  of  making  decisions,  either  as  an  active 
process  or  by  default.  Also  to  be  noted  are  his 
attitudes  to  the  physician,  clinging  or  and  resent- 
ful. expressive  of  his  ambivalence  to  significant 
figures  in  his  past. 

Elsewhere  I ha\  e pointed  out  that  we  are  always 
bound  bv  considerations  of  the  form  and  the  con- 
tent of  the  illness,  and  we  may  try  to  influence  the 
course  of  the  illness  through  either  aspect  of  it,  or 
through  both  aspects,  or  by  change  in  one  influenc- 
ing the  other.*  For  example,  we  may  simply  rely 
expectantly  on  the  phasic  form  of  the  illness  and 
concentrate  on  the  resolution  of  the  content,  i.e., 
deal  with  the  dynamics  of  the  illness.  Or  we  may 
obliterate  the  content  bv  attacking  the  form 
through  electroshock,  with  the  production  of  a mild 
but  acute  brain  syndrome.  In  less  severe  depres- 
sions through  the  application  of  massive  support, 
the  content  may  be  veered  away  from  the  prevail- 
ing futility  to  a consideration  of  longitudinal,  i.e.. 
habitual  personality  traits,  their  origins,  and  work- 

*Muncie,  W. : Treatment  in  Psychobiologic  Psychiatry; 
Its  Present  Status,  In  Fromm-Reichmann,  F.,  and 
Moreno,  T.  L.  (Eds.).  Progress  in  Psychotherapy.  Grune, 
Xew  York,  1956. 


CLINICAL  IMPORTANCE  OF  OVERT  Aj 

ings  in  less  critical  times,  and  so  to  erode  the  sig- 
nificance of  the  present  predicament. 

The  advent  of  the  new  antidepressant  drugs  of- 
fers direct  amelioration  of  the  utter  loss  of  spon- 
taneity and  makes  dynamic  analysis  more  readil}- 
attainable. 

I am  a firm  believer  in  the  justification  of  giving, 
if  ])ossible,  direct  symptomatic  relief  at  the  same 
time  that  the  joint  effort  in  gaining  a plausible  and 
useful  understanding  of  the  dynamic  factors  is  pro- 
ceeding. Too  often  I have  seen  one-sided  efforts 
fail.  For  e.xample,  electroshock  should  be  recom- 
mended to  the  patient  only  when  the  patient  is 
aware  of  the  physician's  grasp  of  his  problem  as 
an  historical  dilemma,  and  then  the  reasons  for  the 
suggestion  must  he  clearly  presented  to  him.  \\  ith- 
out  this  preliminary  grounding,  he  will  either  re- 
fuse the  treatment,  or  accept  with  resentment  at 
being  denied  the  sense  of  participating  in  his  own 
recovery.  At  the  other  extreme,  repetitious  probing 
of  dynamic  issues  will  often  lead  only  to  deepening 
gloom  and  pessimism  from  the  sense  of  the  intol- 
erable and  hopeless  burden  of  pulling  himself  up 
by  his  own  bootstraps.  Unfortunately  too  many 
psychiatrists  make  these  errors.  Since  treatment 
is  a give-and-take  matter,  we  have  to  he  able  to  do 
something  for  the  patient  directly,  either  through 
medical  help  or  moral  support,  and  invite  him,  yes, 
stress  our  need  for  him  to  participate  in  the  search 
for  the  most  satisfying  explanation  and  under- 
standing we  can  reach.  For  the  search  for  the  mean- 
ing of  life  is  the  blessed  prerogative  of  the  human 
being,  sick  or  well. 

Chronic  Depression 

Just  a word  about  the  question  of  chronic  de- 
pression. In  contrast  to  chronic  anxiety,  if  there  is 
such  a thing,  it  must  be  a rare  j)henomenon.  I am 
sure  every  state  hospital  has  a few  cases  resistant 
to  all  treatments  who  continue  on,  but  in  these  we 
may  suspect  the  development  of  other  malignant 
factors,  for  example,  arteriosclerosis.  But  I want 
to  call  your  attention  to  another  sort  of  chronic 
depression  masked  in  part  from  the  patient  him- 
self, and  characterized  by  heterogeneous  activities, 
as  acting  out  and  character  deviations  which  have 
as  the  central  motivating  force  the  conviction  of 
being  worthless,  or  depreciated,  or  second-class 
citizens.  I have  seen  and  treated  this  condition  in 
a number  of  grownups  who  have  experienced  real 
or  fancied  rejection  at  the  hands  of  parents  or 
parental  substitutes.  Especially  have  I noted  this 
in  certain  instances  of  adoptive  children  where  the 
assumption  of  illegitimacy  offers  an  open  opportu- 
nity to  morbid  fantasy.  Such  patients  do  not  appear 
de])ressed,  hut  are  admittedly  unhappy,  and  tend  to 
act  out  in  a way  to  justify  from  others  that  con- 
demnation they  feel  about  themselves,  or  else  to 
seek  inordinately  the  approval  from  others  as  if  to 
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still  the  self-condemnation.  Maybe  this  a])plies  to 
some  criminals  also:  1 have  currently  a case  of 
shoplifting  exhibiting  this  basic  attitude  to  him- 
self. I do  not  speak  of  such  ])atients  as  exhibiting 
attack  depressions,  hut  as  suffering  from  chronic 
self-depreciation  as  an  item  of  character  structure. 
Does  this  merit  the  term  depression?  1 am  inclined 
to  use  the  term  depression  in  a broad  behavioristic 
sense  rather  than  as  a diagnostic  syndrome  and  to 
admit  many  varieties  of  it,  and  occurring  in  dif- 
ferent people,  and  setting  in  at  different  times  in 
life.  Any  one  of  these  factors  will  influence  the 
actual  presentation  of  the  misery  of  the  illness. 

This  opens  up  the  whole  question  of  eciuivalent 
expressions  for  the  depressive  state.  I have  ob- 
served and  used  therapeutically  a great  variety  of 
such  expressions  ranging  from  anxious  hyjxjchon- 
driacal  delusions  or  preoccupations  carrying  to  the 
patient  a grim  connotation  to  hallucinations  of 
music  showing  a rhythmic  alternation  from  the 
funereal  in  the  morning  to  the  lilting  at  night.  .Such 
observations  entitle  us  to  count  heavily  on  a depres- 
sive undercurrent  to  whatever  the  presenting  com- 
plaints may  he,  and  on  the  natural  tendency  of 
depression  to  recover  with  time,  and  aided  by  our 
physical  and  psychotherapeutic  efforts.  Dr.  Meyer 
taught  that  the  presence  of  depressive  tendencies 
gave  a more  optimistic  outlook  to  all  sorts  of  ill- 
nesses about  which  otherwise  we  would  not  enter- 
tain the  same  expectation  for  recovery.  This  I be- 
lieve is  justified  by  the  clinical  experience. 

In  conclusion:  the  recognition  and  the  treatment 
of  depression  is  one  of  the  rewarding  e.xperiences 
of  psychiatry  giving  the  physician  an  opportunity 
to  ol)serve  a wide  variety  of  complaints,  disabilities, 
psychopathology  and  somatopathology,  to  alleviate 
suffering,  and  to  save  life.  The  physician  who  will 
keep  attuned  to  the  complaint  of  the  loss  of  zest  for 
life  in  all  its  varied  manifestations  will  find  many 
opportunities  for  service  beyond  those  which  stare 
him  in  the  face  in  the  standard  A.P.A.  pictures  of 
depression. 


Acute  tonsillitis  and  other  streptococcal  infec- 
tions play  a major  role  in  the  onset  of  rheumatic 
fever,  according  to  Patterns  of  Disease,  a Parke, 
Davis  and  Company  publication  for  the  medical 
profession. 

In  one  study  quoted  by  Patterns  of  563  service- 
men with  rheumatic  fever,  85%  had  previous  ill- 
ness. Of  these,  two-thirds  were  "highly  suggestive 
of  streptococcal  etiology”  just  before  the  onset  of 
the  disease. 

The  report  also  points  out  that  rheumatic  fever 
appears  to  run  in  families.  "If  one  child  has  rheu- 
matic fever,”  Patterns  states,  "the  probability  of  his 
siblings  developing  the  disease  is  one  in  four;  if 
one  parent  also  has  the  disease,  probability  may 
increase  to  one  in  two.” 
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CHANGING  NEEDS  IN  THE  CARE  OE  THE  AGING  INDIVIDUAL* 
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TJroblems  associated  with  the  aging  individual 
^ are  at  present  receiving  a great  deal  of  atten- 
tion throughout  the  country.  In  the  time  at  my 
disposal  I can  give  only  a brief  and  superficial 
sketch  of  such  a broad  subject.  It  is  all  too  com- 
mon that  a man  is  forced  by  regulation  to  give  up 
his  life  work  at  the  age  of  sixty-five  or  thereabouts 
regardless  of  his  capabilities.  There  is  no  sound 
reason  to  assume  that  a person  becomes  inefficient 
at  that  age  or  any  specific  age.  One  can  hardly  claim 
that  President  Eisenhower,  Winston  Churchill  and 
our  own  senior  senator,  Theodore  Francis  Green, 
ceased  developing  at  the  age  of  sixty-five.  You  may 
well  say  these  men  are  exceptional  individuals. 
They  are,  but  day  in  and  day  out  we  see  people 
over  the  usual  retirement  age  who  have  a keenness 
of  vision  and  grasp  of  their  subject  far  superior  to 
that  of  their  juniors  and  even  to  their  own  at  an 
earlier  age.  They  are  a healthy  and  stabilizing 
influence  in  their  fields  of  activity. 

Perhaps  even  worse  than  a forced  retirement 
age  is  the  general  prejudice  against  hiring  any  but 
young  people  to  fill  vacancies  in  all  sorts  of  em- 
ployment. People  who  are  denied  the  privilege  of 
working  when  able  tend  to  lose  their  sense  of  well- 
being, are  a serious  economic  drain  on  society,  an 
unnecessary  waste  of  one  of  our  greatest  national 
resources,  trained  manpower,  and  finally  they  tend 
to  deteriorate  mentally  and  physically.  Self-respect 
is  a very  important  thing  to  every  individual  and 
collectively  to  every  group  no  matter  how  large  or 
small.  Self-respect  is  hardly  available  without 
accomplishment.  Many  older  people  can  accom- 
plish much  more  than  they  are  accomplishing  if 
given  the  proper  guidance  and  encouragement. 
They  are  much  better  off  and  happier  if  they  are 
doing  for  themselves  than  if  all  is  done  for  them. 

Wt  as  physicians  have  a very  definite  responsi- 
bility toward  these  people  not  only  in  providing 
medical  care  to  them  at  a cost  that  they  can  reason- 

Presidential  .Address  delivered  at  the  113th  annual  meet- 
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ably  aff'ord  but  also  in  guiding  others  to  help  them 
take  a more  active  part  in  life. 

The  proper  handling  of  the  problems  of  the 
healthy  aging  and  of  chronic  disease  in  all  ages  is 
much  more  of  a challenge  today  than  is  the  handling 
of  acute  illness.  The  advances  already  made  by  the 
medical  and  related  professions  in  the  cure  of 
acute  illnesses  are  resjxmsible  in  large  part  for  the 
marked  increase  in  the  average  life  span.  In  1900 
four  per  cent  (4%  ) of  the  total  population  were 
over  sixty-five  years  of  age.  Today  the  figure  is 
apjiroximately  9%  or  14,000,000  people,  and  it  is 
estimated  that  by  1975  it  will  be  1 1^  or  21,000,000.^ 
This  does  not  sound  like  a verv  high  figure,  but  a 
person  over  sixty-five  requires  facilities  for  health 
care  three  times  those  for  a younger  person^  and 
the  average  income  of  the  older  group  is  e.xceed- 
ingly  low. 

There  is  a great  deal  said  today  about  the  cost 
of  medical  care  and  that  it  is  out  of  reach  of  the 
average  citizen.  True  it  is  a problem,  and  a serious 
one,  but  great  strides  have  been  made  in  the  last 
few  years  in  ameliorating  the  financial  burden  by 
the  tremendous  increase  in  voluntary  insurance 
both  by  Blue  Cross  and  Blue  Shield,  such  as  our 
Physicians  Service,  and  by  commercial  insurance 
companies.  An  increasing  number  of  these  are  con- 
tinuing their  coverage  throughout  the  life  of  the 
individual  and  accepting  subscribers  of  all  ages. 
All  Blue  Cross  plans  in  the  country  permit  sub- 
scribers to  continue  coverage  beyond  the  age  of 
sixty-five.^-  .A.nd  now  there  is  increasing  opiX)rtu- 
nity  for  subscribers  to  obtain  major  medical  cov- 
erage. Twenty  years  ago  there  was  almost  no 
health  insurance  for  those  over  sixty-five.  In  1952, 
26%  of  them  had  health  insurance.-  In  1957  it  was 
estimated  that  51%  of  people  over  sixty-five  who 
needed  and  wanted  it  had  voluntary  health  insur- 
ance and  that  this  percentage  would  grow  to  90% 
between  1970  and  1975.-'^  Considerable  numbers  of 
people  are  covered  by  other  means  such  as  A’eterans 
.Administration,  Medicare,  Indian  Health  program, 
local  agencies,  the  military,  etc.,  or  have  sufficient 
means  to  need  no  insurance  protection.  Certainly 
the  rate  of  increase  in  voluntary  insurance  far  ex- 
ceeds the  rate  of  increase  in  the  number  of  peojile 
living  to  sixty-five  years  and  over. 
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Needy  Always  Cared  for  by  Medical  Profession 

For  those  who  are  not  covered  by  insurance  the 
medical  profession  has  always  accepted  the  respon- 
sibility of  caring  for  the  needy  with  little  regard  to 
financial  recompense  and  there  is  no  indication  that 
we  are  contemplating  any  change  in  this  custom. 
Illness  does  put  a heavy  financial  burden  on  many 
people  l)ut  it  is  certainly  unusual  that  any  individual 
in  real  need  of  professional  curative  services  in  this 
country  today  is  deprived  of  it  because  of  his  finan- 
cial status.  Further  there  is  no  evidence  that  the 
quality  of  this  service  is  exceeded  in  any  country 
in  the  world  or  has  been  exceeded  in  any  period  in 
the  past.  In  regard  to  cost  of  these  services  it  is  of 
interest  and  significance  that  in  1958  the  payments 
to  practitioners  of  medicines  came  to  only  11%  of 
the  total  expenditures  for  medical  care  for  recip- 
ients of  old-age  assistance.'* 

In  1953  the  Rhode  Island  Governor’s  commis- 
sion to  study  the  problems  of  the  aged®  reported 
“there  is  no  doubt  that  medical  and  hospital  rates 
were  adjusted  to  the  means  of  aged  persons  re- 
ceiving services  as  they  are  for  the  population 
generally.” 

Thus  it  is  quite  clear  that  the  need  for  medical 
care  of  high  quality  is  more  readily  met  for  people 
of  low  income  than  are  other  needs.  There  are  de- 
ficiencies, however,  as  there  are  in  any  system  but 
great  advances  have  been  made  and  are  being  made 
toward  diminishing  these  deficiencies  under  a sys- 
tem of  voluntary  medical  effort  and  private  health 
insurance.  It  would  be  a most  unfortunate  thing  if 
the  initiative  were  seized  from  those  who  are  dedi- 
cated to  this  work  and  placed  in  the  hands  of 
bureaucratic  control  with  its  impersonal,  cumber- 
some methods.  One  can  be  certain  that  each  dollar 
that  goes  into  such  a system  has  a large  part  of  it 
devoured  before  it  arrives  at  the  point  where  it 
becomes  effective.  That  is,  in  this  case,  before  it 
gets  to  the  point  where  it  provides  goods  and  serv- 
ices for  the  individual.  I say  the  present  system  has 
deficiencies.  Where  are  these  deficiencies?  Those 
of  us  who  are  in  daily  contact  with  those  who  are 
ill  know  full  well  that  the  handling  of  acute  illness 
in  people  of  whatever  financial  bracket  is  little  short 
of  phenomenal  and  rarely  places  an  insurmountable 
financial  burden  on  the  individual  or  his  family 
although  it  sometimes  looks  to  these  people  as  if 
it  would.  If  they  can't  pay  they  don’t  have  to. 

It  is  the  chronic  illness,  whether  in  the  old  or  the 
young,  that  causes  the  real  burden  for  those  who 
are  not  financially  independent.  But  even  here  it  is 
not  the  medical  care  that  is  the  only  or  necessarily 
the  greatest  financial  strain.  The  general  cost  of 
living  becomes  almost  or  actually  impossible  to 
meet,  especially  if  the  chronically  ill  individual  is 
the  breadwinner  for  himself  and  more  especially  if 


he  or  she  has  one  or  more  dependents. 

Chronic  Illness  Major  Issue 
It  is  in  this  field  of  chronic  illness,  which  affects 
older  people  more  than  younger,  that  there  is  most 
room  for  improvement.  W hen  we  speak  of  chronic 
illness  and  its  problems  of  care  I think  we  should 
include  any  condition  that  tends  more  or  less  per- 
manently or  intermittently  to  incapacitate  a ])er- 
son  for  a productive  life.  This  condition  may  affect 
either  his  physical  or  his  mental  state  or  both.  These 
conditions  may  not  necessarily  be  illnesses  in  the 
usual  sense  but  rather  the  natural  processes  of  de- 
terioration that  come  with  advancing  years,  rela- 
tively early  with  some  and  later  with  others  and 
the  age  at  which  they  start  has  little  bearing  on  the 
problem  of  care.  These  are  conditions  which  we 
consider  not  so  much  in  terms  of  cure  as  in  terms 
of  symptomatic  alleviation  and  individual  adapta- 
tion. The  adaptation  relates  both  to  the  aging  indi- 
vidual and  to  the  people  with  whom  he  is  asso- 
ciated, his  family,  and  friends.  It  requires  a team 
approach  in  which  many  people  have  varying  parts 
to  play  doctors,  nurses,  social  workers,  physio- 
therapists, family,  friends,  volunteer  workers,  as- 
sociates in  his  daily  activities.  It  is  a matter  of 
evaluating  and  adapting  the  capacity  of  the  indi- 
vidual mentally  and  physically  in  association  with 
the  surrounding  circumstances  of  his  life.  Sympa- 
thetic understanding  and  patient  encouragement 
along  with  careful  expert  training  in  using  and 
exercising  deficient  functions  may  often  convert 
an  apparently  helpless  individual,  completely  de- 
pendent on  others  for  support  into  one  with  vary- 
ing degrees  of  self-sufficiency.  The  process  is 
frequently  difficult  and  time  consuming  both  for 
the  patient  and  all  concerned  but  it  returns  great 
rewards  in  peace  of  mind  and  accomplishment  for 
the  individual,  a sense  of  satisfaction  for  those 
caring  for  him  and  diminution  of  the  burden  of 
care  upon  those  responsible  for  his  support. 

Of  late  a great  deal  of  study  has  been  carried 
out  to  determine  the  most  satisfactory  ways  of  han- 
dling long-term  illness.  The  Joint  Council  to  im- 
prove the  Health  Care  of  the  Aged  is  a group  spon- 
sored by  the  American  Dental,  Hospital,  Medical 
and  Nursing  Home  Associations.  Last  June  they 
had  their  first  national  conference  in  which  repre- 
sentatives from  various  parts  of  the  country  told 
of  their  experiences  in  the  care  of  chronic  illness. 
The  general  tenor  of  the  conference  was  that 
specially  adapted  facilities  for  the  care  of  chronic 
diseases  are  needed  and  can  be  developed  at  a cost 
of  to  ^ of  those  for  general  hospital  care  both 
in  regard  to  capital  expenditure  and  running  ex- 
penses. In  Arkansas  City,”  Kansas,  and  at  the 
Jewish  Hospital  of  St.  Louis, a chronic  and  con- 
valescent unit  in  the  general  hospital  serves  the 
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purpose  well.  In  Traverse  City,  Michigan,  with  a 
population  of  only  20,000,  a separate  chronic  dis- 
ease hospital  has  recently  been  built  on  grounds 
adjoining  the  general  hospital.^  It  is  quite  obvious 
that  whatever  type  of  unit  is  established  there  is 
great  advantage  in  its  being  physically  closely  asso- 
ciated with  a general  hospital  in  order  to  get  help 
from  the  established  departments  of  this  hospital 
such  as  dietary,  laboratory,  physical  therapy.  X ray 
and  a host  of  others  including  medical  and  nursing 
personnel. 

In  1956  the  Commission  on  Chronic  Illness  had 
this  to  say  in  regard  to  care  of  the  chronically  ill,® 
“The  most  desirable  approach  to  providing  hospital 
care  to  long-term  patients  is  through  extension,  or- 
ganization. and  co-ordination  of  the  facilities  and 
services  of  general  hospitals  both  private  and  pub- 
lic. In  some  general  hospitals  this  will  require  only 
an  extension  of  the  hospital's  responsibility  and 
reorientation  of  the  staff  so  that  diagnostic  and 
therapeutic  services — disproportionatelv  dedicated 
to  acute  illness — will  he  appropriately  and  ade- 
quatelv  applied  to  the  chronically  ill.  In  many  other 
hospitals  additional  beds  will  be  needed,  and  per- 
sonnel, space,  and  equipment  required  to  provide 
specialized  services  to  the  long-term  patients.  In 
all  general  hospitals  the  concept,  philosophy,  and 
practice  of  rehabilitation  must  be  paramount. 

“'hhe  independent  chronic  disease  hospital  is  a 
second  choice  approach  to  long-term  hospital  care. 
It  should  be  considered  only  when  there  is  no  prac- 
tical way  to  associate  the  chronic  disease  facility 
physically  and  administratively  with  the  general 
hospital.” 

A great  many  people  in  acute  as  well  as  chronic 
general  hospitals  have  no  need  of  hospitalization 
and  cannot  profit  from  the  highly  trained  special- 
ized personnel.  They  are  there  because  they  cannot 
be  taken  care  of  at  home  or  unfortunately  all  too 
often  their  family  doesn't  want  them  at  home.  They 
put  an  unnecessary  strain  on  the  facilities  of  the 
general  hospital  and  occupy  space  that  could  be 
used  to  greater  advantage  bv  those  who  need  this 
type  of  care. 

Community  Homemaker  Programs  Effective 

Several  communities  are  providing  service  to 
these  ]:)et)j:)le  in  various  ways,  at  relativelv  low  cost. 
Some  do  it  by  providing  homemaking  and  visiting 
nurse  service  in  their  homes.  On  Welfare  Island 
in  Xew  York  City  units  of  general  hospitals  have 
been  set  up  as  so-called  Homesteads  because  it  had 
been  found  that  20%  of  all  municipal  hospital  pa- 
tients and  61%  of  those  in  chronic  hospitals  did 
not  need  general  hospital  care.*"  In  these  domi- 
ciliary units  there  are  no  resident  physicians,  but 
staff'  i)hysicians  are  available  for  medical  super- 
vision. When  an  incumbent  becomes  ill  he  is  ad- 
mitted to  the  general  hospital  services  the  same 
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as  if  he  had  been  living  at  home.  It  is  stated  in  the 
report  of  this  unit  that  “the  addition  of  restorative 
services  to  hospitals  and  other  institutions  for  the 
care  of  the  sick  or  disabled  is  no  longer  a matter  of 
choice.  The  best  if  not  the  onlv  wav  to  prevent 
the  accumulation  of  the  chronicallv  disabled 
people  in  institutions  of  healing  is  to  rehabilitate 
them  to  self-sufficiency  or  where  possible  to  gain- 
ful emplovment.” 

In  X'ew  Jersey  most  successful  use  has  been 
made  of  Homemaker  Service**  for  the  incapaci- 
tated patient  who  does  not  need  hospital  care.  The 
service  was  started  in  1950  and  has  grown  steadilv. 
In  1958  it  provided  150.000  hours  of  service  to 
2.000  families.  Xot  only  does  it  provide  invaluable 
service  to  its  recipients  but  also  provides  productive 
emi)loyment  to  many  middle-aged  and  older  women 
who  find  other  employment  difficult  to  obtain.  They 
estimate  that  90%  of  their  budget  is  recovered  in 
fees  for  service.  As  an  example  of  what  the  service 
does  I would  like  to  summarize  the  storv  of  one  of 
their  cases.  It  shows  what  can  he  done  by  just 
simple  restorative  procedures  and  sympathetic  un- 
derstanding. An  elderl}-  couple,  the  man  eightv  and 
a deaf  mute,  the  wife  seventy-eight,  lived  in  their 
own  home  and  their  one  desire  was  to  continue  on 
together.  The  husband  was  completely  dependent 
on  his  wife  for  understanding  and  contact  with  the 
world.  She  developed  paralysis  of  both  legs  and  was 
confined  to  bed.  Institutional  care  appeared  inevi- 
table but  they  refused  it.  A homemaker  came  in 
five  days  a week  doing  the  marketing,  cooking, 
cleaning  and  e^■en  handled  the  budget  for  the  first 
month.  She  encouraged  the  husband  to  go  market- 
ing with  her  and  finally  to  go  alone  and  also  to  do 
some  of  the  cleaning.  He  was  delighted  with  his 
new  activities,  and  finallv  the  homemaker  was  com- 
ing only  two  half  days  a week,  which  cost  $10  a 
week.  In  the  meantime,  under  the  direction  of  the 
physician,  she  had  helped  the  wife  rehabilitate  her- 
self and  encouraged  her  natural  skills  in  knitting 
and  crocheting  so  that  she  brightened  up  the  house 
with  scatter  rugs  and  tablecloths  and  even  sold 
some  at  church  bazaars.  This  led  to  renewed  church 
contacts  and  participation  in  church  activities  for 
both  of  them.  What  could  be  more  worthwhile  than 
this  rejuvenation  at  the  age  of  eightv  and  seventy- 
eight  with  all  it  might  entail  in  personal  satisfaction 
and  economic  saving  as  well  as  saving  two  institu- 
tional spaces  for  other  purposes  ? 

Local  Studies  Important  for  Improvements 

To  best  serve  the  problems  I have  discussed, 
careful  study  on  a local  level  is  needed  to  adapt 
future  activities  to  local  conditions  and  facilities. 
This  should  be  a combined  effort  by  representa- 
tives from  many  fields  of  activity,  particularly 
medical  societies,  hospital  associations,  health  and 
welfare  departments,  social  agencies,  nursing  asso- 
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ciations  and  liealth  insurance  carriers.  Endeavors 
should  he  directed  specially  toward  means  of  ex- 
pansion of  services  and  facilities  in  the  following 
five  categories : 

1.  Eini)loynient  opportunity  for  those  who  are 
capable,  regardless  of  age. 

2.  Insurance  coverage  for  those  over  si.xty-five 
years  of  age  and  the  chronicallv  ill. 

.1.  Eacilities  for  the  care  of  chronic  illnesses, 
preferably  in  close  association  with  existing 
general  hospitals. 

4.  Eacilities  for  those  who  require  a sheltered 
existence  and  care,  hut  not  the  highly  special- 
ized services  and  skills  reciuired  in  a hospital. 

5.  Rehabilitation  and  restorative  services  for 
develojiing  the  maximum  degree  of  self- 
sufficiency,  if  not  of  employability. 

.‘Studies  are  already  under  way  in  Rhode  Island 
under  various  sponsorship  including  the  Division 
of  Aging  of  the  State  Government,  the  Rhode 
Island  INIedical  Society  and  the  Council  of  Com- 
munity Services.  Their  success  is  of  great  impor- 
tance to  ex  eryone  in  the  state  and  they  warrant 
our  help  and  support. 

I hope  this  brief  report  has  given  an  idea  of  some 
of  the  more  serious  problems  of  medicine,  of  what 
is  being  done  to  overcome  them  and  of  what  can 
be  hoped  for  in  the  future  provided  concerted  effort 
is  made.  This  is  being  done  largely  by  private  indi- 
viduals and  groups  with  the  co-operation  and  hack- 
ing of  official  agencies.  There  is  a long  way  to  go 
hut  there  is  ever  increasing  activity  by  a large 
number  of  dedicated  individuals  and  there  are  in- 
creasing evidences  that  accomplishments  will  be 
great.  I sincerely  hope  that  it  will  continue  to  he 
done  by  voluntary  agencies  and  free  enterprise 
rather  than  by  governmental  agencies. 

It  is  the  responsibility  of  individuals  to  care  for 
themselves  insofar  as  possible,  to  care  for  the  mem- 
bers of  their  families  who  cannot  take  care  of  them- 
selves. and  help  to  care  for  unfortunate  members 
of  their  community  through  local  private  agencies. 
The  generosity  of  the  American  people  has  always 
contributed  freely  even  to  the  care  of  people 
throughout  the  world. 

Only  in  cases  of  real  need  should  governmental 
agencies,  local,  state,  and  as  a last  resort  federal, 
be  asked  to  help.  The  job  can  be  done  more  eco- 
nomically hjcally  and  with  a more  personal  and 
individual  touch.  The  Blue  Cross-Blue  Shield  or- 
ganizations and  private  insurance  companies  have 
proved  themselves  interested  in  the  welfare  of  their 
subscribers  and  capable  of  making  illness  finan- 
cially tolerable  to  the  great  majority  of  people  if 
given  the  opportunity.  There  is  no  evidence  that 
over-all  coverage  by  the  federal  government  is 
needed  nor  that  it  can  provide  medical  insurance 
as  efficiently  or  as  economically  as  can  private 


enterprise.  If  the  ])eople  of  this  countrv  give  over 
to  the  government  the  responsibility  of  caring  for 
themselves  and  for  their  dependents  they  are  hound 
eventually  to  lose  many  of  their  privileges  of  free- 
dom of  action.  When  a government  assumes  the 
responsibilities  of  individuals  those  individuals  lose 
initiative  and  purpose.  This  leads  only  to  weaken- 
ing and  deterioration  of  the  nation.  Unless  a nation 
is  strong  within  it  cannot  hold  its  position  in  the 
world. 
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DID  YOU  KNOW? 

• That  in  11  states  more  than  73  per  cent  of  the 
population  has  health  insurance,  and  the  leading 
state  is  New  York  with  90.5  per  cent  coverage. 

• That  seven  out  of  every  ten  persons  admitted 
to  hospitals  stay  seven  days  or  less,  96  per  cent 
stay  30  days  or  less. 

• That  men  are  more  injury  prone  than  women; 
during  a 12-month  period,  the  injury  rates  were 
331  per  1,000  men  compared  to  229  per  1,000 
women. 

• That  the  American  home  accounted  for  the 
greatest  percentage  of  injuries  with  41  per  cent 
of  injured  persons  victims  of  home  accidents. 

• That  on  an  average  day  there  are  451,000  per- 
sons confined  to  hospitals. 

• That,  of  the  111  million  persons  who  have  sur- 
gical expense  insurance,  69  million  are  protected 
by  policies  issued  by  insurance  companies. 
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AUTOHEMOTHERAPY  IN  THE  TREATMENT  OF 
POST  HERPETIC  PAIN* 

Bencel  L.  Schiff,  m.d. 


The  Author.  Bcnccl  L.  Schiff,  M.D.,  of  Paniucket, 
Rhode  Island.  Assistant  Clinical  Professor  of  Derma- 
tology, Boston  University  School  of  Medicine;  Der- 
matologist, Pau’tncket  Memorial.  Miriam,  Rhode  Is- 
land, C.  V.  Chapin,  Xotre  Dame  hospitals,  a)id  at 
State  Hospital  for  Mental  Diseases. 


T T ERPES  ZOSTER  is  a highly  characteristic  virus 
disease  confined  to  man  that  attacks  sensory 
nerve  roots  and  shows  itself  on  the  skin  as  a 
groujted  vesicular  eruption  in  the  dermatome  of 
the  affected  nerve.  The  neuritis  and  the  eruption 
are  almost  always  unilateral.  On  the  face,  the  area 
ser\  ed  by  the  ophthalmic  division  of  the  fifth  cra- 
nial nerve  is  a common  and  especially  serious  site 
in  adults.  The  neck,  shoulders,  trunk  and  extremi- 
ties are  also  common  sites,  again  in  unilateral  pat- 
terns that  conform  exactly  to  the  pattern  of  sen- 
sory topography. 

The  cause  of  herpes  zoster  is  a virus  that  is  be- 
lieved to  be  identical  with,  or  closely  related  to, 
that  of  chickenpox.  One  basis  for  this  belief  is  the 
epidemiologic  observation  of  cases  of  herpes  zoster 
appearing  in  adults  exposed  to  children  with  ^•ari- 
cella  and  cases  of  chickenpox  appearing  in  children 
exposed  to  adults  with  herpes  zoster. 

It  is  equally  well  known  that  abnormal  conditions 
around  the  posterior  ganglia  may  trigger  an  attack 
of  herj^es  zoster.  Leukemic  infiltrates,  neoplasias  in 
the  region  of  the  bony  foramina  of  tbe  spine  and 
skull  may  compress  or  irritate  nerve  roots  and 
make  tbem  more  susceptible  to  attack  by  the  virus. 
The  possibility  that  such  a condition  may  be  behind 
an  attack  of  herpes  zoster  is  worth  remembering 
and.  upon  the  least  suspicion,  worth  investigating 
bv  blood  counts,  radiography,  or  other  means  that 
may  be  revelatory. 

The  treatment  of  the  ordinary  case  of  herpes 
zoster  is  uneventful,  and  good  response  is  obtained 
in  the  acute  phase  with  a variety  of  drugs,  an 
aspect  of  the  problem  which  has  been  adequately 
covered  in  the  medical  literature. 

This  i)ai)er  is  primarily  concerned  with  the  man- 

*l-'rom the  Department  of  Dermatology.  Boston  Univer- 
sity School  of  Medicine.  Presented  at  tlie  annual  Kenney 
Clinic  Day  at  the  Pawtucket  Memorial  Hospital.  Paw- 
tucket, R.  1.,  November  18,  1959. 


agement  of  neuralgic  pain  following  herpes  zoster 
which,  particularly  in  older  people,  may  be  so 
severe  as  to  itroduce  in  tbem  a state  of  utter 
despondency. 

A review  of  the  literature  discloses  that  very 
little  attention  has  been  paid  to  this  subject.  \ an 
Blaricom  and  Horrax  ^ have  recently  described  the 
radical  surgery,  from  lobotomy  to  chordotomy,  that 
has  been  done  in  an  attempt  to  relieve  tbe  suff'ering 
from  this  agonizing  neuralgia. 

Sauer-  reported  the  use  of  cortisone,  corti- 
cotropin and  the  placebo  in  tbe  treatment  of  post- 
herpetic neuralgia. 

Ansfield  and  Rens^  treated  fifty-four  cases  of 
acute  herpes  zoster  by  autohemotberapy  and  re- 
ported excellent  results,  with  pain  entirely  con- 
trolled within  two  to  seven  days.  They  suggested 
that  autohemotherapy  stimulates  the  patient’s  own 
gamma  globulin  to  combat  the  virus  of  herpes 
zoster.  Sauer,'*  on  the  other  hand,  believes  there 
is  evidence  that  autohemotherapy  stimulates  the 
adrenocortical  system. 

W ith  these  results  in  mind,  eleven  patients  with 
post-herpetic  neuralgia  were  studied  by  me  over  a 
period  of  two  years.  (See  Table  Xo.  1)  Eight  were 
men  and  three  were  women.  The  ages  ranged  from 
fortv-five  to  seventy-nine  years. 

The  duration  of  pain  was  from  thirty-one  to 
sixtv-seven  days,  severe  in  seven  cases  and  mod- 
erate in  four. 
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TABLE  NUMBER  1 


Case 

Sex 

Age 

Location 

Dura- 

tion 

of 

Pain 

Total 
Number 
of  In- 
jections 

Response 

1 

F. 

65' 

Thoracic 

34 

12 

Good 

2 

F. 

55 

Lumbar 

40 

10 

F.aii.ure 

3 

F. 

45 

Thoracic 

32 

12 

Good 

4 

M. 

72 

T rigeminal 

50 

14 

Good 

5 

M. 

79 

T rigeminal 

37 

10 

F.mi.uuf. 

6 

M. 

66 

Thoracic 

40 

13 

Good 

7 

M. 

47 

Thoracic 

31 

12 

G(X)d 

8 

M. 

52 

Lumbar 

37 

13 

G(X)d 

9 

M. 

59 

Lumbar 

67 

12 

Good 

10 

M. 

51 

Thoracic 

40 

10 

Good 

11 

M. 

74 

Tlioracic 

58 

11 

F.mlure 
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CANALS  AND  CYSTS  OF  THE  GENITOPERINEAL  RAPHE 

Daniel  S.  Liang,  m.d. 


The  Author.  Daniel  S.  Liang,  M.D.,  of  Providence, 
Rhode  Island.  Urological  Staff,  the  Memorial  Hos- 
pital, Paivtucket ; St.  Joseph’s  Hospital,  Providence ; 
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IN  THE  American  literature  on  the  subject,  canals 
and  cysts  of  the  genitoperineal  raphe,  a con- 
genital anomaly  of  the  genitourinary  system,  have 
not  been  reported  on  very  frequently.  Yet  in  1936, 
Neff  reported  six  personal  cases  and  quoted  Papa, 
who  in  1933  had  collected  thirty-two  cases  from 
the  literature.  Okawa  also  reported  ten  personal 
cases,  so  it  would  seem  that  the  condition  may  not 
be  so  rare.  In  1955  Wooldridge  reported  one  case, 
and  reported  finding  only  two  articles  since  1936 
in  the  American  literature. 

According  to  Herhut,  the  exact  pathogenesis  of 
this  condition  is  still  in  doubt.  It  is  generally  be- 
lieved to  result  from  the  epithelial  rests  that  remain 
from  the  incomplete  closure  of  the  genital  folds  or 
from  cellular  outgrowths  of  embryonic  epithelium 
after  primary  closure  of  the  genital  folds.  This  has 
been  carefully  diagramed  by  Neff. 

The  patient  is  unaware  of  symptoms  from  these 
cysts  and/or  canals  unless  they  become  infected. 
Then  they  may  interfere  with  urination,  and  red- 
ness or  swelling  may  occur.  The  cysts  or  canals 
may  be  anywhere  along  the  genitoperineal  ra])he ; 
they  may  he  elongated  and  simulate  a second 
urethra,  or  they  may  he  a single  communicating 
canal  or  a segmented  one ; they  may  he  in  commu- 
nication with  the  skin  or  may  end  in  a cyst.  The 
cysts,  usually  about  Yz  cm.  in  diameter,  are  simi- 
larh’  located ; they  are  usually  entirely  sulnnerged 
and  are  filled  with  mucoid  or  sebaceous  material. 
Microscopically,  both  cyst  and  canal  are  often  lined 
with  multiple  stratified  epithelium.  Focal  inflamma- 
tion is  usually  found  in  the  surrounding  tissue.  The 
treatment  of  this  condition  is  total  excision.  Prog- 
nosis is  favorable. 

The  following  case  report  is  concerned  with  both 
a canal  and  cyst  of  the  genitoperineal  raphe ; 

W.  S.,  119'85  at  Our  Lady  of  Fatima  Hospital, 
Rhode  Island,  a twenty-one-year-old  white  male 
was  sent  to  me  because  of  a mass  in  the  scrotum 
which  he  had  noticed  growing  in  size  over  the  past 
three  years.  He  thought  that  the  mass  became  larger 
during  sexual  excitement.  There  were  no  other 


symptoms.  Patient  admitted  g.c.  five  years  before  : 
this  had  been  treated  with  penicillin.  While  in  the 
armed  services,  the  patient  was  examined  and  told 
that  the  growth  was  probably  a third  testicle.  Phys- 
ical examination  proved  negative  except  to  locate 
the  tumor  mass  approximately  2J4-3  cm.  in  diam- 
eter in  the  scrotum  between  two  normal  testicles. 
It  was  firm,  non-tender,  smooth,  freely  movable, 
and  situated  deep  in  the  scrotum.  It  was  completely 
detached  from  the  adjacent  skin  and  from  the  tes- 
ticle. There  was  also  a headed,  cord-like,  elongated 
structure  running  alongside  the  urethra,  detached 
from  the  urethra  and  skin. 

concluded  on  next  page 
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During  the  operation  the  tumor  and  cord-like 
structure  were  easily  isolated  (see  fig.  1 ) and  were 
dissected  out  completely.  The  post-operative  course 
was  noneventful  (see  fig.  2).  Pathological  gross 
description : specimen  consists  of  ovoid  2 cm.  firm 
structure  lined  by  a smooth  and  glistening  mem- 
brane with  the  attachment  of  a long,  thin  tubular 
formation  arising  from  one  pole.  On  the  opposite 
pole  there  is  a fibrous  hand  0.5  cm.  long.  On  section, 
the  mass  appears  to  he  a cyst  filled  with  sebaceous 
material.  The  inner  wall  of  the  cyst  is  pinkish 
brown  and  granular.  The  attached  tubular  struc- 
ture is  also  filled  with  the  same  kind  of  sebaceous 
material.  Microscopic  section  of  the  cvst  structure 
shows  a lining  of  multiple  stratified  squamous  epi- 
thelium. The  lumen  contains  keratin  debris  and 
sebaceous  material.  Foci  of  chronic  inflammation 
are  noted.  The  tubular  structure  shows  a lining  of 
essentiallv  similar  appearance. 

Comment 

I feel  that  the  above  case  illustrates  very  clearlv 
a complete  cyst  and  canal  without  surrounding  in- 
flammation. and  that  the  mass  simulates  an  atrophic 
third  testis.  Since  the  condition  is  not  common,  it 
is  difficult  to  make  a differential  diagnosis  between 
other  tumors  or  cysts  of  the  scrotum.  It  would 
appear  safest  to  explore  any  tumors,  cysts,  or 
canals  in  the  scrotum.  Even  if  the  mass  should 
prove  to  he  a third  testis,  the  patient  will  probably 
not  miss  it. 
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A rapidly  accelerating  program  of  medical  re- 
search is  offering  "hope  for  the  future”  in  routing 
viral  diseases,  particularly  in  the  form  of  vaccines. 
Evidence  documenting  this  statement  is  presented 
in  the  recent  issue  of  PATTERNS  OF  Disease,  a 
Parke,  Davis  & Company  publication  prepared  for 
the  medical  profession. 

Live  vaccines,  the  publication  reports,  are  cur- 
rently being  investigated  for  preventing  such  viral 
diseases  as  poliomyelitis,  mumps,  measles,  influ- 
enza. and  rabies.  In  addition,  inactive  virus  vac- 
cines are  under  study  for  the  prevention  of  measles, 
myxovirus  illnesses,  and  certain  types  of  enceph- 
alitis. 

The  publication  points  up  the  progress  made  in 
the  past  decade  in  the  field  of  virology.  In  1948, 
some  60  viruses  were  "known  to  be  associated  with 
infections  in  man.”  By  1958,  more  than  90  human 
viruses  had  been  recognized  and  studied  in  the 
laboratory. 
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AUTOHEMOTHERAPY  IN  THE  TREATMENT 
OF  POST-HERPETIC  PAIN 

concluded  from  page  104 

The  thoracic  nerve  was  involved  in  six  patients, 
the  trigeminal  in  two  and  the  lumbar  segment  in 
three. 

Since  the  nature  of  the  neuralgic  pain  following 
herpes  zoster  varies,  it  was  necessary  to  establish 
definite  criteria  defining  such  pain.  Sauer’s  require- 
ments for  such  criteria  were  adhered  to.  namely : 
1 ) The  duration  of  pain  should  be  thirty  days  or 
longer;  2)  The  location  of  pain  should  be  limited 
to  the  site  of  lesions  and  that  nerve  segment;  3) 
The  intensity  of  pain  should  be  moderate  or  severe. 

Method  of  Treatment  and  Results 

The  autohemotherapy  consisted  of  the  with- 
drawal of  10  cc.  of  whole  blood  from  an  antecubital 
vein  followed  by  its  immediate  injection  into  the 
gluteal  muscles.  Xo  other  medication  was  added  to 
the  blood  before  it  was  inserted  intramuscularly. 

Injections  were  given  once  every  three  davs  hut 
the  interval  between  treatments  was  increased  as 
the  symptoms  and  signs  abated.  The  maximum 
number  of  injections  given  was  fourteen  and  the 
minimum  number  was  eight.  There  were  no  reac- 
tions from  this  procedure. 

Disappearance  of  the  pain  was  noted  in  eight 
cases  and  three  failed  to  respond. 

SUMMARY 

A series  of  eleven  patients  with  post-herpetic 
pain  was  treated  by  autohemotherapy  over  a period 
of  two  years.  The  results  were  most  gratifying  in 
eight  cases,  with  the  pain  entirelv  controlled.  Three 
cases  failed  to  respond.  It  is  felt  that  autohemo- 
therapy should  be  used  routinely  in  treating  post- 
herpetic pain. 
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Introductory 

Those  of  us  who  find  enough  to  fill  their  thoughts 
in  time  as  it  goes,  who  seldom  look  behind  them, 
and  who  are  consequently  incapable  of  looking 
before  them,  such  of  my  readers,  if  any  such  there 
be,  have  little  idea  of  the  rapid  advance  now  being 
made  in  our  knowledge  of  the  nervous  system.  It  is 
not  manv  years  since  a physician,  now  living,  a man 
of  great  acuteness,  and  one  of  the  leading  physi- 
cians in  London,  said  to  me : — ‘They  talk  nonsense 
who  pretend  to  localize  disease  within  the  enceph- 
alon ; ingenious  guesses  you  may  make,  hut  such 
guesses  seldom  prove  to  he  worth  much  in  the 
dead-house.’ 

Probably  there  was  a little  of  the  whim  of  a 
vigorous  mind  in  this ; but  can  we  imagine  that 
even  a whimsical  man,  if  he  knew  anything  of  the 
matter  at  all,  could  make  such  a speech  to-day  ? Yet 
the  speech  was  not  absurd  when  it  was  made.  How 
unfair  such  a saying  would  now'  be  we  have  ample 
ev  idence  in  the  writings  of  modern  nervous  pathol- 
ogists ; and  no  one,  perhaps,  would  he  more  aston- 
ished than  the  speaker  himself  were  I to  remind 
him  of  his  long-forgotten  assertion. 

The  wonderful  advance  in  our  knowledge  of  the 
minute  anatomv  and  pathology  of  the  central  ner- 
vous system  has  imbued  a like  spirit  within  clinical 
observers,  and  they,  leaving  the  vain  traditions  of 
their  forefathers,  and  adjusting  themselves  less  to 
preconceptions  and  more  to  things,  are  winning 
their  way  onward  into  the  most  cherished  secrets 
of  nature.  Almost  all  this  is  due  to  the  microscope 
— to  the  microscope  and  to  that  genuine  temper  of 
the  observing  mind  which  begot  and  is  begotten  by 
the  microscope.  Professor  Rolleston,  in  his  remark- 
able address  on  Physiology,  read  at  the  British 
Medical  Association  at  their  Oxford  meeting, 
showed  that  the  older  anatomists  were  none  the 
greater  for  their  freedom  from  distracting  ‘micro- 
scopische  spielereien’ ; on  the  contrary,  that  they 


never  reached  the  standard  of  accuracy  in  visible 
things  which  the  microscope  has  since  helped  to 
establish.  So  it  is  in  pathology : it  would  he  idle  in 
me  to  bring  forward  examples  to  show  that  morbid 
appearances  without  number,  of  a kind  quite  evi- 
dent to  the  naked  eye.  were  never  described  with 
any  adequate  care  until  the  microscope  raised  the 
standard  of  care. 

The  minute  precision  of  this  and  such  instru- 
ments, so  far  from  encouraging  a narrowly  curious 
habit  of  mind,  has  the  very  contrary  effect.  Not 
only  was  our  knowdedge  of  the  diseases  of  the 
nervous  system  of  a very  meagre  sort  until  the  use 
of  the  microscope  became  general,  hut,  I may  add, 
that  our  method  was  even  unworthy  of  our  knowl- 
edge. Not  only  is  the  brain  the  most  complex  and 
least  accessible  part  of  the  body,  and  therefore  the 
last  to  benefit  by  the  more  vigorous  and  more  philo- 
sophical mode  of  investigation,  which  may  he  said 
w'ithin  the  last  few  years  to  have  changed  the  face 
of  the  medical  art,  hut  it  is  in  the  descriptions  of 
the  functions  and  of  the  disorders  of  the  brain,  that 
what  has  been  called  the  metaphysical  or  trans- 
cendental habit  of  thought  has  most  tenaciously 
held  its  ground.  W’here  the  order  of  phenomena  is 
most  complex  and  observation  most  difficult,  there 
our  theories  most  readily  escape  the  test  of  experi- 
ment. Unchecked  by  direct  reference  to  nature, 
theories  which  have  a fair  aspect,  which  are  clothed 
in  imposing  language,  and  which  are  symmetrical 
and  definite,  there  continue  to  command  assent, 
although  elsewhere  discredited.  No  one  would  in- 
deed now  dream  of  referring  the  functions  of  the 
liver  or  of  the  heart  to  an  immaterial  principle 
residing  in  or  about  these  organs,  yet  many  per- 
sons still  cling  to  the  opinion  that  the  functions  of 
the  brain  are  something  more  than  the  movements 
and  the  relations  of  the  cerebral  tissues ; and  they 
not  unnaturally  therefore  refer  diseases  of  the 
encephalon  to  something  more  than  the  abnormal 
movements  of  its  component  parts. 

We  are  tempted,  for  instance,  to  give  a reality  to 
such  a disorder  as  epilepsy  apart  from  the  phenom- 
ena in  which  we  say  that  it  is  seen.  We  are  led  to 
forget  that  molecular  equilibrium  may  be  disturbed 
to  a greater  or  less  degree  in  the  brain  as  in  any 
other  aggregate ; and  instead  of  tracing  out  devia- 
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tions  from  health,  we  satisfy  ourselves  with  nam- 
ing the  morbid  state  as  we  see  it  in  its  fullest  devel- 
opment. and  having  named  it  we  trv  to  hope  that 
it  is  explained.  We  thus  begin  more  or  less  con- 
sciously to  use  such  a word  as  ‘epilepsy’  in  the  sense 
of  a principle  of  causation,  and  to  forget  that  it  is 
merely  a name  given  to  a more  or  less  definite  group 
of  irregular  movements.  Even  in  the  writings  of 
those  who  take  a clearer  view  of  the  ^■alue  of  such 
names  as  ‘epilepsy.’  ‘chorea.’  and  the  like,  we  may 
often  detect  a tendency  to  use  such  words  too  much 
in  a pictorial  sense.  A brilliant  sketch  of  an  epileptic 
state,  for  instance,  is  set  before  the  reader,  and  is 
presented  to  him  as  a ‘tt-pe’  or  standard,  bv  which 
he  is  to  regulate  his  conceptions  of  all  similar  states. 
Certain  marked  features  are  held  to  be  necessary  to 
the  proper  constitution  of  the  ‘type.’  and  all  modes 
of  irregularity  of  function  not  presenting  such  fea- 
tures are  held  to  be  what  they  please,  but  certainly 
not  epilepsy.  They  must  group  themselves  after  a 
given  fashion,  and  present  certain  given  characters 
on  pain  of  being  neglected,  or.  at  best,  recorded  as 
‘curiosities.’  Yet  it  is  in  these  slighter  deviations 
from  the  normal  order,  in  spasmodic  neuralgias, 
local  tremors,  transient  suspensions  of  the  senses, 
and  such  minor  indications  of  lessened  tension  and 
increasing  instability,  that  we  shall  ultimately  find 
the  explanation  of  the  more  ‘t^-pical’  forms  of  dis- 
order. It  is  not  by  setting  up  opposition  standards 
to  the  standard  of  health  that  we  shall  learn  the 
modes  of  initiation  of  morbid  changes,  but  rather 
by  watching  the  outskirts  of  health  itself. 

Before  we  can  comprehend  extensive  changes, 
we  must  familiarise  ourselves  with  slighter  ones, 
and  so  take  with  us  the  clue  to  the  larger  mysterc. 
We  sltall.  no  doubt,  continue  to  depict  the  extreme 
and  complete  manifestations  of  disorder  for  clin- 
ical ends,  yet  if  we  are  to  discover  their  origin,  we 
shall  have  to  desert  this  kind  of  synthesis  for  anal- 
ysis. \\  e must  unravel  groups  of  phenomena,  and 
trace  each  element  to  its  source.  W e must  learn  to 
have  a less  exclusive  administration  for  brilliant 
displays  of  disease,  and  to  cultivate  rather  a per- 
ception of  those  many  little  various  errors  from 
healthy  order  by  which  Nature  chieflv  seeks  to 
l)etray  herself.  A straw  mav  show  the  wav  of  the 
wind  better  than  a falling  tower.  A habit  of  thus 
wakefully  regarding  the  minutest  variations  of  the 
nonnal  state,  and  of  verifying  them  accurately,  is 
of  inestimable  value,  and  is  quite  the  opposite  of 
that  other  habit  of  setting  up  certain  morbid  stand- 
ards or  lay-figures  to  which  all  changes  are  to  be 
referred.  It  cannot  be  too  earnestly  impressed  upon 
our  students  that  any  new  facts,  however  small,  if 
well  observed,  may  lead  up.  and  probably  will  lead 
up.  to  some  wider  truth  of  scientific  or  even  of 
immediately  practical  importance.  But  to  compare 
individual  instances  of  disease  with  conventional 
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standards,  is  directly  to  discourage  the  observation 
of  those  lesser  phenomena,  and  to  teach  the  student 
rather  to  pare  them  off  as  far  as  possible  until  he 
can  produce  his  case  in  trim  with  accepted  models. 
The  baneful  influence  of  this  method  of  case-taking 
is  but  too  plain  in  all  medical  schools.  Students  are 
led  to  think  that  facts  which  seem  to  them  to  be 
accessory  are  not  only  unworthy  of  verification,  but 
are  even  intrusive,  and  rather  spoil  the  elegance  of 
their  case  than  otherwise. 

I much  doubt  indeed  whether  such  terms  as  ‘epi- 
lepsy.’ ‘chorea,’  &c..  will  prove  ultimately  to  be 
valuable  as  names.  Their  signification  will  be  found 
so  indefinite  as  the  study  of  temporary  and  chrono- 
metric  failures  of  function  advances,  that  I fullv 
expect  to  see  the  groups  which  they  profess  to 
designate  altogether  broken  up.  and  their  elements 
grouped  again  under  higher  and  more  philosophical 
names  having  reference  to  other  and  wider  affini- 
ties. We  see  this  process  in  other  names,  indeed, 
already  going  on.  The  name  ‘apoplexy,’  for  exam- 
ple. is  retained  in  our  nomenclature  rather  from 
habit  than  from  any  belief  in  its  value ; and  the 
term  ‘inflammation’  hangs  on  our  lips  bv  a very 
precarious  tenure. 

The  way  which  is  op)en  to  us  for  the  discovery  of 
the  laws  of  change  in  nervous  organs  must  be,  to 
a great  extent,  therefore,  a way  of  destruction. 
Nothing  is  so  conducive  to  a right  appreciation  of 
the  truth  as  a right  appreciation  of  the  error  by 
which  it  is  surrounded.  The  successful  investigator 
must  bring  to  test  statements  and  conceptions 
which  have  been  too  long  accepted  on  faith,  habit, 
or  good-nature.  He  must  look  boldly  behind  certain 
large  words  which  are  now  too  often  the  shelter  of 
ignorance,  and  he  must  satisfy  himself  whether 
they  have  any  definite  value  or  not.  When  it  is  seen 
how  much  our  current  language  really  signifies, 
and  when  all  technicalities,  which  took  their  rise  in 
old  and  false  methods,  have  been  swept  out  of  sight, 
we  shall  feel,  perhaps,  a little  bare,  but  at  any  rate 
we  shall  have  open  field  for  our  new  researches. 
\\  hen  we  ha\  e stripped  off"  all  overgrowth  of  heavy 
verbiage,  we  shall  see  that  there  is  no  lack  of  facts, 
and  in  our  endeavour  to  verify  those  which  we 
think  we  have,  we  shall  continually  come  across 
others  which  no  ingenuity  of  our  own  could  have 
led  us  to  seek  for,  but  which  may  turn  out  to  be  of 
the  greatest  practical  value.  Moreover,  the  steady 
pursuit  of  such  a method  strengthens  in  the  ob- 
server that  spirit  of  open-eyed  sincerity  which  in 
the  man  of  science  answers  to  the  catholic  sympathy 
of  the  greatest  artists,  and  is  the  true  magistery. 

It  is  therefore  with  great  anticipations  not  only 
of  a direct  increase  of  knowledge,  but  also  of  a 
great  purification  of  method  and  of  speech,  that  I 
now  see  the  ophthalmoscope,  another  arm  of  pre- 
cision, brought  to  bear  upon  nervous  diseases ; an 
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instrument  requiring  minute  accuracy  in  the  use, 
and  revealing  modes  of  nervous  change  during  life 
which  before  could  be  known  only  after  death  and 
in  their  results.  I regard  the  application  of  the  oph- 
thalmoscope, not  to  the  diagnosis  only,  but  also  to 
the  investigation  of  modes  of  nervous  change,  as 
of  very  happy  augury.  It  will,  like  the  microscope, 
not  only  teach  us  to  see  the  new  things  which  it 
exhibits  itself,  but  it  will  train  our  eyes  to  see  many 
more  new  things  which  before  we  had  overlooked. 

My  readers  well  know  the  marvellous  change 
which  this  instrument  has  produced  in  the  knowl- 
edge and  method  of  the  oculist.  Not  only  has  it 
cleared  up  for  him  many  doubts,  and  has  enal)led 
him  to  recognise  certain  pathological  states  which 
before  were  beyond  his  reach,  but  the  new  hal)its 
of  accuracy  which  it  has  encouraged  are  very  evi- 
dent also  in  recent  work  in  those  departments  of 
ophthalmic  practice  where  the  ophthalmoscope  is 
less  needed.  Recent  inquiries,  for  example,  into  the 
disorders  of  accommodation  and  refraction,  and  of 
the  muscular  action  of  the  orbit,  appear  to  me  to 
have  been  conducted  in  a genuinely  scientific  spirit, 
and  have  led  to  results  whose  hearing  upon  more 
general  laws  of  nervo-muscular  life  may  turn  out 
to  he  most  important.^  Whatever,  then,  may  prove 
to  he  the  practical  value  of  the  ophthalmoscope  in 
detecting  disease  of  the  brain  or  spinal  cord,  it  has 
for  me  this  great  charm — that  its  use  must  favour 
a spirit  of  industrious  and  accurate  observation,  and 
must  favour  also  that  wholesome  disposition  of 
mind  which  welcomes  any  facts,  however  far  away 
they  may  seem  to  he  from  traditional  doctrines  or 
dignified  theories.  I can  scarcely  suppose  that  the 
ophthalmoscope  will,  in  the  hands  of  the  physician, 
ever  rank  in  usefulness  with  the  stethoscope.  I con- 
fidently believe,  however,  that  as  the  invention  of 
the  stethoscope  has  been  of  incalculable  advantage 
to  us,  not  directly  only,  by  revealing  changes  of 
tissue  during  life,  which  previously  could  be  hut 
roughly  guessed  at,  but  also  indirectly,  by  encour- 
aging the  study  of  diseases  of  the  chest ; so  the 
ophthalmoscope  will  help  us,  not  only  by  the  facts 
it  directly  reveals,  but  by  stimulating  work  in  the 
direction  of  nervous  diseases.  Nor  must  it  be  for- 
gotten that  by  means  of  the  ophthalmoscope  we  are 
for  the  first  time  permitted  to  see  the  commence- 
ment and  progress  of  change  in  the  life  of  nervous 
tissue,  and  to  ascertain  the  modes  and  times  of 
such  change. 

This  is  not  a slight  matter;  and  if  to  all  these 
considerations  I add,  as  I shall  presently  show,  that 
the  ophthalmoscope  is  even  already  of  much  use  in 
diagnosis,  I shall  have  made  it  clear  that  this  instru- 
ment must  be  in  the  hands  of  every  physician  who 
wishes  to  speak  with  authority  on  the  subject  of 
diseases  of  the  nervous  system.  The  great  draw- 
back to  the  rapid  introduction  of  new  instruments 
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is  the  labour  required  in  learning  their  use.  Thus  it 
is  that  many  useful  aids  to  diagnosis — the  larvngo- 
scope,  the  endoscope,  the  sphygmograph — ha\e  a 
kind  of  alacrity  in  sinking  out  of  notice.  Every 
medical  school  is  now,  however,  bound  to  teach  its 
students  the  use  of  the  ophthalmoscope  as  carefully 
as  the  use  of  the  stethoscope  is  taught.  But  it  is  not 
easy  for  physicians  who  have  left  the  schools,  and 
are  engaged  in  practice,  to  take  up  a new  instru- 
ment which  requires  much  skill  in  the  using.  I can 
assure  my  readers,  however,  that  a few  hours 
spared  for  this  work  are  very  well  spent.  The  new 
glimpse  thus  gained  of  a number  of  obscure  and 
difficult  diseases  adds  greatly  to  the  interest  of 
study  ; and  I hope  to  show  that  the  ophthalmic  signs 
of  intracranial  disease  are  so  many  and  so  impor- 
tant, that  the  reader  will  jirohably  agree  with  me 
that  no  records  of  nervous  diseases  can  henceforth 
he  called  complete  which  do  not  contain  an  account 
of  the  ophthalmoscopic  appearances. 

It  has  long  been  known  that  indications  of 
changes  in  the  nervous  system  were  to  be  found 
in  the  eye.  Motor  aberrations,  such  as  contraction 
or  dilatation  of  one  or  Iwth  pupils,  squints,  ataxy 
of  the  ocular  muscles,  and  imperfect  accommoda- 
tion ; disorders  of  vision,  such  as  photophobia, 
diplopia,  hemiopia,  and  even  amaurosis,  have  all 
been  recognised  as  occurring  in  connection  with 
central  disease.  It  was  not  possible,  however,  until 
the  discovery  of  the  ophthalmoscope  by  Helmholtz 
to  attach  any  other  than  a very  loose  meaning  to 
the  word  ‘amaurosis.’-  Suspension  of  the  visual 
functions  is  often  due  to  other  causes  than  to  dis- 
ease of  the  optic  nerve  or  retina,  and  it  is  probable 
that  some  cases  of  so-called  amaurosis  are  actually 
due  rather  to  troubles  of  accommodation  than  to 
any  deficient  power  in  the  nerve  of  sight.  A minute 
study  of  the  disorders  of  motility  in  and  about  the 
eye  is  quite  as  important  as  a study  of  the  varia- 
tions of  the  optic  nerve  itself.  A slight  droop  of  the 
upper  eyelid,  and  an  equally  slight  deviation  of 
the  axis  of  the  eye,  will  reveal  the  e.xistence  of  a 
meningitis  to  the  physician  wdio  had  previously 
hoped  that  he  was  dealing  only  with  a fever.  I am 
unwillingly  obliged,  however,  now  wholly  to  pass 
by  other  symptomatic  afifections  of  the  eye.  in  order 
to  give  exclusive  attention  to  the  alterations  of  the 
optic  nerve  and  retina,  considered  mainly  in  their 
relation  to  cerehro-spinal  disease. 

It  is  but  very  recently  that  the  profession  has 
been  made  aware  that  the  interior  of  the  eye  pre- 
sents any  visible  indications  of  the  disorders  of 
the  nervous  system,  nor  can  we  say  even  yet  that 
the  great  importance  of  these  indications  is  gen- 
erally understood. 

Another  great  drawback  to  the  full  appreciation 
of  such  facts  is  the  unlucky  division  of  cases  be- 
tween the  physician  and  the  ophthalmic  surgeon. 

continued  on  next  page 
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If  the  disturbance  of  sight  be  that  which  most 
affects  the  patient,  he  goes  the  round  of  the  oph- 
thalmic hospitals ; if  . on  the  contrary,  the  disturb- 
ance of  the  nervo-muscular  functions  he  upper- 
most. he  falls  under  the  care  of  physicians,  who 
are  naturally  prone  to  overlook  any  changes  of  the 
inner  eye.  As  marked  changes  may  occur  at  the 
back  of  the  eye  with  slight  or  with  no  disorder  of 
the  visual  function,  it  is  not  surprising  that  the 
physician  should  overlook  one  half  of  the  facts, 
and  it  as  naturally  happens,  on  the  other  side,  that 
the  surgeon’s  attention  is  equalh-  limited.  While 
the  present  absurd  division  of  the  profession  into 
operators  and  non-operators  continues,  we  must 
be  content  to  urge  upon  those  physicians  who  take 
an  interest  in  ner\ous  diseases  to  frequent  the  oph- 
thalmic hospitals,  where  a wealth  of  material  awaits 
them,  of  which  they  have  little  conception.  I am 
able  to  assure  my  medical  brethren  that  they  will 
receive  a warm  welcome  from  their  surgical  allies, 
who.  in  their  turn,  are  much  interested  in  the  rela- 
tions of  eye  affections  to  more  general  diseases. 
Indeed,  physicians  have  little  idea  how  ‘medical’ 
are  the  ‘Ophthalmic  Hospital  Reports’  and  the 
‘Ophthalmic  Review’ ; and  to  the  medical  work  of 
ophthalmic  surgeons  like  Mr.  Hulke.  Mr.  Hutch- 
inson. and  others  in  England,  and  like  Grafe, 
Sichel.  Liebreich,  or  Desmarres  abroad,  physicians 
are  already  deeply  indebted.  I wish  I could  sav  that 
the  physicians  showed  a greater  sense  of  their  obli- 
gations. The  number  of  physicians  who  are  work- 
ing with  the  ophthalmoscope  in  England  may,  I 
believe,  be  counted  upon  the  fingers  of  one  hand. 
If  I may  judge  from  the  publications  of  Galezowski 
and  Bouchut.  it  would  seem  that  the  same  reproach 
cannot  attach  to  our  Continental  neighbours,  who 
will,  therefore,  unless  we  bestir  ourselves,  make 
this  large  field  of  observation  more  especially 
their  own. 

Dr.  John  Ogle  was  the  first  physician  who  called 
my  attention  to  the  probable  results  of  ophthalmo- 
scopic examination  in  cases  of  cerebral  disease  ; and 
he  published  a paper  on  that  subject  more  than  ten 
years  ago  in  the  ‘Medical  Times.’  Dr.  Ogle  then 
impressed  upon  our  notice  the  verv  close  relations 
which  exist  between  the  cerebral  and  the  intra- 
ocular circulation,  and  he  urged  that  the  beautiful 
vascular  structure  of  the  posterior  parts  of  the  eye 
might  serve  in  its  variations  as  an  index  to  the 
vascular  condition  of  the  intracranial  organs. 

That  ‘dim  suffusions  and  cecities  the  most  serene’ 
do  often  visit  the  orbs  of  those  suffering  from 
cereljral  disease  is,  as  I have  said,  no  new  discov- 
ery. I had  made  a list  of  references  and  quotations 
from  a long  series  of  medical  authors  anterior  to 
Grafe  who  notice  this  connection,  and  I had  in- 
tended to  publish  the  list  here  ; it  became,  however, 
a very  long  one.  and,  after  all,  that  which  we  ha\  e 
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to  do  at  present  is  not  so  much  to  establish  the  con- 
nection between  cerebral  and  visual  disorders,  as 
to  establish,  with  the  ophthalmoscope  and  the  mi- 
croscope, the  modes  and  times  of  these  relations 
for  purposes  of  insight  into  the  ways  of  nervous 
disease  in  general.  My  object  is  not  so  much  to 
prove  the  common  concurrence  of  the  two  sets  of 
symptoms,  as  to  discover  the  manner  of  it  and  its 
calculable  value  in  pathology  and  in  diagnosis. 

But  it  would  be  unfair  to  forget  that  something 
had  been  done  in  interpreting  the  connection  be- 
tween amaurosis  and  brain  disease  before  the  oph- 
thalmoscope had  been  even  thought  of.  It  had  not 
onl}-  been  pointed  out  that  atrophv  of  the  ojitic 
nerves  often  followed  scrofulous  disease  of  the 
base  of  the  brain  and  other  such  cerebral  affections, 
but  also  a few  microscopic  investigations  had  been 
made  l)y  pathologists  in  such  cases.®  In  the  prte- 
ophthalmoscopic  period,  however,  amaurosis  from 
cerebral  causes  was  generally  put  down  to  a simple 
paralysis  of  the  optic  nerve,  with  some  wasting, 
perhaps,  as  a remote  consequence.  Even  those  who 
are  best  familiar  with  the  ophthalmoscope  will  find 
it  difficult  to  realise  the  fact  that  fifteen  years  ago 
a descending  neuritis  was  never  dreamt  of,  and  was 
first  revealed  by  the  mirror  to  Sichel.  Grafe.  Lie- 
breich. and  the  other  earlier  ophthalmic  investi- 
gators. 

The  idea  of  an  ophthalmoscope  was  suggested  by 
Gumming  more  than  twenty  years  ago.  Such  an 
instrument  was  invented  afterwards  by  Helmholtz, 
to  whom  modern  science  owes  so  much,  and  was 
described  by  him  in  his  ‘Beschreibung  eines  Au- 
genspiegels,’  published  at  Berlin  in  1851.  The 
invention  created  but  little  interest  at  the  time,  and 
Mr.  Spencer  \\'ells^  was  among  the  first  in  Eng- 
land to  insist  upon  the  great  value  of  the  ophthal- 
moscope in  diseases  of  the  eye.  It  is  difficult  to  say 
to  whom  we  owe  the  first  important  and  careful 
observations  of  the  modes  of  consecutive  disease 
of  the  optic  ner\  es.  Sichel  and  Grafe  were  perhaps 
the  principal  workers  at  first  in  this  new  field  of 
observation,  and  the  well-known  essay  of  the  latter, 
‘Ueber  Complication  von  Sehnerven  Entziindung 
mit  Gehirnkrankheiten,’  in  the  ‘Archiv.  fiir  Ophth.’ 
Band  vii.  Abtheilung  ii.  S.  58,  published  in  1860, 
drew  general  attention  to  the  great  importance  of 
the  subject.  The  study  of  these  morbid  changes  of 
the  disk  and  vessels  was  thenceforth  vigorously 
prosecuted  bv  Samisch.  Liebreich.  Schweigger, 
Hutchinson.  Carter,  and  many  others. 

W ere  I now  about  to  treat  of  paralysis  of  the 
optic  nerve  merely  as  a symptom,  merely  as  one 
deviation  from  the  normal  among  the  many  which 
constitute  the  several  combinations  significant  of 
certain  and  several  cerebral  lesions,  then  it  might 
be  mv  duty  to  include  in  one  sur\  ey,  not  the  optic 
nerve  alone,  hut  the  other  nerves  of  the  orbit 
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also.  Or.  if  I conceived,  again,  tliat  the  optic  nerves 
were  attacked  on  any  transcendental  grounds — on 
grounds,  say,  of  the  intimate  association  of  the 
visual  function  with  the  higher  muscular  co-ordi- 
nations— then  it  would  be  my  duty  carefully  to 
compare  the  failures  of  the  special  nerve  of  sight 
with  the  failures  of  the  special  nerve  of  hearing, 
of  taste,  or  of  smell,  and  to  include  all  the  nerves 
of  the  special  senses  in  one  survey.  A strong  dis- 
trust of  transcendent  reasons,  however,  combined 
with,  or  rather  consisting  in,  a strong  trust  in  anat- 
omy, together  with  some  further  confidence,  justi- 
fiable or  otherwise,  in  my  own  researches,  leads  me 
to  believe  that  the  sufferings  of  the  optic  nerve  are 
due  entirely  to  the  peculiarities  of  its  own  structure 
and  attachments — to  its  rich  vascularity,  its  large 
share  of  connective  tissue,  and  its  extensive  rela- 
tions with  the  parts  at  the  base  of  the  encephalon 
— and  not  in  any  way  to  its  special  attitude  as  a 
sense,  not  even  in  such  disease  as  locomotor  ataxy. 
I must  set  aside,  then,  as  foreign  to  my  chief  pur- 
jx)se,  all  discussion  of  the  very  interesting  affec- 
tions of  the  orbital  muscles — a discussion  which  is 
full  of  interest  to  the  student  of  palsies,  but  which 
I must  leave  for  another  occasion.-^  The  affections 
of  the  optic  nerve  and  retina  are  so  various  and  so 
important,  and  shed  so  much  light  upon  l)Oth  path- 
ology and  diagnosis,  and  they  are  concurrent  also 
with  so  many  lesions  of  distant  organs,  that  I shall 
bestow  enough  of  my  tediousness  on  the  reader  in 
dealing  with  them  alone. 

I shall,  in  the  first  instance,  describe  the  anatomy 
of  the  optic  nerve  and  retina  so  far  as  may  be  need- 
ful to  give  us  a true  knowledge  of  the  healthy 
standard,  and  in  this  description  I shall  assume  a 
good  deal  as  known  that  would  otherwise  cumber 
the  page.  I shall,  in  the  next  place,  endea\  our  to 
trace  the  mode  and  time  of  variations  from  this 
standard,  beginning  with  the  simplest  and  earliest. 
Having  done  that,  I shall  be  at  liberty  to  take  the 
various  diseases  in  turn,  encephalic,  spinal,  renal, 
and  others  with  which  optic  changes  are  associated, 
and  to  describe,  as  nearly  as  I can,  the  way  in  which 
such  associations  take  place. 

Before  entering  upon  these  chapters,  however,  I 
propose  to  make  a few  remarks  upon  the  manner 
of  investigating  the  states  of  the  optic  nerve  and 
retina. 
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DOCTORS  GET  SMALLER  SHARE 
OF  MEDICAL  CARE  DOLLAR 

American  physicians  and  dentists  are  getting  a 
smaller  share  of  the  medical  care  dollar  today  than 
they  did  20  years  ago. 

This  fact  is  revealed  by  the  Economic  Research 
Department  of  the  American  Medical  Association, 
based  on  U.  S.  Department  of  Commerce  data. 

In  1938,  physicians  received  31  cents  of  the 
medical  care  dollar,  but  tbe  physician’s  share  in 
1958  was  24  cents  — or  22.6%  less  than  20  years  ago. 

Dentists  received  13  cents  of  the  medical  care 
dollar  in  1938,  but  their  share  dropped  2.3.1%  to 
10  cents  in  1958. 

The  breakdown  of  figures  was  based  on  a total 
of  $16.4  billion  spent  for  medical  care  in  1958  — 
an  average  of  $95  a person. 

This  represents  5.6%  of  the  $293  billion  spent 
by  Americans  during  tbe  year  for  all  goods  and 
services. 

Tbe  percentage  of  1958  expenditures  for  med- 
ical care  compares  with  5.8%  for  recreation  and 
5.3%  paid  out  for  tobacco  and  alcoholic  beverages. 

Of  total  consumer  expenditures  for  medical  care 
in  1958,  hospitals  claimed  $4.3  billion,  physicians 
$3.9  billion,  drugs  $3-3  billion,  dentists  $1.7  bil- 
lion, health  insurance  $1.4  billion,  and  ophthalmic 
products  and  orthopedic  supplies  $1.1  billion. 

The  remaining  $769  million  went  for  all  "other 
medical  costs,”  including  osteopathic  services,  pri- 
vate duty  nurses,  chiropractors,  chiropodists,  and 
other  miscellaneous  curative  and  healing  services. 

In  addition  to  the  amount  which  physicians  and 
dentists  received  as  their  share  of  the  medical  cost 
dollar,  22  cents  went  for  drugs  in  1938,  but  the 
figure  dropped  9.1%  in  1958  to  20  cents. 

Purchases  of  appliances  took  another  7 cents  of 
the  1958  dollar,  while  items  in  the  "all  other”  cate- 
gories claimed  the  remaining  5 cents. 

Items  showing  a proportionate  increase  include 
hospitals,  which  received  17  cents  of  the  dollar  in 
1938  and  26  cents  in  1958  — a jump  of  52.9%. 
Hospitals  attribute  tbis  rise  to  the  expansion  of 
hospital  services  and  their  greater  utilization  which 
has  increased  the  number  and  variety  of  skilled 
personnel  required. 

More  than  71%  of  the  U.  S.  population  today  is 
protected  by  some  form  of  health  insurance,  com- 
pared with  less  than  10%  in  1938. 

This  means  that  in  a large  measure  illness  is  not 
being  paid  for  by  income  received  in  any  partic- 
ular day,  week,  month  or  year. 

And  while  more  Americans  are  budgeting  more 
of  their  income  for  medical  care,  and  more  em- 
phasis is  being  placed  on  planning  against  future 
illness,  the  physician  is  receiving  a smaller  portion 
of  the  total  money  spent  for  medical  care. 
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IMPACT  OF  FEDERAL  EMPLOYEES  HEALTH  BENEFIT  LAW 
AN  EXPENSIVE  SIDELINE  SEAT? 


WHILE  MEDICINE  lias  been  focusing  its  atten- 
tion on  the  widely  publicized  Forand  proposal 
to  liberalize  social  security  by  adding  health  bene- 
fits. so-called  third  parties  in  the  health  picture  have 
affected  one  of  the  most  interesting  developments 
vet  which  will  have  far-reaching  impact  upon  the 
economics  of  medical  practice  of  the  future. 

The  situation  centers  about  the  Federal  Em- 
ployees Health  Benefits  act  passed  by  the  Congress 
last  year.  This  legislation  authorizes  the  United 
States  Civil  .Service  Commission  to  contract  for  or 
approve  one  government-wide  service  benefit  plan, 
and  one  government-wide  videuuiiix  benefit  plan, 
each  offering  two  levels  of  lienefits.  Certain  em- 
ployee organization  health  plans  and  comprehen- 
sive medical  plans  of  the  group,  or  individual,  prac- 
tice prepayment  type  (such  as  H.I.P.  in  New  York, 
the  Kaiser  programs,  etc. ) could  also  qualify. 

Here,  then,  we  ha\e  two  third  parties,  the  na- 
tional Blue  Cross-Blue  Shield  Commission  with 
fifty  of  its  sixty-three  member  programs  in  the 
states  offering  an  income  limit  service  benefit,  and 
the  insurance  industry,  represented  by  thirteen 
large  life  and  health  and  accident  companies, 
competing  for  the  privilege  of  selling  the  insur- 
ance coverage  to  1,<S00,000  federal  employees, 
and  through  them  to  appro.ximately  2,200,000 
dependents. 

The  federal  employee  cannot  he  solicited  by 
either  insurer.  Instead  the  Civil  Service  Commis- 
sion will  negotiate  the  two  nationwide  uniform 
benefits  programs,  present  a summary  in  a kit  to 
he  given  each  employee,  and  he  in  turn  will  make 
his  individual  decision  without  any  outside  pres- 
sure to  buy  one  program  or  the  other. 

Where  do  the  doctors  fit  into  the  program  ? 
Interestingly  enough  the  medical  profession, 
which  has  the  greatest  stake  in  the  entire  issue,  has 
been  given  little  consideration,  and  has  had  little 
to  say  about  the  matter.  Yet,  the  Blue  Cross- Blue 
Shield  and  insurance  companies’  officials  have  been 
most  active. 

The  Civil  Service  Commission,  possibly  taking 
a leaf  from  the  Medicare  manual,  has  ruled  that 
only  those  voluntary  prepayment  Blue  .Shield 


plans  that  offer  a “basic  health’’  benefit  plan  with 
a $4,000  family  income  limit,  and  a “catastrophic” 
coverage  with  a $6,000  husband  and  wife  or  family 
limit,  may  qualify.  Without  such  limits  an  indem- 
nity schedule  would  be  imposed,  or  the  employee 
could  get  his  coverage  through  the  private  insur- 
ance carrier. 

Thus  boxed  in  by  federal  regulations,  plans  such 
as  our  Physicians  Service  must  either  increase  in- 
come limits,  or  forego  the  enrollment  of  the  federal 
employees.  The  situation  is  most  ironical  in  Rhode 
Islancl,  for  currently  9,000  of  the  estimated  12,500 
federal  employees,  and  12,960  of  their  estimated 
18,000  dependents,  are  enrolled  in  the  Blue  Cross 
and  Physicians  Service  plans,  the  latter  with  a 
$5,500  family  income  limit. 

To  co-operate  with  the  federal  program,  as  well 
as  to  compete  with  the  business  of  insuring  federal 
employees  in  this  state.  Physicians  Service  has 
raised  its  family  income  limits  for  its  “A”  plan  to 
$4,000,  and  in  the  “B”  plan  from  $3,300  to  $4,000 
for  the  single  person,  from  $4,400  to  $6,000  for 
the  husband  and  wife,  and  from  $5,500  to  $6,000 
for  the  family.  These  drastic  changes  in  policy  will 
benefit  all  subscribers  of  the  plan,  not  merely  the 
federal  employees. 

With  these  major  contributions  to  the  cause  the 
logical  question  is  whether  they  will  insure  Physi- 
cians Service  with  the  monopoly  of  the  federal 
employees  coverage.  Here  a disturbing  note  is 
sounded,  for  the  old  adage  that  all  that  glitters  is 
not  gold  becomes  apparent  on  a closer  scrutiny. 

The  law  stipulates  the  maximum  payments  that 
the  Civil  Service  Commission  may  make  for  each 
employee’s  insurance.  But  the  cost  of  operation  of 
the  program,  and  of  establishing  a contingency  re- 
serve, must  he  taken  into  consideration.  Hence,  we 
find  the  Commission  answering  the  matter  of  costs 
in  a question  and  answer  release  last  fall  as  follows ; 

I.  "Q.  How  much  will  the  government  contribute 
toward  the  cost  of  my  coverage.^ 

"A.  Except  in  the  situation  explained  in  the  next 
question  the  government  will  contribute  not 
less  than  these  specified  amounts. 

$2.80  a month  if  you  enroll  for  yourself  only; 
$6.75  a month  if  you  enroll  for  yourself  and 
family.” 
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II.  "Q.  In  what  kind  of  a situation  would  the  govern- 
ment contribute  less  than  $2.80  or  $6.75  a 
month  mentioned  in  the  previous  question? 

"A.  If  the  total  charge  for  the  plan  in  which  you 
enroll  is  less  than  twice  the  specified  govern- 
ment contribution  — that  is,  if  the  charge  is 
less  than  $5.60  or  $13-50  a month  — then  the 
government  will  contribute  one-half  the  cost 
of  your  enrollment.  For  example:  If  you  enroll 
for  yourself  and  family  in  a plan  the  total  cost 
of  which  is  $10  a month,  the  government  would 
contribute  $5  and  you  would  contribute  $5;  if 
you  enroll  for  yourself  only  in  a $4  a month 
plan,  the  government  would  contribute  $2  and 
you  would  contribute  $2.” 

III.  "Q.  What  will  be  the  monthly  charge  of  the  various 

plans  in  which  I will  be  able  to  enroll? 

"A.  The  exact  charge  for  each  plan  will  not  be 
known  until  the  specific  benefits  which  each 
plan  will  offer  have  been  agreed  upon. 
"However,  it  is  expected  that  at  least  one  op- 
tion in  the  two  government-wide  plans  will 
offer  both  basic  health  and  "catastrophic”  bene- 
fits at  a total  charge  of  about  $13.50  a month 
for  a family  enrollment  so  that  you  will  pay 
about  $6.75  and  the  government  will  pay  $6.75. 
Similarly,  at  least  one  of  these  options  will  cost 
about  $5.60  a month  for  a self-only  enrollment 
so  that  you  would  contribute  about  $2.80  and 
the  government  would  contribute  $2.80.” 

IV.  "Q.  Would  the  government  always  contribute  one- 

half  the  cost  of  the  plan? 

"A.  In  many  instances,  as  in  the  examples  in  the 
two  previous  questions,  it  would.  However,  if 
you  enroll  in  a plan  the  total  monthly  cost  of 
which  is  more  than  twice  the  specified  govern- 
ment contribution,  that  is,  if  the  charge  for  the 
plan  is  more  than,  say  $5.60  for  a self-only 
enrollment,  or  $13.50  for  a family  enrollment, 
then  the  government  will  still  make  its  specified 
contribution  and  you  will  pay  the  difference. 
For  example:  If  you  enroll  for  yourself  and 
family  in  a plan  the  total  cost  of  which  is  $15 
a month,  the  government  would  make  its  speci- 
fied contribution  of  $6.75  and  you  would  con- 
tribute $8.25;  if  you  enroll  for  yourself  only 
in  a $6.00  a month  plan,  the  government  would 
contribute  $2.80  and  you  would  contribute 
$3.20. 

Let’s  see  what  happens  on  the  Rhode  Island 
scene  in  view  of  the  above  statements. 

The  Civil  Service  Commission  will  match  an 
employee’s  insurance  premium  payment  for  fam- 
ily coverage  up  to  $6.75  monthly,  making  a 
$13.50  premium  total.  But  the  $20  per  day  Blue 
Cross  family  rate  plus  the  Physicians  Service  “B” 
plan  family  rate  monthly  totals  only  $11.30.  Thus 
the  government  switches  to  its  alternate  arrange- 
ment (see  I,  above)  and  pays  50%  of  the  premium 
charge,  $5.65,  making  a substantial  saving  for  it- 
self. Meanwhile,  the  physicians  have  had  to  increase 
their  income  classifications  for  all  subscribers  to 
the  plan,  thus  eliminating  additional  charges  prop- 
erly made  previously  for  services  rendered  to  all 
persons  in  higher  income  brackets.  It  is  apparent 
that  the  doctor  is  the  loser  all  round  in  this  arrange- 
ment. while  the  government  and  the  insurance  car- 
riers gain  at  his  expense. 


Increased  income  limits  are  not  necessarily  anv 
assurance  that  the  Blue  Plans  will  gain  a monopoly 
on  the  federal  employees  coverage.  If  for  example, 
the  uniform  catastrophic  policy  to  be  issued  locally 
by  the  prime  carrier  for  the  thirteen  insurance  com- 
panies. utilizing  the  full  premium  allowance  of 
$13.50  monthly  or  even  a slightly  higher  premium 
(see  IV,  above  ),  is  better  than  our  Blue  Cross  and 
Physicians  Service  proposals,  the  employee  would 
have  ample  reason  to  choose  it. 

Since  an  estimated  82%  of  the  federal  employees 
are  reported  to  earn  less  than  $6,000  annually,  it  is 
a safe  assumption  that  even  with  an  indemnity 
schedule  physicians  would  be  quickly  challenged 
if  they  made  additional  charges  should  the  insur- 
ance company  fee  schedule  be  fairly  comparable  to 
that  of  a Blue  Shield  plan. 

The  pattern  has  been  carefully  drawn.  The  Civil 
Service  Commission  offers  the  federal  employees 
free  choice  of  two  coverages.  The  struggle  is  be- 
tween two  major  insurance  agencies  to  secure  the 
business  of  writing  the  coverage.  The  doctor,  a 
major  purveyor  of  the  services  to  he  purchased, 
may  have  bought  himself  an  expensive  seat  on  the 
sidelines. 

HOBBY  SHOW 

The  January  meeting  of  the  Woman’s  Auxiliary 
which  featured  a display  of  the  handiwork  of  phy- 
sicians and  their  wives  done  in  their  leisure  time 
as  hobbies  was  by  far  one  of  the  most  interesting 
meetings  ever  held  at  the  Medical  Library. 

Those  who  took  time  to  visit  the  building  and 
view  the  displays  were  treated  with  a wide  range 
of  interests,  ranging  from  rugs  to  ceramics,  from 
photography  to  oil  painting,  from  knitting  of 
scarves  to  the  hooking  of  rugs,  and  from  fancy  hats 
for  ladies  to  a fascinating  life-size  Mickey  Mouse 
companion  for  children.  All  in  all  the  hol)hy  show 
proved  again  the  famous  trade  cliche — “never  un- 
derestimate the  power  of  a woman,’’  or  for  that 
matter,  of  the  doctor,  either. 

The  art  of  relaxation  is  one  of  the  most  difficult 
for  many  persons  to  acquire.  That  a pleasant  hobby 
not  only  occupies,  but  also  proves  an  escape  from 
the  stress  and  strain  of  everyday  activity,  was  well 
demonstrated  by  the  exhibits  that  filled  the  main 
reading  room  and  the  rear  of  the  auditorium.  Our 
only  regret  is  that  the  displays  could  not  remain  in 
place  for  several  days  in  order  that  all  physicians, 
as  well  as  the  general  public,  might  view  them. 

March  23,  1960 
HEART  ASSOCIATION 
CLINIC  DAY 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 
The  113th  Annual  Meeting  of  the  Providence 
IMedical  Association  was  held  at  the  Rhode  Island 
Medical  Society  Library  on  Monday.  January  4. 
1960.  The  meeting  was  called  to  order  by  the  presi- 
dent. Dr.  John  C.  Ham.  at  8:30  p.m. 

Annual  Report  of  the  Secretary 
Doctor  Michael  DiMaio.  secretary,  read  his  an- 
nual  report  for  the  year  1959.  Copy  of  the  report 
is  made  part  of  the  official  minutes  of  the  meeting. 

It  was  moved  that  the  rejiort  he  received  and 
placed  on  file.  The  motion  was  seconded  and 
adopted. 

Annual  Report  of  the  Treasurer 
Doctor  E'rank  I.  Matteo.  treasurer,  read  his  an- 
nual report  for  the  vear  1959.  copy  of  which  is 
made  part  of  the  official  minutes  of  the  meeting. 


Irving  A.  Beck,  m.d. 
President,  I960 

Providence  Medical  Association 


It  was  moved  that  the  report  be  received  and 
placed  on  file.  The  motion  was  seconded  and 
adopted. 

Tributes  by  Dr.  John  C.  Ham 

Doctor  John  C.  Ham  stated  that  he  would  give 
his  presidential  address  after  the  scientific  lecture 
by  Doctor  Stare  as  the  latter  physician  had  travel 
connections  to  make  to  Boston  in  mid-evening. 
Doctor  Ham  expressed  his  appreciation  to  the 
membership  for  its  support  throughout  the  year, 
with  jiarticular  tribute  being  paid  to  the  various 
committees.  Doctor  DiMaio  for  his  long  service  as 
secretary.  Doctor  John  G.  W'alsh  for  his  outstand- 
ing leadership  in  developing  the  Medical  Bureau, 
and  the  executive  .secretary  for  his  efficient  service 
for  more  than  two  decades. 

Election  of  Officers  for  1960 

Doctor  DiMaio  read  the  slate  of  officers  nomi- 
nated l)y  the  executive  committee,  and  he  reported 
that  no  counter  nominations  had  been  filed.  He 
therefore  moved  the  election  of  the  slate  of  nomi- 
nees for  officers,  committees,  and  delegates  to  the 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society  as  submitted  to  the  membership  with  the 
notice  of  the  December,  1959,  meeting  of  the  Asso- 
ciation. The  motion  was  seconded  and  unanimously 
adopted. 

Doctor  Ham  called  upon  the  new  officers  present 
to  stand  and  lie  recognized  by  the  membership.  He 
noted  that  Doctor  Irving  Beck,  the  new  president, 
is  currentlv  in  Israel  on  a teaching  assignment. 

Report  of  the  Executive  Committee 

Doctor  DiMaio  reported  for  the  Executive  Com- 
mittee as  follows : 

At  a recent  meeting  the  Executive  Committee 
named  Doctors  Arnold  Porter  and  Robert  R. 
Baldridge  as  the  Association's  official  representa- 
tives on  the  Council  for  Community  Services. 

The  Executive  Committee  reviewed  the  annual 
report  of  the  treasurer,  and  it  recommends  that  the 
annual  dues  for  1960  he  $20  for  active  members, 
and  $5  for  associate  members. 

The  Executive  Committee  reviewed  the  aiipli- 
cations  for  membership,  and  it  recommends  as 
follows : 

1.  ) That  the  following  be  elected  to  active  mem- 
bership : Leroy  D.  Aaronson  of  Cranston;  Ben 

continued  on  page  116 
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Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day 
thereafter,  V2  teaspoonful  for  each  20  lbs.  For  80  lbs.  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  unmediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg,  of  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 
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continued  from  page  114 

C.  Claunch  of  Providence : Clinton  B.  Potter  of 
Providence  ; Evelyne  L.  Slabey  of  Providence  ; and 
Joseph  L.  Delfino.  who  is  a transfer  from  the 
Kent  County  Medical  Society. 

Mr.  President,  I move  the  adoption  of  this  report 
and  the  recommendations  included  in  it. 

It  was  moved  that  the  report  of  the  Executive 
Committee  and  the  recommendations  included  in 
it  he  adopted.  The  motion  was  seconded  and  passed. 

Doctor  DiMaio  also  read  a letter  from  the  Com- 
missioner of  Public  Safety  for  the  City  of  Provi- 
dence asking  the  co-operation  of  the  physicians  in 
preventing  the  theft  of  doctors’  hags  from  unat- 
tended automobiles. 

Presentation  of  Membership  Certificates 
The  president  awarded  membership  certificates 
to  physicians  elected  at  the  December  meeting  of 
the  Association. 

A n n ou  n cem  ents 

Doctor  Ham  noted  that  two  members  of  the 
Association — Doctors  Thaddeus  A.  Krolicki  and 
James  H.  Prior — had  died  during  December.  A 
moment  of  prayer  was  conducted  for  these  physi- 
cians and  all  members  deceased  during  the  past 
year. 

Doctor  Ham  read  an  announcement  of  a Hobby 
Program  to  be  held  on  Januarv  18th  at  the  Medical 
Library  under  the  sponsorship  of  the  M'^oman’s 
Auxiliary  to  the  Rhode  Island  iMedical  Society, 
and  he  urged  the  members  of  the  members  of  the 
Association  to  attend  the  event. 

Resolution  to  Doctor  Michael  DiMaio 
Doctor  Joseph  G.  McW  illiams,  a past  president 
of  the  Association,  presented  the  following  resolu- 
tion which  was  unanimously  adopted  by  the  Asso- 
ciation : 

WHEREAS,  Doctor  Michael  DiMaio  has 
served  the  Providence  ^ledical  Association  as 
its  secretary  since  January.  1950,  and 
W hereas  he  has  faithfully  attended  and  recorded 
the  scientific  sessions  of  this  Association,  and  the 
business  transactions  of  the  Executive  Commit- 
tee, during  his  nine  years  of  service,  discharging 
his  duties  in  an  outstanding  manner. 
THEREEORE,  BE  IT  RESOLVED  THAT 
the  members  in  attendance  at  this  113th  Annual 
Meeting  of  the  Association  express  for  all  the 
members  their  commendation  of  Doctor  DiMaio 
for  his  conscientious  and  loyal  service. 

Scientific  Lecture 

Doctor  Ham  introduced  Doctor  Frederic  J.  Stare 
of  Boston,  professor  of  nutrition  and  chairman  of 
the  Department  of  Nutrition  at  the  Harvard  School 
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of  Public  Health,  and  also  an  associate  in  medicine 
at  the  Peter  Bent  Brigham  Hospital,  who  spoke  on 
X utritional  Eactors  in  Cardiovascular  Disease. 

Doctor  Stare's  very  timely  talk  on  the  subject  of 
nutrition  as  it  pertains  to  cardiovascular  diseases 
was  very  instructive.  He  pointed  out  that  the  qual- 
ity of  the  diet,  the  quantity  and  quality  of  its  fat 
content,  the  total  number  of  calories  and  the  bodv 
weight  all  play  significant  roles  in  serum  cholesterol 
levels  and  myocardial  infarction. 

A rapid  gain  in  weight  may  result  in  an  increase 
in  the  serum  cholesterol  level  e\  en  when  the  cho- 
lesterol content  of  the  diet  remains  unchanged. 
Further,  if  calories  are  burned  up  by  exercise,  the 
cholesterol  level  remains  low. 

He  advised  reduction  of  calories  from  saturated 
fatty  acids  by  25%.  These  include  fats  in  milk, 
butter,  cheese,  etc.  An  increase  in  unsaturated  fattv 
acids  may  be  allowed  to  the  extent  of  two  times  the 
usual  amount.  Corn  oil  and  soybean  oil  are  good 
examples  of  this. 

Doctor  Stare  listed  the  following  predisposing 
factors  as  very  important  in  coronary  artery 
disease : 

1.  Heredity 

2.  Overweight 

3.  Blood  Cholesterol 

4.  Blood  pressure  elevation 

5.  Cigarette  smoking 

All  but  the  first  factor,  heredity,  may  be  con- 
trolled by  the  patient.  Hard  work,  stress  and  strain 
are  often  wrongly  blamed. 

The  control  of  the  body  weight  is  the  single  most 
practical  measure  in  lessening  coronary  artery 
disease. 

Presidential  Address 

Doctor  John  C.  Ham  delivered  his  presidential 
address  on  Changing  Xeeds  in  the  Care  of  the 
Aging  Individual,  and  copy  of  this  address  is  made 
part  of  the  records  of  the  meeting. 

Adjournment 

The  meeting  adjourned  at  10:30  p.m. 

Collation  was  served. 

Attendance  was  97. 

Respectfully  submitted, 

Michael  DiMaio.  m.d..  Secretary 

KENT  COUNTY  MEDICAL  SOCIETY 

The  Annual  Meeting  of  the  Kent  County  iMed- 
ical  Society  was  called  to  order  December  17.  1959 
at  6:50  p..m.  at  the  \'arnum  .\rmory.  East  Green- 
wich. 

The  secretary’s  report  was  recorded  and  ap- 
proved. Report  of  Committee  on  Mass  Immuniza- 
tion was  read  by  Doctor  Hackman  and  is  ap- 
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pended  to  this  record.  Doctor  Hardy  moved  tliat 
the  report  l)e  accepted.  Doctor  Wdttig  seconded  the 
motion.  Following  a discussion  by  Doctors  Merrill, 
O’Hanian,  and  Hackman,  Doctor  Hardy  amended 
his  motion  to  approve  the  report  and  for  the  secre- 
tary to  send  a copy  of  the  report  with  the  action  of 
the  society  to  the  Rhode  Island  Medical  Society. 
It  was  seconded  and  passed  unanimously. 

Doctor  O’Hanian  read  a communication  from 
Professor  Enders  regarding  the  danger  of  the 
“multiple-dose-per-syringe”  technique. 

The  request  for  transfer  of  Joseph  Delfino,  m.d. 
to  the  Providence  Aledical  Association  was  read 
and  approved. 

Doctor  Barber  informed  the  society  that  John 
Mack,  M.D.  has  been  ill  and  unable  to  continue  as 
treasurer  for  the  society.  It  was  moved  and  sec- 
onded that  the  society  send  a letter  expressing 
thanks  for  the  long  period  of  service  Doctor  Mack 
had  rendered  the  society  as  treasurer,  estimated  as 
thirty  (30)  years.  It  was  moved  and  seconded  and 
])assed  unanimously  that  Doctors  Barber  and  W’it- 
tig  prepare  a scroll  expressing  the  society’s  appre- 
ciation, to  be  delivered  to  Doctor  jMack. 

It  was  moved,  seconded,  and  ]:)assed  unanimously 
that  Doctor  Collom  be  elected  to  Life  Membership 
without  dues,  due  to  his  disability. 

The  report  of  the  Xominating  Committee  was 
read  and  the  following  officers  were  elected  for  the 
coming  year : President.  Richard  Dyer,  m.d.;  Vice 
President,  Russell  P.  Hager,  m.d.;  Secretary,  Gil- 
bert Houston,  M.D. ; and  Treasurer,  George  B. 
Farrell,  m.d. 

Delegates  to  Rhode  Island  Medical  Society : 
George  L.  Young,  m.d.  ; Edmund  T.  Hackman, 
M.D. ; and  Peter  C.  Erinakes,  m.d. 

Council  of  Rhode  Island  Aledical  Society : 
Joseph  C.  Kent,  m.d. 

.Alternate  Councillor:  Paul  Barber,  m.d. 

Board  of  Censors:  George  B.  Earrell,  m.d.;  Jo- 
seph C.  Kent,  M.D. ; and  Joseph  IT  W’ittig,  m.d. 

Advisory  Committee  to  Woman’s  Auxiliary : 
Peter  Koch,  m.d.  ; Gilbert  Houston,  m.d.  ; and  John 
E.  Murphy,  m.d. 

Committee  on  Medical  Ethics:  Irene  G.  May- 
nard, M.D. ; Briand  N.  Beaudin,  m.d.;  Joseph 
Baute,  M.D. ; and  Edward  A.  Kostyla,  m.d. 

Doctor  Hardy  escorted  Doctor  Dyer  to  the  chair. 
After  adjournment  the  society  held  its  annual 
dinner. 

Respectfully  submitted, 

Russell  P.  Hager,  m.d..  Secretary 
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Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and  conveni- 
ently located  Institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Max  Faintych,  M.D.  Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  dally  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


118 


RHODE  ISLAND  MEDICAL  JOURNAL 


Polio  Vaccine  Inoctdation  Campaign  Scheduled 
Alx)ut  87  million  Americans  have  now  had  at 
least  one  shot  of  polio  vaccine  and  68  million  have 
had  three  or  more  injections,  according  to  new  esti- 
mates announced  recently  hv  the  Public  Health 
Service. 

Among  persons  under  fortv.  over  34  million,  or 
almost  30  per  cent,  have  had  no  vaccine.  Among 
children  under  five  vears  of  age.  the  group  that 
accounted  for  43  per  cent  of  the  paralytic  cases  this 
year,  four  and  one-half  million  have  had  no  vaccine. 

Data  from  a survev  conducted  for  the  Public 
Health  Service  by  the  Bureau  of  the  Census  in 
September,  supplemented  with  data  from  the  Na- 
tional Foundation,  form  the  basis  for  the  new  esti- 
mates. Thev  indicate  that  about  14.6  million  more 
people  have  had  some  vaccine  and  13.2  million  more 
people  ha\  e had  the  recommended  dosage  of  three 
or  more  shots  since  the  fall  of  1938  when  compar- 
able estimates  were  made. 

Plans  for  a new  advertising  campaign  to  be  con- 
ducted by  the  Advertising  Council  and  sponsored 
by  the  Public  Health  Service.  American  Medical 
Association,  and  National  Foundation,  were  also 
announced.  The  campaign  will  be  launched  in  the 
early  spring  to  support  local  vaccination  drives. 

.\n  analysis  of  the  1939  polio  experience,  made 
by  the  Communicable  Disease  Center  of  the  Public 
Health  Service,  showed  that  the  vaccine  had  proved 
to  he  at  least  90  per  cent  effective  this  vear  in  pro- 
tecting persons  who  had  had  three  or  more  doses. 
In  the  three  cities  where  major  epidemics  occurred 
this  year;  Des  Moines.  Iowa;  Kansas  Citv.  Mis- 
souri ; and  Little  Rock.  Arkansas,  cases  were  con- 
centrated among  unvaccinated  persons  living  in 
crowded,  lower  economic  areas.  .\  similar  pattern 
occurred  in  most  of  the  fourteen  other  cities  that 
rejiorted  moderate  outbreaks. 

Most  Pregnancies  End  Successfulh 

More  than  nine  out  of  every  ten  pregnancies  end 
successfully,  according  to  a survev  of  group  sur- 
gical insurance  claims,  the  Health  Insurance  Insti- 
tute reported  recently. 

The  survey  showed  that  87.3  per  cent  of  the 


maternity  claims  were  for  normal  deliveries  and 
3.9  per  cent  for  Caesarian  sections:  8.1  per  cent 
ended  unsuccessfully  in  miscarriages  and  the  re- 
mainder were  extra-uterine  pregnancies. 

The  Institute  report  was  based  on  a 1937  survev 
by  the  .Society  of  Actuaries  of  more  than  118.000 
group  surgical  insurance  claims.  The  survev  agreed 
substantially  with  a similar  study  made  in  1947. 

Maternity  played  a major  role  in  the  type  of 
surgery  performed  on  adult  women  covered  by 
group  surgical  expense  insurance.  Forty-five  per 
cent  of  all  these  surgical  procedures  were  obstet- 
rical. 

As  might  be  expected,  the  survey  showed  a 
marked  difference  in  maternity  rates  of  female 
employees  and  dependent  wives.  There  were  184 
surgical  claims  for  every  1.000  female  employees 
and.  of  these,  less  than  one-third.  39.  were  for 
obstetrical  work.  There  were  199  surgical  claims 
for  everv  1.000  dependent  wives  and  nearly  half. 
98.  were  for  maternity. 

At  the  start  of  1939,  group  surgical  e.xpense 
insurance  issued  by  insurance  companies  alone  cov- 
ered 30  million  persons  out  of  a total  of  111  mil- 
lion persons  with  protection  against  the  cost  of 
surgery. 

Other  studies  have  shown,  said  the  Institute, 
that  90  per  cent  of  the  123  million  persons  who 
have  some  form  of  health  insurance  have  coverage 
for  part  of  the  hospital  or  surgical  costs  of 
maternity. 

The  Institute  has  found  that  473  million  dollars 
in  health  insurance  benefits  for  maternity  care  were 
paid  in  1938.  and  that  2.8  million  new-born  infants 
last  year  had  their  first  medical  expense  paid  in 
part  through  health  insurance.  Thus.  63  per  cent  of 
the  4.2  million  babies  horn  last  year  received  some 
benefits  from  health  insurance. 

Health  Department  Laboratory  Services 

Dr.  Jeremiah  A.  Dailey,  director  of  health  for 
the  state,  calls  to  the  attention  of  all  physicians  the 
recent  policy  adopted  regarding  health  department 
laboratorv  services,  as  follows  : 
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During  the  depression  of  the  thirties,  the  State 
Health  Department  Laboratories  inaugurated  a 
program  of  performing  diagnostic  tests  and  proce- 
dures for  the  medically  indigent,  which  had  little 
or  no  public  health  significance. 

Over  the  years  this  service  has  grown,  until 
today  the  number  of  i)rocedures  performed  an- 
nually is  out  of  proj^ortion  to  the  number  of  medi- 
cally indigent  patients.  A cursory  inspection  of 
records  reveals  that  many  procedures  are  being 
jierformed  for  private  physicians  on  private  pa- 
tients when,  in  fact,  such  procedures  should  be 
performed  by  private  clinicopathological  labora- 
tories. 

To  overcome  this  situation  the  following  jiolicy 
was  established  effective  November  10,  1959. 

I.ahoratory  services  will  be  restricted  to : — 

( a ) the  medically  indigent ; 

(h)  patients  of  department-sponsored  clinics; 

fc)  occasional  disease-detection  drives: 

(d ) essential  services  for  the  control  of  commu- 
nicable diseases ; 

(e)  consultative  services  to  other  laboratories 
and  hospitals. 

6,860  Students  Receive  M.D.  Degrees  in  1958-59 

In  its  annual  comprehensive  rejiort  on  all  aspects 
of  medical  education,  the  Council  on  Medical  Edu- 
cation and  Hospitals  of  the  American  iMedical 
Association  announced  that  the  1958-59  graduat- 
ing class  receiving  the  m.d.  degree  numbered  6,860, 
only  one  less  than  in  1957-58. 

These  two  classes  were  the  largest  exce])t  for 
the  1954-55  year  when  the  class  was  6,977.  The 
increase  in  that  term  was  occasioned  by  including 
as  graduates  the  50  students  completing  the  intern 
year  then  required  by  Stanford  University. 

According  to  the  council’s  report,  which  appeared 
in  the  November  14  issue  of  the  Journal  of  the 
American  Medical  As.sociation,  43  medical 
schools  had  decreases  in  the  number  graduated 
while  34  schools  experienced  increases. 

W’omen  comprised  5.4  per  cent  of  the  graduating 
class  and  comprised  5.9  per  cent  of  the  Canadian 
1958-59  graduating  class. 

The  council  indicated  a need  for  10,000  grad- 
uates a year  from  medical  schools  in  the  United 
States  by  1975. 

Other  salient  points  in  the  council's  rei)ort  are : 

During  1958-59,  56  institutions  in  the  U.  S.  and 
five  in  Canada  initiated,  completed  or  have  funds 
committed  for  construction  and  equii)ment  of  new 
facilities. 

Major  projects  planned  for  initiation  in  1959-60, 
with  funds  already  committed,  is  estimated  at  ap- 
proximately 49  million  dollars  for  construction  and 
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five  million  dollars  for  ecjuipment.  .Such  construc- 
tion is  being  planned  by  31  .schools. 

The  total  enrollment  in  first-year  medical  school 
classes  for  the  1958-59  academic  year  was  8,128, 
the  largest  to  date  in  the  United  States.  Entering 
class  sizes  increased  in  35  schools,  were  unchanged 
in  24.  and  decreased  in  26. 

In  1958-59.  a total  of  59,102  ap])lications  were 
filed  by  15.170  persons  or  an  average  of  3.9  apj)!!- 
cations  made  by  each  prospective  medical  student. 

Of  all  first-year  medical  students,  more  than  one- 
third,  37  per  cent,  came  from  five  states — New 
York,  Pennsylvania,  California,  Ohio,  and  Illinois. 

There  were  fewer  than  20  first-year  medical  stu- 
dents from  each  of  seven  states — Alaska,  Dela- 
ware, Maine,  Nevada,  New  Mexico,  \*ermont,  and 
\\  yoming,  and  fewer  than  30  from  two  other  states 
— New  Hampshire  and  Rhode  Island.  Of  these 
nine  states,  only  New  Hampshire  and  Vermont 
have  medical  schools. 

At  least  two  thirds  of  the  entering  classes  com- 
promise “P"  average  students.  About  one-sixth 
had  college  grade  averages  of  “A”  and  about  one- 
sixth  to  one-seventh  had  “C”  averages. 

Dangers  of  VD  Under  Control 

The  dangers  of  venereal  disease  have  dropped 
sharply  in  the  last  fifteen  years,  thanks  to  peni- 
cillin, other  antibiotics,  and  improved  case-finding 
methods. 

In  its  November  statistical  bulletin.  Progress 
IN  Health  Services,  the  Health  Information 
Eoundation  pointed  out  that  the  rate  of  new  cases 
of  syphilis  reported  in  this  country  is  todav  less 
than  one-sixth  what  it  was  in  1943.  New  cases  of 
gonorrhea,  the  other  major  venereal  disease,  are 
being  reported  at  less  than  half  the  1947  rate. 

Despite  these  improvements,  the  Eoundation 
added,  there  are  still  large  “reservoirs"  of  these 
diseases.  Many  persons  with  syphilis  or  gonorrhea 
are  unknown  to  public  health  authorities,  and  often 
the  individuals  themselves  don’t  know  they  are 
infected.  The  U.  S.  Public  Health  .Service  esti- 
mates that  60,000  new  cases  of  syphilis  and  one 
million  of  gonorrhea  are  still  acquired  each  year 
— and  many  of  them  are  not  reported. 

Actuaries  Announce  Blood  Pressure  Study 

Both  life  insurance  companies  and  doctors  will 
have  to  change  their  “sights”  on  blood  pressure  as 
a result  of  the  largest  statistical  investigation  ever 
made  of  the  effects  on  longevity  of  increased  Iffood 
pressure. 

This  investigation  covered  the  mortality  experi- 
ence over  the  years  1935-54.  Its  findings,  just 
published  under  the  title,  1959  Build  ami  Blood 
Pressure  Study,  were  made  the  first  subject  of 
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discussion  at  the  annual  meeting  of  the  Society  of 
Actuaries  in  Xovemher.  A panel  which  included 
Dr.  John  J.  Hutchinson,  medical  director  of  the 
New  York  Life  Insurance  Company  and  chairman 
of  the  Mortality  Committee  of  the  Medical  Direc- 
tors Association,  analyzed  this  study  for  its  under- 
writing and  medical  implications. 

Speaking  of  the  findings  on  hlood  pressure.  Dr. 
Hutchinson  said,  “Although  this  was  not  a clinical 
study,  its  implications  should  he  of  value  to  physi- 
cians. The  consistent  pattern  of  increased  mor- 
tality from  heart  and  circulatory  diseases  asso- 
ciated with  slight  increases  in  hlood  pressure 
emphasizes  that  clinicians  cannot  ignore  the  signi- 
ficance of  small  elevations  in  hlood  pressure.  It  is 
not  reasonable  to  regard  such  variations  as  being 
within  normal  limits.” 

The  actuaries  agreed  that  even  small  elevations 
in  blood  ])ressure  are  associated  with  distinctly 
higher  mortality  and  that  this  was  the  most  notable 
finding  of  the  four-year  study.  Most  life  insurance 
companies  will  have  to  re-examine  their  hlood 
pressure  ratings,  they  said,  since  the  extra  mor- 
tality found  among  persons  with  slight  elevations 
in  blood  pressure  may  require  the  charging  of  an 
extra  i)remium  as  a matter  of  fairness  to  other 
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policyholders.  The  study,  which  covers  nearly 
4,000,000  jiersons,  suggests  that  the  incidence  of 
elevated  hlood  pressure  is  much  higher  than  has 
been  generally  supposed. 

The  same  comprehensive  investigation  revealed 
that  persons  with  elevated  hlood  pressure  who  were 
also  o\erweight  were  subject  to  still  higher  mor- 
tality. This  was  likewise  true  of  persons  with  ele- 
vated hlood  pressure  and  albuminuria. 

(3n  the  other  hand,  the  actuaries  reported  that 
during  the  past  sixty  years,  there  has  been  rela- 
tively little  change  in  the  excess  mortality  asso- 
ciated with  overweight  alone,  except  that  tall  over- 
weights apjtear  in  recent  decades  to  have  become 
better  risks.  .Accordingly,  no  major  changes  in  life 
insurance  ratings  for  overweights  are  anticipated. 
However,  the  ratings  for  underweight  are  ex- 
l)ected  to  he  lowered,  because  the  mortality  among 
underweights  has  improved  considerably  as  com- 
j)ared  with  a generation  ago  when  tuberculosis  and 
pneumonia  were  the  principal  causes  of  death 
among  such  persons. 

Moderate  and  marked  overweight  continues 
nevertheless  to  result  in  a serious  impairment  of 
longevity.  Men  weighing  3,^  pounds  over  average 
are  subject  to  at  least  25  per  cent  extra  mortality. 
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Three-dimensional  drawing  showing  microscopic  view  of  hepatic  cells. 


A multitude  of  physiological  processes  . . . 
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while  men  weighing  as  much  as  50  pounds  over 
average  may  experience  up  to  75  per  cent  higher 
mortality.  The  lowest  mortality  at  ages  over  30  is 
found  among  those  15  to  20  pounds  below  average 
weight  which  may,  therefore,  he  considered  as  the 
best  weight. 

It  is  noteworthy,  according  to  Mr.  Edward  A. 
Lew,  actuary  and  statistician  of  the  Metropolitan 
Life  Insurance  Company  and  chairman  of  the 
Study  Committee  which  prepared  the  1959  Build 
and  Blood  Pressure  Study,  that  nearly  half  of  all 
men  and  women  over  30  are  20  per  cent  or  more 
above  their  best  weights,  although  only  about  six 
per  cent  of  all  men  and  eleven  per  cent  of  all 
women  weigh  20  per  cent  or  more  in  excess  of 
average. 

Persons  moderately  or  markedly  overweight 
who  reduced  to  about  average  weight  were  found 
to  experience  normal  mortality  for  about  ten  years 
following  reduction. 

Wide  Variance  Reported  in  Charges  for 
Two-Bed  Hospital  Rooms 

The  average  charge  for  a two-bed  semi-private 
hospital  room  in  cities  of  more  than  100,000  popu- 


lation ranges  from  a low  of  $9.29  a day  to  a high 
of  $27.80  a day,  the  Health  Insurance  Institute 
reported  recently.  \\  hen  the  nationwide  survey  was 
extended  to  cities  with  ])opulations  of  25,000  or 
more,  the  variance  was  wider,  with  a low  of  $8.00 
a day  and  a high  of  $32.00  a day,  the  Institute 
stated. 

The  study  was  based  on  information  supplied 
by  the  American  Hospital  Association  from  a sur- 
vey of  hospitals  throughout  the  U.  S.  conducted 
early  in  1959.  The  survey  measured  weighted  aver- 
age hospital  room  rates  for  cities  of  25,000  or  more 
population. 

The  survey  disclosed  that  generally  rates  and 
charges  were  higher  in  the  West,  Northeast,  and 
North-Central  sections  of  the  country  and  lower 
in  the  South. 

There  also  is  a considerable  spread  in  the  aver- 
age hospital  rate  within  larger  cities,  due  to  the 
existence  of  both  large  and  small  hospitals,  of  which 
some  offer  comprehensive  services  and  others  make 
available  simpler  services. 

The  difference  in  hospital  rates  and  charges  is 
reflected  in  most  health  insurance  programs,  said 
the  Institute,  whether  it  is  a group  plan  or  an  indi- 
vidual policy. 

continued  on  next  page 


. . . the  formation  of  vitamin  A,  fibrinogen,  heparin, 
prothrombin;  the  storage  of  glycogen,  iron,  copper; 
the  metabolism  of  carbohydrates,  proteins  and  lipids,  etc. 
The  importance  of  maintaining  normal  liver  function- 
and  its  repair  when  damaged— is  readily  apparent. 


methischol 

choline,  methionine,  inositol,  vitamin  B12,  desiccated  liver 


METHISCHOL: 

capsules:  100,  250,  500,  1000; 
syrup:  16  oz.  and  1 gallon 


Samples  of  METHISCHOL  and  literature  available  from 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Laboratories,  division 
250  East  43rd  Street,  New  York  17,  N.  Y. 


helps  restore  or 
maintain  liver 
normality  when  hepatic 
damage  occurs  or 
threatens  in 

cirrhosis 

alcoholism 

hepatitis 

obesity 

diabetes 

atherosclerosis 


Methischol  acts  to  remove 
hepatic  fat,  stimulate 
regeneration  of  new 
functioning  liver  cells, 
and  lessen  tendency 
to  fibrosis  and  cirrhosis. 
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‘‘Provision  of  medical  care  in  the  United  States 
historically  has  been  local  in  character  and  the 
charges  established  In-  the  providers  of  medical  and 
hospital  services  therefore  reflect  not  onlv  the  cost 
of  living  in  the  local  communitv,  but  the  range  of 
services  provided  and  the  types  of  patients  served.” 
stated  the  Institute. 

Rates  B\  City:  The  average  rate  for  a two-hed 
semi-private  hospital  room,  which  varies  both  be- 
tween cities  and  within  cities,  is  listed  below  for 
some  of  the  nation's  larger  cities,  in  descending 
order  of  cost : 

Oakland.  $27.80;  Los  Angeles,  $25.40;  San 
Francisco,  $25.22;  Cleveland,  $24.34;  Boston. 
$24.04;  Seattle,  $23.50;  Xew  York  City.  $20.93; 
Minneapolis,  $20.63  ; Detroit,  $20.00  ; \\  ashington, 
D.  C.,  $19.80  ; Chicago,  $19.77;  Phoenix.  $1^86; 
Milwaukee,  $18.24;  Indianapolis.  $18.11;  Balti-, 
more.  $16.94. 

Omaha,  $16.85 ; Pittsburgh.  $16.85  ; Philadel- 
phia. $16.48;  St.  Louis,  $15.88;  Denver,  $15.66; 
Kansas  City,  ^lo.,  $15.29;  Salt  Lake  City.  $14.71  ; 
Dallas,  $14.44;  Louisville.  $14.30;  Xew  Orleans. 
$14.28;  Miami,  $14.24;  Memphis,  $13.68;  Atlanta, 
$13.06;  Tulsa,  $12.09;  and  Montgomery,  $9.29. 

Xearly  22  million  persons,  one  out  of  everv  eight 
in  the  U.  S.,  were  admitted  to  the  nation’s  short- 
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term  general  hospitals  in  1958,  according  to  sta- 
tistics of  the  American  Hospital  Association. 

Surgeons  to  Meet  in  Boston,  February  29-March  3 
-Surgeons,  nurses  and  related  medical  personnel 
from  throughout  the  country  are  inx  ited  to  attend 
a comprehensive,  four-day  Sectional  ^Meeting  of 
the  American  College  of  Surgeons  in  Boston.  iMas- 
sachusetts.  Fehruarv  29  through  March  3.  1960. 
Headquarters  will  be  the  Statler-Hilton  and  Sher- 
aton-Plaza  hotels,  with  many  sessions  scheduled 
at  leading  Boston  hospitals. 

This  four-day  meeting,  a once  vearly  event  in- 
augurated in  Boston  in  1953,  will  include  sessions 
in  general  surgery  and  separate  j)rograms  in  the 
surgical  specialties  for  gynecologists  and  obstetri- 
cians, ophthalmic  surgeons,  orthopedic  surgeons, 
otolaryngologists,  thoracic  surgeons,  urologists, 
and  nurses.  This  meeting,  like  the  annual  clinical 
congress,  is  designed  to  inform  the  medical  jirofes- 
sion  at  large  about  developments  in  surger\-.  and 
to  focus  attention  on  newer  ways  of  handling  prob- 
lems encountered  in  daily  practice. 

R.  I.  Family  Service,  Inc.  Establishes 
New  Policy  on  Fees 

The  Board  of  Directors  of  Family  Service.  Inc. 
has  adopted  the  policy,  effective  January  1.  1960, 
that  Family  Service.  Inc.  charge  fees  for  counsel- 
ing services  provided  by  the  professional  staff. 
Lender  this  policy  individuals  or  families  who  are 
financially  able  to  do  so  will  be  expected  to  pay 
for  professional  counseling  services.  This  policy 
has  been  adopted  because  the  directors  and  staff 
believe  that  in  practice  it  will  make  the  counseling 
service  more  widely  a\ailable  to  the  community. 
The  Board's  statement  is  as  follows ; 

Fees  will  be  charged  by  Family  -Service.  Inc.  for 
counseling  services  to  people  who  are  able  to  pay. 
X^o  one  will  be  denied  service  because  he  cannot 
pay. 

Fees  will  be  determined  by  use  of  a table  which 
takes  into  account  income  and  size  of  family. 
These  range  from  50^  to  $12.00  per  week.  The 
fee  for  an  individual  or  family  will  lie  determined 
in  consultation  with  the  counselor. 

Fees  will  not  be  expected  of  the  following; 

(a)  persons  seeking  information  only  or  those 
primarily  referred  to  another  agency. 

(b)  persons  receiving  public  assistance. 

(c)  mentally  ill  or  severely  disturbed  people. 

(d)  parents  of  adolescents  who  are  unwilling 
themselves  to  participate  and  pay  a fee  hut 
are  giving  permission  for  their  children  to 
have  service. 

(e)  individuals  or  families  coming  for  service 
who  do  so  only  because  of  pressure  by  the 
court,  -schools,  or  other  community  people. 
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Acute  Illness  Less  Serious  Today 

Although  mortality  rates  and  the  threat  of  seri- 
ous communicable  diseases  have  declined  greatly 
since  before  World  \\'ar  II,  the  incidence  of  acute 
disabling  illness  in  this  country  is  still  a serious 
burden.  Health  Information  Foundation  reports. 

In  the  December  issue  of  its  monthly  statistical 
bulletin,  Progress  in  Health  Services,  the 
Foundation  analyzed  two  government  surveys  of 
acute  illness,  one  covering  1957-58  and  the  other 
ranging  over  a 15-year  period  ending  in  1943. 

In  the  more  recent  survey,  the  average  person 
reported  just  over  two  cases  of  acute  disabling  ill- 
ness a year,  compared  with  an  average  of  less  than 
one-half  case  per  person  annually  in  the  earlier 
study. 

But  dififerences  in  techniques  used  in  making  the 
two  sur\  eys,  said  the  Foundation,  do  not  at  present 
justify  drawing  the  conclusion  that  there  is  a “real” 
increase  in  the  frequency  of  acute  disabling  illness 
conditions.  On  the  other  hand,  it  added,  comparison 
does  suggest  that  the  average  days  of  disability  per 
case  ha\'e  probably  decreased  greatly  since  before 
the  war.  During  the  1928-43  period  the  average 
acute  disabling  condition,  for  example,  lasted  9.8 
days,  while  the  average  for  1957-58  was  only  5.6 
days. 

In  each  study  the  rate  of  acute  illness  declined 
with  age.  The  rate  of  illness  among  children  under 
age  five  was  about  50  per  cent  higher  than  the  rate 
for  all  ages,  while  the  rate  for  ages  forty-five  and 
over  was  only  two-thirds  that  for  all  ages. 

Booklet  Issued  for  Parents  of  Child 
with  Rheumatic  Fever 

A new  booklet.  Home  Care  of  the  Child  with 
Rheumatic  Fever,  has  been  published  by  the 
American  Heart  Association  and  its  affiliates. 

The  booklet  was  prepared  especially  for  parents 
of  children  who  have  or  are  recovering  from  rheu- 
matic fever  and  for  whom  hospital  care  is  either 
not  advised  or  not  available. 

Copies  may  he  requested  by  physicians  and 


others  from  the  Rhode  Island  Heart  Association 
to  give  to  parents  of  rheumatic  fever  patients. 

The  twenty-four-page  illustrated  booklet  goes 
into  detail  about  the  role  of  the  mother  in  caring 
for  the  sick  child  and  the  importance  of  following 
the  regimen  prescribed  by  the  physician. 

Instruction  is  included  on  bathing  the  child  in 
bed,  giving  medicine,  taking  the  pulse  and  tem- 
perature and  keejiing  records  for  the  doctor.  Choos- 
ing and  preparing  food  for  the  sick  child,  planning 
a daily  schedule  for  mother  and  child  and  the  use 
of  home  care  equipment  are  also  discussed. 

College  of  Surgeons  Names 
Successor  to  Dr.  Hawley 

Dr.  John  Paul  North.  Dallas,  Texas,  will  become 
the  director  of  the  American  College  of  .Surgeons, 
effective  January  31,  1961,  it  was  announced  re- 
cently by  Dr.  I.  .S.  Ravdin,  chairman.  Board  of 
Regents,  American  College  of  Surgeons.  He  will 
succeed  Dr.  Paul  R.  Hawley,  the  College’s  Director 
since  March,  1950. 

Dr.  North  has  had  a distinguished  career  as  a 
surgeon  and  educator.  He  has  been  chief.  Surgical 
Service,  Veterans  Hospital,  Dallas,  since  1955,  and 
professor  of  clinical  surgery  at  Southwestern  Med- 
ical School  of  the  University  of  Texas  since  1946. 
He  was  in  the  private  practice  of  general  surgery 
in  Philadelphia,  1932-42,  at  which  time  he  held  an 
appointment  at  the  University  of  Pennsylvania  as 
instructor  and  associate  in  surgery.  He  has  been  a 
Fellow  of  the  College  since  1935,  and  a member  of 
the  Board  of  Governors  since  1954. 

During  World  War  H,  Dr.  North  was  chief, 
Surgical  Service,  in  the  20th  General  Hospital, 
CBI  Theater,  receiving  the  Legion  of  Merit  in  1945 
for  outstanding  service.  He  was  consultant  to  the 
Surgeon  General,  European  Theater,  in  1954,  and 
is  currently  an  active  reserve,  with  grade  of  colonel. 
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MEDICAL  SCHOOL  DEANS’  REVIEW 
MEDICAL  ADVANCEMENTS  IN  1959 


Deaxs  of  American  medical  schools  reported 
last  month  how  the  progress  of  medical  science 
brought  new  health  and  new  hope  to  the  American 
people  during  1959. 

The  deans  of  eighty-four  schools,  polled  hy  the 
American  iNIedical  Association  on  what  they 
thought  were  the  greatest  medical  achievements 
during  the  rear,  offered  a plethora  of  divergent 
viewpoints,  but  they  nearly  all  agreed  on  one  point : 
intensive  medical  investigation  is  now  going  on  in 
many  quarters  in  the  field  of  biochemical  genetics. 

Doctor  \\'illiam  S.  Stone,  dean  of  the  University 
of  Main  land  School  of  Medicine,  said  “the  biggest 
single  achievement  in  the  field  of  scientific  medi- 
cine in  1959  has  been  the  increase  in  our  knowledge 
of  the  chemistry  of  genetics." 

This  field  deals  with  man’s  origins,  his  mode  of 
development  and  reproduction  of  characteristics. 
Hence,  the  term  genetics  is  applied  to  the  study  of 
heredity. 

TDw  Can  Plan  To  Improve  Himself 

Many  biochemical  geneticists,  including  Xobel 
laureates,  are  looking  to  the  dav  when  man  can  plan 
himself,  and  draft  and  carry  out  plans  to  improve 
the  actual  species  as  to  intelligence,  physique,  and 
resistance  to  disease. 

Dean  Stafi’ord  L.  Warren  of  the  University  of 
California  Medical  Center,  Los  Angeles,  said  “a 
better  understanding  of  the  biochemistry  of  inhibi- 
tion of  ner\  e impulses  was  achieved  in  1959.  and 
the  relation  of  such  chemistry  to  epileptic  seizures 
has  led  to  some  revolutionary  thinking." 

He  added  that  significant  contributions  also  have 
been  made  to  fundamental  knowledge  of  the  learn- 
ing process.  "It  has  been  possible,"  Doctor  Warren 
said,  "to  trace  on  a brain-wave  detecting  device 
records  of  the  learning  process.  As  an  animal 
learned  a particular  task  at  our  center  during  the 
past  year,  a tracing  of  new  electrical  activity  in  a 
particular  brain  area  could  he  recorded.  This  could 
be  erased  with  drugs  that  caused  the  animal  to 
temporarily  forget  what  he  had  learned,  but  the 
tracing  returned  as  the  drug  wore  off.’’ 

Such  basic  learning,  he  said,  may  eventually 
achieve  a better  understanding  of  the  nation's 
major  problem  of  mental  health  and  bring  about 
better  methods  of  treatment. 


Open  Neu'  Fields  of  Treatment 
Americans  who  received  X’obel  prizes  in  medi- 
cine in  recent  years,  including  the  1959  winners — 
Doctor  Severo  Ochoa  of  the  Xew  York  College  of 
Medicine  and  Doctor  Arthur  Kornberg  of  Stan- 
ford University — have  contributed  immeasurably 
to  biochemical  genetics.  Through  their  contribu- 
tions they  have  opened  up  broad  fields  in  the  treat- 
ment and  theory  of  a wide  spectrum  of  disease. 
Their  discoveries,  capstones  on  previous  work  dur- 
ing more  than  half  a century,  have  not  only  signi- 
ficant clinical  implications,  but  shed  new  light  on 
the  nature  of  life  and  the  future  of  man  as  a species. 

Doctor  Charles  A.  Doan,  dean  of  Ohio  State 
University  Medical  School.  Columbus,  referred  to 
what  he  termed  “the  great"  discoveries  of  Doctors 
Ochoa  and  Kornberg.  Their  discoveries  related  to 
the  biological  synthesis  of  compounds  called  RXA 
and  DX*.-\  for  short. 

"The  synthesis  of  RXA  and  DXA  perhaps  will 
have  more  far-reaching  influence  and  effect  on 
future  biologic  concepts  and  control  than  anv  other 
single  ad\  ance  this  past  vear,  or  for  many  previous 
years,"  said  Doctor  Doan,  adding ; 

“The  potential  influence  of  the  application  of 
this  knowledge  to  genetics  in  particular  can  only 
be  imagined  at  this  time." 

Study  Hereditary  Information 
"All  life  is  chemistry,’’  Doctor  Ochoa  said  after 
hearing  the  news  in  October  that  he  shared  the 
X’obel  prize  in  medicine,  and  then  added:  “The 
more  we  know  of  these  chemical  reactions,  the 
more  we  know  of  life.’’ 

DX'A  and  RX’A  have  been  under  study  for  years. 
DX'A  is  acknowledged  to  he  the  chemical  that,  in 
most  living  things,  passes  on  hereditary  informa- 
tion from  one  generation  to  the  next. 

The  other  chemical,  RXA,  is  a key  substance  in 
the  production  of  protein,  which  is  essential  in  the 
maintenance  of  tissue.  RXA  is  found  in  some 
viruses — those  which  cause  poliomyelitis  and  one 
called  tobacco  mosaic  virus  which  produces  a dis- 
ease in  plants.  RXA  is  thought  also  to  pass  on 
hereditary  traits. 

List  Specific  Investigations 
The  deans  mentioned  a number  of  specific  med- 
ical investigations  now  being  carried  out  in  research 
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centers  throughout  the  country  in  the  field  of  hio- 
chemical  genetics.  These  include  : 

— The  phenomenon,  technically  known  as  trans- 
duction. through  which  a virus  can  carry  genetic 
material  from  one  cell  to  another,  a significant  step 
in  the  field  of  transplantation  of  organs. 

— U'hether  leukemia  is  produced  by  a virus 
and,  if  so,  what  virus  is  essential  in  initiating  the 
disease. 

— W hat  ])art  enzymes  play  in  many  diseases. 
An  enzyme  is  a complex  chemical  substance  found 
largely  in  the  digestive  juices  of  the  body  which 
acts  as  a catalytic  agent  on  other  substances  and 
then  causes  them  to  split  up.  A number  of  diseases, 
including  epilepsy  and  multiple  sclerosis,  are 
thought  to  he  of  enzymatic  metabolic  origin. 

— Study  of  certain  diseases  in  which,  because  of 
hereditarv  abnormality,  the  patient  fails  to  manu- 
facture an  enzyme,  or  manufactures  an  abnormal 
enzyme  that  will  not  work. 

— The  possibility  of  moving  heritable  traits  from 
one  cell  to  another. 

— The  role  of  genetic  analysis  as  an  indispens- 
able part  in  the  understanding  of  the  mechanism 
of  cancer. 

— Clinical  experimentation  to  determine  the  role 
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of  genetic  influences  on  such  diseases  as  hyperten- 
sion, coronary  ailments,  schizophrenia,  and  dia- 
betes. 

— The  possibility  of  making  synthetic  substances 
with  enzyme  activity  and  using  these  artificial  en- 
zymes in  the  control  of  diseases  resulting  from 
abnormal  or  deficient  enzvmes. 

— The  possibility  of  learning  more  about  control 
of  cell  machinery  and  heredity,  thereby  conquer- 
ing many  of  man’s  ills,  including  hereditarv  defects 
in  metabolism  and  the  more  obscure  conditions, 
such  as  cancer  and  the  degenerative  diseases. 

/More  Known  About  Chromosomes 

One  dean.  Doctor  Thomas  H.  Hunter  of  the 
University  of  \’irginia  School  of  Aledicine  at 
Charlottesville,  considered  the  “description  of 
chromosomal  abnormalities  by  several  groups,  both 
here  and  in  England,’’  as  an  outstanding  achieve- 
ment in  medicine  in  1959. 

He  referred  particularly  to  last  April’s  announce- 
ment by  British  investigators  that  an  irregular 
number  of  chromosomes  inside  living  cells  are  re- 
sponsible for  such  grave  conditions  as  Mongoloid 
idiocy,  abnormalities  of  the  sexual  organs,  and  pos- 
sibly leukemia.  Chromosomes  are  the  microscopic 
life-threads  that  carry  the  genes  of  heredity — such 
as  eye.  hair,  and  skin  color — like  heads  on  a string. 
They  are  found  inside  the  germ  cells  that  unite  to 
form  new  organisms,  such  as  a human  fetus. 

“Methods  have  now  been  devised,”  said  Doctor 
Hunter,  “for  the  mapping  of  human  chromosomes 
which  promises  to  shed  light  on  the  basic  abnor- 
malities in  many  other  conditions,  hut  these  find- 
ings in  particular  imi)ress  me  as  being  of  most 
fundamental  importance  since  thev  clearly  and 
uneciuivocally  label  such  abnormalities  as  genetic 
in  origin.” 

Trace  Chromosomes  to  Disease 

The  chromosome  “mapping”  and  what  it  has 
revealed  so  far  is  exciting,  scientifically.  It  proves 
not  onlv  that  human  beings  can  live  with  chro- 
mosomal abnormalities,  hut  more  importantly  be- 
cause each  chromosome,  even  a verv  small  one, 
can  lead  to  some  of  man’s  gravest  maladies.  This 
raises  the  question  as  to  whether  some  day  cell 
researchers  will  he  able  to  pinpoint  the  basic  cause 
of  a disposition  toward  cancer  in  the  future. 

Dean  \\  . C.  Davison  of  Duke  University  School 
of  Medicine,  Durham.  X.  C.,  said  that  in  his  opin- 
ion the  greatest  single  achievement  in  1959  was 
“development  of  technicjues  for  visualization  of 
chromosomes  in  man  and  their  correlation  with 
certain  disease  states.” 
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BOOK  REVIEWS 


THE  CHEMICAL  PREVEXTIOX  OF 
CARDIAC  XECROSES  by  Hans  Selye,  M.D.. 
Ph.D.,  Sc.  The  Ronald  Press,  Xew  York,  1958. 
$7.50 

“The  object  of  this  monograph  ...  is  to  co-ordi- 
nate the  many,  isolated  observations  on  the  necro- 
tizing cardiopathies  in  the  light  of  newly  acquired 
knowledge  about  the  production  and  prevention  of 
similar  lesions  in  animals.”  This  on  page  167  de- 
scribes the  hook’s  purpose  well. 

Hans  Selye  has  the  genius  to  accomplish  the 
avowed  purpose.  He  has  co-ordinated  unrelated 
observations,  done  much  animal  experimentation, 
and  has  made  a unifying  concept.  W’e  have  all  been 
aware  for  a long  time  of  such  definite  changes  in 
the  electrocardiogram  as  occur  with  changes  in 
electrolyte  concentration  especially  changes  in  po- 
tassium and  calcium.  We  are  impressed  with  the 
coincidence  of  angina  and  myocardial  insufficiency 
under  stress.  \\'e  know  blood  pressure  is  altered  at 
least  in  part  by  sodium.  Such  observations  were 
the  starting  point  in  Selye’s  investigations. 

Using  several  species,  hut  chiefly  the  rat,  animals 
were  treated  to  a \ariety  of  situations  involving 
such  diverse  factors  as  trauma,  cold,  infection, 
steroids,  and  profound  changes  in  electrolytes.  The 
factors  were  most  effective  in  altering  muscle  tissue 
staining  when  sensitizing  or  conditioning  with  a 
steroid  was  done  first. 

In  a great  over-simplification  the  results  indicate 
that  potassium  and  magnesium  ions  in  optimal 
serum  concentrations  exert  a protective  influence 
against  cardiac  muscle  necrosis  from  these  noxious 
agents  above. 

Selye  has  a rare  gift  of  genius  which  permits  him 
to  see  only  a few  trees,  look  carefully  at  many  more, 
and  then  very  clearly  see  and  describe  a great 
forest  system.  He  did  this  in  his  unifying  concept 
of  stress  and  the  same  type  of  unifying  thinking  is 
seen  here  again.  All  interested  in  the  theory  of 
medicine  will  read  the  book  with  satisfaction.  The 
clinical  cardiologist  will  recognize  an  explanation 
for  some  of  the  mysterious  phenomenon  he  ob- 
serves. There  are  no  direct  clinical  applications 
now  hut  the  monograph  is  replete  with  implications 
well  worth  studying. 


HAXDBOOK  OF  POISOXIXG:  DIAGXOSIS 

AXD  T REAP M EXT  by  Robert  H.  Dreishach. 

Lange  Medical  Publications,  Los  Altos,  Calif., 
1959.  2nd  ed.  $3.50 

This  is  an  excellent  handbook  on  poisoning ! 
Doctor  Dreishach,  professor  of  pharmacology  at 
the  Stanford  L’niversity  School  of  Medicine,  men- 
tions in  his  preface  that  the  purpose  of  the  Hand- 
book is  to  provide  a concise  summary  of  the  diag- 
nosis and  treatment  of  clinically  important  poisons. 
The  author  strives  for  brevity  and  clarity.  He 
divides  the  Handbook  into  \T  Sections  and  an 
Appendix. 

The  W Sections  are:  Section  I,  General  Con- 
siderations of  Poisons  and  Poisoning ; Section  H, 
Pesticides  and  Other  Agricultural  Poisons;  Sec- 
tion HI,  Industrial  Hazards;  Section  I\",  House- 
hold Chemicals;  Section  V,  Medicinal  Poisons; 
Section  \T,  Plant  and  Animal  Hazards. 

The  appendix  deals  with  mechanical  resuscita- 
tion equipment  and  oxygen  equipment.  This  latter 
chapter  comprises  approximately  11%  of  the  hook 
and  is  excellent.  It  describes  the  name  of  the  resus- 
citator  or  oxygen  apparatus  equipment,  the  manu- 
facturer, shows  pictures  of  and  outlines  the  opera- 
tion and  maintenance  of  the  equipment. 

There  are  many  wonderful  tables  throughout  the 
hook  as  well  as  chemical  formulas.  In  discussing 
each  drug  or  substance,  a brief  history  of  the  prod- 
uct is  given  followed  by  clinical  findings,  treatment, 
prophylaxis,  and  prognosis.  On  the  front  and  hack 
covers  of  the  book  are  listed  first-aid  measures  in 
poisoning  and  emergency  equipment  needed  for 
treatment  of  poisoning.  This  will  give  precise  and 
quick  information  to  the  physician  at  a glance. 

This  Handbook  is  one  of  the  hooks  recommended 
hv  Doctor  Cann,  director  of  the  National  Clearing 
House  for  Poisons  in  Washington,  D.  C.,  to  com- 
prise part  of  the  basic  library  of  Poison  Control 
Centers  throughout  the  L’nited  States.  It  is  an 
excellent  hook  on  poisons  and  is  a must  for  all 
pediatricians  and  general  practitioners  and  strongly 
recommended  to  he  on  the  desk  of  all  physicians. 

Joseph  S.  Karas,  m.d. 


R.  Lewis,  h.d. 
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A DOCTOR  REMEMBERS  by  Edward  H. 

Richardson,  M.D.  \’antage  Press.  X.  Y.,  1959. 
$5.95. 

I met  Dr.  Ed  Richardson,  who  had  entered 
Johns  Hopkins  Medical  School  in  1901,  after  I 
entered  the  School  in  1904.  In  inv  last  year  at 
Brown  Uni\ersity,  I was  told  by  my  good  old 
familv  doctor  that  I had  a slight  inguinal  hernia 
calling  for  an  ojieration  or  a temporary  truss.  I 
knew  that  I was  to  enter  Hopkins  soon  so  I de- 
cided I’d  wait  and  have  my  operation  there,  proh- 
ablv  “for  free.”  In  the  fall  of  1905,  I presented 
myself  to  the  outpatient  department  for  examina- 
tion. I was  examined  hy  two  young  surgical  in- 
terns, Dr.  Richardson  and  Dr.  Dick  Eollis  ( what 
reputations  these  two  boys  attained  in  future 
years!)  After  the  examination,  they  withdrew  to 
discuss  my  case.  Needless  to  say,  I was  watching 
their  every  movement,  frightened  to  death.  Einally, 
Dr.  Richardson  came  to  me  and  said  “iMcCann.  get 
rid  of  the  truss  for  we  don’t  find  any  hernia.’’  How 
grateful  I was  to  him  for  that  advice ! N^ow,  after 
fifty  years  of  an  active  life.  I have  never  had  any 
sign  of  a hernia. 

In  his  book.  Dr.  Richardson  spends  his  first 
chapter  on  his  boyhood  in  \4rginia.  He  apologizes 
for  his  lack  of  ability  to  write  which  is  a mistake 
for  Mark  Twain  had  nothing  on  him. 

The  most  interesting  part  of  his  book,  to  me. 
begins  with  his  medical  school  days  and  his  rise  to 
prominence  as  a surgeon  at  Hopkins.  E\  ery  stu- 
dent should  read  his  advice  on  “ambition."  I would 
frame  it  before  the  Oath  of  Hippocrates.  That  ten 
minutes  of  reading  is  worth  the  price  of  many 
books. 

The  chapter  on  full-time  professorship  at  the 
School  is  invaluable  and  I agree  with  him  that  such 
a plan  has  many  drawbacks  and  should  not  have 
been  adopted.  This  should  he  read  carefully  by 
men  who  have  control  over  hospital  procedure. 

The  last  section  of  the  book  deals  with  anec- 
dotes of  personal  exjieriences  and  are  amusingly 
and  well  told. 

This  book  is  a “must”  for  any  doctor  interested 
in  medical  education. 

James  A.  McCann,  m.d. 

Christopher’s  MINOR  SURGERY.  Edited  by 

Alton  Ochsner,  m.d.,  and  Michael  E.  DeBakey, 
M.D.  \\’.  B.  Saunders  Co.,  Phil.,  1959.  $10.50 

The  eighth  edition  of  Christopher’s  Minor  Sur- 
gery at  first  glance  appeared  to  be  completely  dif- 
ferent from  the  fifth  edition,  so  much  so  that  an 
old  copy  was  taken  from  the  shelf  for  comparison. 
The  preface  to  the  older  book,  written  bv  Doctor 


Chri.stojiher  himself,  reveals  that  to  him,  the  field 
of  minor  surgery  was  vaguely  defined  and  probably 
included  “surgery  of  the  general  practitioner,  of 
the  physician  who  does  not  ha\  e ready  access  to  a 
large  hosiiital  or  contact  with  surgical  specialists, 
of  the  physician  wdio  has  been  unable  to  serve  the 
prolonged  apprenticeship  in  surgery  necessary  to 
fit  him  to  carry  out  formal  and  complicated  opera- 
tions. and  of  the  resident  surgeon  and  surgical 
intern.”  He  went  on  to  say,  “since  there  are  not 
enough  professors  of  surgery,  or  even  well-trained 
general  surgeons  to  take  care  of  all  the  surgical 
conditions  which  are  described  in  this  hook  and 
which  occur  over  the  country  at  large,  this  volume 
represents  a sincere  effort  to  bring  to  the  doctors 
who  must  of  necessity  take  care  of  the  majority  of 
the.se  cases  the  latest.  . . .”  The  following  definition 
of  minor  surgery  found  in  the  eighth  edition  at  first 
seemed  to  be  a more  rational  and  more  desirable 
approach  to  the  problem  which  would  lead  to  an 
improved  and  more  useful  hook.  Editors  Ochsner 
and  DeBakey  define  minor  surgery  as  comiirising 
"those  conditions  that  can  lie  and  should  he  diag- 
nosed and  treated  in  a physician’s  office,  in  an  out- 
patient department  of  a hospital,  or  in  a patient’s 
home.” 

The  result  of  the  change,  however,  was  surpris- 
ing, and  one  might  well  consider  whether  an  im- 
provement actually  was  effected.  There  are  two 
chief  reasons  for  this  feeling. 

Eirst,  if  one  is  willing  to  accept  the  latter  defini- 
tion. one  would  expect  the  contents  of  the  hook  to 
conform  to  the  limitations  imposed,  and  would  ex- 
pect what  in  effect  would  be  a description  of  the 
out-patient,  office  and  home  care  practices  of  a 
given  sphere  of  medical  influence.  It  is  doubtful 
whether  this  is  the  case.  In  addition  to  much  excel- 
lently presented  material,  trulv  minor  in  surgical 
nature,  one  finds  whole  sections  on  diseases  and 
treatment  of  the  thyroid  and  parathyroid  glands, 
imperforate  anus  in  all  its  forms,  arteriosclerosis 
with  grafting  of  major  blood  vessels,  and  a general 
discussion  of  burns  with  therapy  based  on  the  rule 
of  nines  for  as  long  as  forty-eight  hours  post-hurn. 
One  contributor  warned  readers  that  the  treatment 
of  branchial  cleft  cysts  and  sinuses  is  probably 
preferably  treated  with  the  patient  hospitalized  and 
under  endotracheal  anesthesia.  The  presentation  of 
these  topics  is  not  consistent  with  the  wording 
“diagnosed  and  treated  in  the  out-patient  depart- 
ment, . . .”  This  wide  range  of  profound  subjects  in 
one  volume,  somehow  slanted  to  a minor  surgical 
perspective,  as  of  necessity  has  resulted  in  a very 
superficial  approach.  Thus,  while  the  above  condi- 
tions could  be  diagnosed  and  cared  for  nowhere  but 
in  a major  surgical  unit,  paradoxically,  the  manner 
of  presentation  renders  the  material  inadequate  for 
use  therein. 
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Second,  one  wonders  whether  minor  surgery 
actually  is  confined  to  an  out-patient  department, 
an  office  or  a home.  It  occurs  where  it  is  found,  and 
a given  condition,  minor  in  one  of  the  three  speci- 
fied locations,  is  not  rendered  otherwise  when  per- 
formed in  a small  hospital,  or  for  that  matter,  in 
a university  hospital. 

The  philosophy  of  the  eighth  edition  appears  to 
he  not  so  practical  as  that  of  the  earlier  hook. 
“Down  to  earthness’’  was  one  of  Doctor  Christo- 
pher’s many  admirable  qualities.  Should  one  prefer 
the  newer  definition,  however,  the  eighth  edition 
could  not  be  used  as  a guide  or  reference  manual 
for  minor  surgery. 

Prospective  purchasers  (institutional  and  indi- 
vidual I would  do  well  to  review  the  book  to  estab- 
lish a need  for  it.  and  if  one  can  be  found,  the  hook 
is  highly  recommended. 

J.  E.  Caruolo,  m.d. 
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BIOPSY  MANUAL  by  James  D.  Hardy,  James 

C.  Griffin,  Jr.,  and  Jorge  A.  Rodriguez.  \\’.  B. 

Saunders  Co.,  Phil.,  1959.  $6.50. 

This  manual,  published  by  members  of  the  de- 
partment of  surgery  of  the  University  of  Missis- 
sippi Medical  School  describes  general  principles, 
as  well  as  techniques,  errors  and  precautions  in 
obtaining  biopsies  from  all  sites.  It  stresses  the 
necessity  of  providing  adequate  material,  as  well 
as  information  for  the  pathologist  to  arrive  at  a 
correct  histologic  diagnosis.  The  descriptions  of 
techniques  are  clear  and  accompanied  by  diagrams. 
They  are  of  necessity  brief  and  may  not  always  be 
adequate  to  the  individual  surgeon.  However,  a 
list  of  references  is  appended  for  greater  detail. 
This  book  may  be  of  considerable  value  to  the  sur- 
gical house  officers  or  to  the  surgeon  who  performs 
biopsies  only  occasionally. 

George  F.  Meissner,  m.d. 
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OFFICERS  AND  COMMITTEES  OF  THE 
PROVIDENCE  MEDICAL  ASSOCIATION  FOR  I960 


Officers  — 1960 

Irving  A.  Beck,  M.D.,  President 

Frank  D.  Fratantuono,  M.D.,  F/rc  President 

W illiam  A.  Reid,  M.D.,  Secretary 

Frank  I.  Matteo,  M.D.,  Treasurer 

John  E.  Farrell,  Sc.D.,  Exeeutk’e  Secretary 

Advisory  Committee  to  the  Community 
IVorkshops,  Inc. 

Merle  M.  Potter,  M.D.,  Chairman 
Nathan  A.  Bolotow,  M.D. 

Henry  B.  Fletcher,  M.D. 

Raymond  F.  Hacking,  M.D. 

Maurice  W'.  Laufer,  M.D. 

Frank  Merlino,  M.D. 

Disaster  Committee 

James  B.  Moran,  M.D.,  Chairman 
Hilary  H.  Connor,  M.D. 

J.  Merrill  Gibson,  M.D. 

Francis  W.  Nevitt,  M.D. 

Edwin  Vieira,  IM.D. 

Entertainment  Committee 

Harry  Darrah,  IM.D.,  Chairman 
John  A.  Dillon,  M.D. 

Francis  L.  McNelis,  M.D. 

Robert  Wh  Riemer,  M.D. 

Michael  E.  Scala,  M.D. 

Wdlliam  J.  Schwab,  IM.D. 

Grievance  Committee 

Frank  W.  Dimmitt,  M.D.,  Chairman 
Irving  A.  Beck,  M.D. 

Herbert  E.  Harris,  M.D. 

Joseph  G.  McWilliams,  M.D. 

John  C.  Myrick,  M.D. 

William  A.  Reid,  M.D. 

Committee  on  Legislation 

William  A.  Reid,  M.D.,  Chairman 
Edward  A.  McEaughlin,  M.D. 

P.  Joseph  Pesare,  M.D. 

Ezra  Sharp,  M.D. 


Committee  on  Group  Insurance 

Emanuel  Benjamin,  M.D.,  Chairman 
James  H.  Cox,  M.D. 

Joseph  G.  McWhlliams,  M.D. 

Executive  Committee 
( In  addition  to  Officers) 

Harry  E.  Darrah,  M.D.  (1962) 

J.  Merrill  Gibson,  M.D.  (1962) 

William  J.  MacDonald,  M.D.  ( 1962  ) 

Francis  W.  Nevitt,  M.D.  ( 1962) 

Bertram  H.  Buxton,  Jr.,  M.D.  (1961) 

Michael  DiMaio,  M.D.  (1961  ) 

Joseph  G.  McWilliams,  M.D.  (1961) 

Ralph  D.  Richardson,  M.D.  ( 1961 ) 

Robert  V.  Lewis,  M.D.  (1960) 

Arnold  Porter,  M.D.  ( 1960) 

Advisory  Committee  to  the  Medical  Bureau 
John  G.  Walsh,  M.D.,  Chairman 
Irving  A.  Beck,  M.D. 

Prank  I.  Matteo,  M.D. 

Wdlliam  L.  Mauran,  Jr.,  IM.D. 

Medical  Milk  Commission 

John  T.  Barrett,  M.D.,  Chairman 
Reuben  C.  Bates,  M.D. 

Bertram  H.  Buxton,  Jr.,  M.D. 

Harold  G.  Calder,  M.D. 

John  E.  Earley,  M.D. 

John  P.  Grady,  M.D. 

Maurice  N.  Kay,  M.D. 

Henry  E.  Utter,  M.D. 

Program  Committee 

Seebert  J.  Goldowsky,  M.D.,  Chairman 
Alex  Burgess,  Jr.,  M.D. 

George  Coleman,  M.D. 

John  F.  Wh  Gilmore,  M.D. 

John  C.  Ham,  M.D. 

Waldo  O.  Hoey,  M.D. 

Maurice  N.  Kay,  M.D. 

Arthur  Kern,  M.D. 

Louis  Kramer,  M.D. 

Irving  A.  Beck,  M.D.  (ex  officio) 

Prank  D.  Fratantuono,  M.D.  (Pice  President) 
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PATTERNS  OF  MEDICAL  EDUCATION  TODAY 


How  DOES  medical  education  look  today  both  to 
medical  students  and  practicing  physicians? 
This  was  the  theme  of  an  unusual,  nationwide  sur- 
vey reported  in  a recent  issue  of  Patterns  of  Dis- 
ease, a publication  prepared  for  and  distributed  to 
the  medical  profession  by  Parke,  Davis  & Company. 

This  “double  look”  survey  revealed  some  inter- 
esting variations  in  the  student  and  physician 
responses. 

The  most  recent  of  its  kind,  it  was  conducted 
among  9,862  medical  students  representing  51  of 
the  nation’s  84  medical  schools  and  5,065  physi- 
cians. Response  to  questionnaires  exceeded  23^. 
The  total  number  of  medical  students  currently 
enrolled  is  approximately  30.000. 

Premedical  Education 

A major  point  of  student-physician  disagree- 
ment concerned  premedical  preparation  for  med- 
ical school.  Practically  all  of  the  students  have 
received  undergraduate  degrees,  even  in  a few  cases 
graduate  ones,  with  only  1 1 % having  no  degree. 
About  80%  of  medical  students  felt  their  premed- 
ical education  to  he  “valuable  preparation  for  med- 
ical school,”  giving  as  a major  reason  “background 
broadened  in  nonscientific  areas.”  Close  to  half  the 
])hysicians.  on  the  other  hand,  felt  that  a four-year 
premedical  education  was  not  necessary  for  med- 
ical studies.  Most  frequently  cited  reason  was  a 
“shorter  period  would  he  adequate.” 

However,  both  students  and  physicians  favored 
more  emphasis  on  liberal  arts  than  on  science.  Close 
to  85%  of  the  students  had  majored  in  science,  hut 
only  about  20%  said  they  w(juld  now  recommend 
heavy  science  programs.  About  40%  of  the  physi- 
cians felt  that  premedical  education  should  stress 
liberal  arts,  with  approximately  30%  preferring 
basic  sciences. 

Although  clinical  training  starting  in  the  first 
year  was  reported  by  only  4%  of  the  students.  25% 
felt  it  should  begin  at  that  time.  Of  improvements 
needed  “classroom  and  examination  procedures” 
were  mentioned  most  frequently  (accounting  for 
50%  of  these  resi)onses)  and  “clinical  practices” 
.second  most  freciuently. 

Slightly  more  than  half  of  the  general  i)racti- 
tioners  (53%  ) and  less  than  half  of  the  specialists 
(46%  ) felt  that  their  medical  training  had  not  been 


practical  enough.  Leading  reasons  for  the  “Xo” 
responses  were  “too  much  emphasis  on  obscure 
diseases  and  problems  of  specialties”  and  “too  little 
emphasis  on  business  aspects  of  medical  practice” 
among  general  practitioners,  and  “too  little  em- 
phasis on  business  asjiects  of  medical  practice” 
among  specialists. 

The  Problem  of  Finances 

How  do  medical  students  manage  financially 
during  their  long  training  period?  “Help  from 
parents”  is  apparently  the  commonest  method 
(54%  of  the  responses)  ; a part-time  job,  second 
(37%  ) : and  “savings,  summer  work.”  third 
(29%  ).  \Ary  few  of  the  students  feel  that  the 
cost  of  their  training  is  exorbitant — “extremely,” 
or  “prohibitively  high”  being  mentioned  in  only 
12%  of  the  res])onses. 

Despite  the  length  of  training  for  a medical 
degree  itself,  the  majority  of  medical  students  in- 
tend to  specialize.  A specialty  was  mentioned  as  a 
jn'ofessional  goal  in  67%  of  the  responses  as  com- 
pared to  general  practice  in  only  13%.  Research 
was  mentioned  in  only  15%. 

Medicine  may  he  an  arduous  career,  hut  most 
doctors  would  like  their  children  to  follow  in  their 
footsteps.  A “Yes”  answer  to  this  question  was 
given  in  the  survey  by  65%  of  the  general  practi- 
tioners and  56%  of  the  specialists,  with  “personal 
satisfaction  from  service”  as  the  most  frequently 
cited  reason  for  the  choice. 

Among  physicians  giving  a “X’o”  answer,  the 
most  common  reason  was  “work  too  demanding, 
hours  too  long.” 

Changing  the  Face  of  Medical  Education 

Patterns  also  includes  a comprehensive  statistical 
survey  of  the  current  status  of  medical  education 
focusing  on  its  developments  and  jirohlems. 

The  face  of  medical  education  has  been  chang- 
ing radically  over  the  past  few  years,  the  jnihlica- 
tion  reveals.  In  general  the  trend  has  been  from  a 
rigidlv  compartmentalized,  formal  didactic  pro- 
gram to  a more  fiexihle,  informal  one  with  greater 
emphasis  on  conferences,  clinical  work  earlier  and 
interdepartmental  joint  teaching  programs. 

Other  trends  noted  are  a rapid  increase  of  stu- 
dent j)articipation  in  medical  research  ( 10%  to 
50%  of  the  student  body  may  he  involved),  and 
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the  emergence  of  new  disciplines  (comprehensive 
medicine,  family  care)  using  the  community  as  a 
teaching  center. 

“Xew  ‘experimental’  programs  have  flowered  at 
medical  schools  across  the  country,"  Patterns  says. 
It  reports  as  being  among  plans  currently  under 
way : clinical  preceptorships  beginning  as  early  as 
the  freshman  year ; a five-year  medical  school  pro- 
gram which  selected  students  may  enter  after  onlv 
two  or  three  years  of  undergraduate  work : and 
many  types  of  integrated  teaching  programs  and 
multidisciplinary  laboratories. 

Shortage  of  Schools,  Faculty 
Two  major  problems  facing  medical  education 
today  are  shortage  of  schools  and  teachers.  In  the 
])ast  sixteen  years  twelve  medical  schools  have  been 
activated,  i.e..  less  than  one  a year.  However,  it  has 
been  estimated  that  in  the  next  decade  two  to  three 
more  medical  schools  a year  will  be  needed  to  main- 
tain the  ratio  of  one  physician  to  750  population. 
In  addition,  by  this  time  it  is  estimated  that  the 
number  of  applicants  to  medical  school  will  have 
more  than  doubled — 32,000  applicants  to  medical 
school  bv  the  late  1960’s  as  compared  to  15,791  in 
1957-58.' 

Howe\er,  ‘‘perhaps  the  most  critical  problem 
facing  medical  education  today  is  a nationwide 
shortage  of  faculty  members,  particularly  in  the 
basic  sciences,"  the  publication  rejwrts.  It  points 
j out  that  between  1957  and  1958  the  number  of  un- 
filled faculty  posts  increased  by  about  9^7  and  that 
only  32%  of  these  were  newly  created  positions  in 
contrast  to  45%  the  year  before.  At  present  there 
are  619  unfilled  faculty  positions  in  U.  S.  medical 
schools,  that  is,  more  than  7 per  school.  The  publi- 
cation notes  as  a "salutary  trend,”  however,  that 
since  1955-56  enrollments  in  advanced  degree  pro- 
grams in  basic  medical  sciences  have  increased 
steadily.  "Students  involved  are  considered  a de- 
pendable — though  still  inadequate  — source  of 
future  basic  science  faculty,”  it  says. 


E.  P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
Pharmacy  License  #225 
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reaches 

all  nasal  and  paranasal 

membranes 

systemically^ 

Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^'^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 

Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 

first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  Vz  the 
formulation  of  the  Triaminic  Tablet. 

Dosage;  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  % the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — 1 tsp.;  Chil- 
dren I to  6 — Vz  tsp.;  Children  under  I — Vt  tsp. 

1.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37:460  (July)  1958. 

2.  Lhotka,  F.  M. : Illinois  M.  J.:  JJ2:259  (Dec.)  1957. 

3.  Farmer,  D.  F. : Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant . . . 


Triaminic 

timed-release  tablets  and  juvelets 
also  non-alcoliolic,  fruit-flavored  syrup 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


136 


RHODE  ISLAND  MEDICAL  JOURNAL 


JOSEPH  L McDonald  & son,  inc. 

Registered  Pharmacists 

Corner  of  Lioyd  and  Elmgrove  Avenues 

TELEPHONE  PL  1-7523 

Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 


Butterfield's 

DRUG  STORE 

CHARLES  BUTTERFIELD,  Ph.  G. 

Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 

Pharmacy  License  #193 


There  are  currently  84  medical  schools  in  this 
country,  although  over  450  have  existed  at  one 
time  or  another  — some  for  brief  periods  only, 
others  for  nearly  200  years.  These  facts  are  pre- 
sented in  the  current  issue  of  the  publication 
Patterns  of  Disease,  published  by  Parke,  Davis  & 
Company  for  the  medical  profession. 

Among  the  oldest  of  them  currently  active  is 
the  University  of  Pennsylvania  School  of  Medicine 
(1765);  the  newest  is  Albert  Einstein  College  of 
Medicine,  fully  accredited  as  a 4-year  school  in 
March  of  1959-  Its  first  class  graduated  in  June. 

Patterns  reveals  as  a major  potential  problem  in 
medical  education  the  shortage  of  schools.  It  points 
out  that  in  the  past  16  years  12  medical  schools 
have  been  activated,  that  is  less  than  1 a year. 
However,  it  has  been  estimated  that  in  the  next 
decade  2 to  3 more  medical  schools  per  year  will 
be  needed  to  maintain  the  ratio  of  1 physician  to 
750  population.  In  addition,  by  this  time,  it  is  esti- 
mated that  the  number  of  applicants  to  medical 
school  will  have  more  than  doubled  — 32,000 
applicants  to  medical  school  by  the  late  1960’s  as 
compared  to  15,791  in  1957-58. 
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in  acute  cardiac  arrhythmias 


VISTARiy 

hydroxyzine  pamoate 

can  restore  normal  sinus  rhythm. . . sometimes  within  minutes 


The  gentle  tranquilizing  effect  of  Vistaril  dis- 
pels fear  and  anxiety  and  rapidly  reassures 
cardiac  arrhythmia  patients. 

In  addition,  Vistaril  appears  to  act  directly  on 
the  myocardium.  Normal  sinus  rhythm  is  fre- 
quently restored  and  maintained. 

Further  information  is  available  from  the  Medical  Department  on  request. 

Science  for  the  world’s  well-being'^^ 

PFIZER  LABORATORIES,  Div.,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


Therapeutically,  Vistaril  is  particularly  effec- 
tive in  arrhythmias  of  sudden  onset. 

Prophylactically,  Vistaril  may  decrease  or  en- 
tirely prevent  the  number  of  attacks  of  par- 
oxysmal auricular  tachycardia  or  fibrillation. 


in  overweight 
" DEXAMYL* 

brand  of  dextro  amphetamine  and  amobarbital 

SPANSULE* 

brand  of  sustained  release  capsules 


for  the  patient  who  is  tense, 
irritable,  frustrated  by  inability 
to  stick  to  diet 


SMITH 

KLINES 

FRENCH 


...and  for  the  patient  who  is  listless, 
lethargic,  depressed  by  reducing  regimens: 

® DEXEDRINE®  SPANSULE® 


brand  of  dextro  amphetamine 
sulfate 


brand  of  sustained  release  capsules 
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more  penicillin  to  fight  infection 


V-CILLIN  K 

(penicillin  V potassium,  Lilly) 

consistently  absorbed  to  produce  high  levels  of 
antibacterial  activity 
In  tablets  of  125  and  250  mg. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


033225 


M 


allergen  on  rye 

when  that  delectable  snack  boomerangs 


BENADRYL 


anlihistaminie-antispasmodic 


gives  prompt,  comprehensive  relief 


In  food  sensitivity,  BENADRYL  provides  simul- 
taneous, dual  control  of  allergic  symptoms. 
Gastrointestinal  spasm,  plus  the  cutaneous  and 
respiratory  symptoms  associated  with  food  al- 
lergy are  favorably  affected  by  the  antihistaminic 
action  of  BENADRYL.  Concurrently,  its  anti- 
spasmodic  effect  alleviates  colicky  pain,  nausea 
and  vomiting.  This  duality  of  action  makes 
BENADRYL  equally  valuable  throughout  the 
entire  spectrum  of  allergic  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydro- 
chloride, Parke-Davis)  is  available  in  a variety  of  forms 
including;  Kapseals,®  50  mg.  each;  Kapseals,  50  mg., 
with  ephedrine  sulfate,  25  mg.;  Capsules,  25  mg.  each; 
Elixir,  10  mg.  per  4 cc.;  and  for  delayed  action,  Emplets,® 
50  mg.  each.  For  parenteral  therapy,  BENADRYL  Hydro- 
chloride Steri-Vials,®  10  mg.  per  cc.;  and  Ampoules, 
50  mg.  per  cc. 
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For  Rhode  Islanders  . . . 


40  MILLION  DOLLARS  FOR 

SURGICAL-MEDICAL  CARE 


Since  Physicians  Service  was  begun  10  years  ago,  almost  40 
million  dollars  has  been  paid  for  the  snrgical-niedical  bills  of 
Rhode  Islanders. 


Blit  what  is  more  important,  this  service  has  been  provided 
at  the  lowest  possible  operating  expense  — in  fact,  the  lowest 
in  the  nation  among  similar  non-profit  plans. 

Last  year,  your  Physicians  Service  Plan  — 


% Enrolled  over  38,000  new  subscribers  . . . 
for  a new  high  of  560,000  Rhode  Islanders. 


0 Paid  nearly  $7,000,000  for  snrgical-niedical 
care  — an  increase  of  $725,000  over  the 
previous  year. 

0 ithdrew  $218,000  from  reserves. 

0 Reduced  operating  expenses  to  a low  of 
5.7%  of  income. 

This  is  yonr  Physicians  Service  Plan  in  action,  providing  vol- 
untary non-profit  protection  for  the  people  of  Rhode  Island. 


Rhode  Island  Medical  Society 

PHYSICIANS  SERVICE 

Now  a Bine  Shield  Plan  Serving 
560,000  Rhode  Islanders 


TABLE  OF  CONTENTS 
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Substantiated  by'  published  reports  of  leading;  clinicians 


• elective  control 

ol*  allergic 
and  iiillammatoiy 
sy  mp  t o ms  ^ ^ 


• minimal  disturbance 

of  the  patient’s 
chemical  and  psychic 
balance'"^'® 


TrianliBinoIdne  LEDERLE 

At  the  recommended  antiallergic  and  anti- 
inflammatory dosage  lecels,  AHISTOCOltT  means: 


• freedom  from  salt  ami  water  retention 

• virtual  freedom  from  potassinm  depletion 

• negligible  calcium  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite — no  excessive  weight  gain 

• low  incidence  of  peptic  nicer 

• low  incidence  of  osteoporosis  with  compression  fracture 

Precautions:  With  akistocoht  all  traditional  precautions  to  corticosteroid  therapy 
should  he  observed.  Dosage  should  always  be  carefully  adjusted  to  the  smallest 
amount  which  will  suppress  symptoms. 

After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  be 
carried  out  gradually  over  a period  of  as  much  as  several  weeks. 

Supplied:  1 mg.  scored  tablets  (yellow);  2 mg.  scored  tablets  (pink);  4 mg. 
scored  tablets  (white)  ; 16  mg.  scored  tablets  (white). 

Diacetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of 
5 cc.  ( 2.0  mg./cc.) . 
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Outstanding 


to  prevent 
and  clear  up 

diaper  rash 


DESITIN 

OINTMENT 


CONTAINS: 
Norwegian 
Cod  Liver  Oil 
Zinc  Oxide 
Talcum 
Petrolatum 
Lanolin 


DESITIN 


OINTMENT 


physically  Desitin  Ointment  assures  constant  protection  against  the  irrita- 
tion of  urine  and  excrement. 

bacteriosfatically  it  markedly  inhibits  ammonia-producing  bacteria. 

therapeutically  Desitin  Ointment  soothes,  lubricates  — and  stimulates 

healing  by  means  of  high  grade  cod  liver  oil,  rich  in 
vitamins  A and  D and  unsaturated  fatty  acids. 

somplos  and  literature  available  from... 

DESITIN  CHEMICAL  COMPANY  • 812  Branch  Avenue,  Providence  4,  R.  I. 


MARCH,  I960 


143 


for 

the 

tense 

and 

nervous 

patient 

relief  comes 


fast  and  comfortably 


-does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 


Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*— 400  mg. 
unmarked,  coated  tablets. 


Miltown* 

meprobamate  (WaHace) 

WALLACE  LABORATORIES  / New  Brunsivick,  N,  J. 
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FOB  HIGHLY  EFFECTIVE  THEBAPY 
OF  THE  LABGE  VABIETY  OF  INFECTIONS 
CA  USED  BY  SUSCEPTIBLE  PATHOGENS.  ..NEW 


Signipcance  of 
complementary 
action  of  isomers 
in  SYNCILLIN 


Significance  of 
higher  btooct 
tenets  icith 
SYNCILLIN 


The  antibiotic  effect  of  the  clinically  available  mix- 
ture, SYNCILLIN.  is  greater  than  that  of  either  of  its 
two  component  isomers  alone  against  many  im- 
portant pathogens,  including  some  penicillin- 
resistant  staphylococci.  This  phenomenon  has  been 
described  as  Isomeric  Complementarity. 

Higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin  sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition,  these 
higher  levels  may  be  necessary  where  there  is 
infection  in  areas  with  a poor  blood  supply. 
I nder  these  circumstances  a higher  blood  concen- 
tration may  provide  the  increased  diffusion  pres- 
sure required  to  deliver  adequate  amounts  to  the 
tissue.  Also,  antibiotic  activity  of  SYNCILLIN  is 
directly  proportional  to  oral  dosage.  Increasing 
the  dosage  may,  therefore,  enhance  the  drug’s 
effectiveness  in  certain  cases. 


Efficacy  of 
SYNCILLIN 
against  staphylococci 
and  other 
resistant  organisms 


major  therapeutic  advantages  accompany  molecular  asymmetry 


Studies  have  shown  that  SYNCILLIN  is  effective  in 
vitro  against  60  to  7.5%  of  hospital  “staph” 
strains,  while  penicillin  G and  penicillin  V are  now 
effective  against  only  30  to  50%.^  - Therefore,  if 
clinical  judgment  indicates  the  use  of  penicillin, 
SYNCILLIN  would  he  expected  to  he  the  most  effec- 
tive. However,  since  some  strains  are  still  resistant 
to  SYNCILLIN  as  well  as  to  the  other  penicillins, 
cultures  and  sensitivity  tests  should  he  performed 
where  indicated  by  clinical  judgment. 

There  have  recently  been  reports  of  decreased 
efficacy  of  penicillin  in  streptococcal^  and  gono- 
coccal^-'’ infections.  The  emergence  of  penicillin- 
resistant  gonococci  appears  to  he  associated  with 
an  increase  in  the  incidence  of  gonorrhea  all 
over  the  world.  W hen  a less  sensitive  strain  is 
encountered  the  higher  blood  levels  produced  by 
SYNCILLIN  may  he  most  helpful. 


Relation  of 
inter  mil  tent 
'll  blood  levels 
SYNCILLIN 
antibacterial 
effcacy 


SYNCILLIN.  like  all  clinically  available  jienicillins, 
is  bactericidal.  Periodic  high  blood  concentrations 
may  be  sufficient  to  permit  complete  eradication  of 
sensitive  pathogens.  According  to  Eagle,'*  “Soon 
after  penicillin  attains  effective  concentrations,  the 
bacteria  cease  multiplying;  and  the  bacteriostatic 
effect  persists  for  a number  of  hours  after  penicil- 
lin has  fallen  to  concentrations  that  are  wholly 
ineffective.  . . . The  therapeutic  significance  of  this 
postpenicillin  recovery  period  is  enhanced  by  the 
fact  that  the  recovering  bacteria,  damaged  but  not 
killed  by  the  previous  exposure  to  penicillin,  are 
abnormally  susceptible  to  the  host  defenses.  In 
consequence,  the  bactericidal  process  in  vivo  con- 
tinues for  many  hours  after  the  drug  itself  has 
fallen  to  ineffective  concentrations.” 


'educed  rate  of 
inactivation 
SYNCILLIN 
by  staph 
penicillinase 


Bacterial  resistance  to  penicillin  has  been  attrib- 
uted to  the  action  of  penicillin-inactivating  enzymes 
produced  by  the  invading  organisms.  SYNCILLIN 
is  less  affected  by  staphylococcal  penicillinase 
than  either  of  its  component  isomers.  Further, 
SYNCILLIN  is  shown  to  be  less  inactivated  by  this 
enzyme  than  penicillin  V or  penicillin  G. 
Penicillinase  from  B.  cereiis  likewise  inactivates 
SYNCILLIN  less  rapidly  than  penicillin  V or  G. 


Precautions  : At  the  present  lime  it 
is  not  possible  to  draw  definite 
conclusions  regarding  the  incidence  of 
allergenicity  to  SYNCILLIN  or  its 
cross-allergenicity  with  natural 
penicillins.  Therefore^  the  usual 
precautions  for  oral  penicillin  therapy 
should  always  be  observed.  Patients 
with  histories  of  asthma,  hay  fever, 
urticaria,  or  previous  reactions  to 
penicillin  should  be  watched  with 
special  care.  Administration  of  oral 
penicillin,  in  rare  instances,  may 
provoke  acute  anaphylaxis, 
particularly  in  penicillin-sensitive 
individuals. 

Diarrhea  has  been  reported 
occasionally  following  heavy  dosage. 

If  this  occurs.  lengthen  the  interval 
between  dosages. 

If  superinfection  occurs  during 
therapy,  appropriate  measures  should 
be  taken.  Since  some  strains  of  staphy- 
lococci are  resistant  to  SYNCILLIN 
as  well  as  to  rither  penicillins,  cultures 
and  sensitivity  tests  should  be 
performed  where  indicated  by  clinical 
judgment.  As  is  true  with  all 
antibiotics,  clinical  response  does  not 
always  correlate  with  laboratory 
bacterial  sensitivity  reports. 


Indications:  SYNCILLIN  is  recommended  in  the  treatment  of 
infections  caused  by  pneumococci,  streptococci,  gonococci,  cory- 
nebacteria.  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  against  certain  strains  of  staphylococci 
resistant  to  other  penicillins.  SYNCILLIN,  like  other  oral  penicil- 
lins, is  not  rec<»mmended  at  the  present  lime  in  deep-seated  or 
chronic  infections,  subacute  bacterial  endocarditis,  meningitis, 
or  syphilis. 

Dosage:  125  mg.  or  250  mg.  three  times  daily,  depending  on  the 
severity  of  infection.  Larger  doses  (e.g.,  500  mg.  t.i.d.)  may  be 
used  for  more  severe  infections.  SYNCILLIN  may  be  administered 
without  regard  to  meals.  Beta  hemolytic  streptococcal  infections 
should  be  treated  with  SYNCILLIN  for  at  least  ten  days. 


Supply : 125  and  250  mg.  tablets, 
bottles  of  25  and  100.  125  mg.  powder 
for  oral  solution,  60  ml.  vials. 
References:  1.  Wriylit,  . W.  : 
Microbiology  Report  to  Bristol 
Laboratories  Inc.  2.  Morigi,  E.  M.  E. ; 
Wlieatley,  W.  B.,  and  Albright,  H. : 

Paper  presented  at  the  Seventli  Antibiotic 
Symposium,  November  4-6.  1959. 
Washington,  D.C.  3.  Editorial:  New 
England  J.  Med.  261  :305  (Aug.  6)  1959. 
4.  King,  A.:  Lancet  1 :651  (March  29) 
1958.  5.  Epstein,  E.  : J.A.M.A.  169  :I055 
(March  7)  1959.  6.  Eagle,  H.  and 
Mnsselman,  A.  D.  : J.  Bact.  ,5B:475.  1919. 


hlUSTOL  LABOIl  ATOllI  ES,  Division  of  Bristol-Myers  Company.  HACUSE,  NEW  f OBK 


The  first  synthetic  penicillin 
available 

for  general  clinical  use 


FOR  YOUR  NEXT  PATIENT  WHERE  PENICILLIN  IS  INDICA 


PEAK  BLOOD 
LEVELS  TWICE 
HIGH  AS  WITH 
POTASSIUM 
PENICILLIN  V 


ORAL  ROUTE  PROVIDES 
HIGHER  PEAK 
BLOOD  LEVELS  THAN 
INTRAMUSCULAR 
PENICILLIN  G 


IMPROVED 
ANTIBIOTIC 
ACTION  FROM 
ISOMERIC 
COMPLEMENTAR 


'SIDER  THESE  6 IMPORTANT  THERAPEUTIC  ATTRIBUTES  OF 


i 


jL 


POTASSIUM  PENIGILLIN-152 


\ 


HBIOTIC 
TVITY 
ECTLY 
PORTIONAL 
ORAL  DOSE 


REDUCED 
RATE  OF 
INACTIVATION 
BY  STAPH 
PENICILLINASE 


MANY  STAPH 
STRAINS  MORE 
SENSITIVE  TO 
SYNCILLIN 
IN  VITRO 


anxiety  pushing  it  up? 


SERPASIC  makes  it  go  down! 


C I B A 

SUMMIT,  N.  J. 


2/2767  MB 


Raise  the  Pain  Threshold 


V 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Sfrengfhs  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V«  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Va  gr.(32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 


Acetylsalicylic  Acid  2V2  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  V*  gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


more  closely  approaches  the  ideal  diuretic 


“When  compared  to  other  members  of  this  heterocyclic  group 
of  compounds,  this  drug  [Naturetin}  shows  a significantly  in- 
creased natriuresis  and  decreased  loss  of  potassium  and  bicar- 
bonate. In  this  respect  it  more  closely  approaches  a natural  or 
‘ideal  diuretic.’  It  is  effective  upon  continuous  administration  and 
causes  no  significant  serum  biochemical  changes.  It  is  effective 
in  a wide  variety  of  edematous  and  hypertensive  states  and 
represents  a significant  advance  in  diuretic  therapy.”  Ford,  R.V.: 
Pharmacological  observations  on  a more  potent  benzothiadiazine 
diuretic;  accepted  for  publication  by  the  American  Heart  Journal. 


Comparison  of  electrolyte  excretion  pattern  for  the  24  hours  following 
typical  doses  of  chlorothiazide,  hydrochlorothiazide,  and  Naturetin^ 


Urinary  Volume  (liters) 

significantly  increased 
with  Naturetin 
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Typical  Doses:  Chlorothiazide— 1,000  mg.;  Hydrochlorothiazide  — 50  mg.;  Naturetin  (Benzydroflumethiazide)— 5 mg. 

1.  Adapted  from:  Ford,  R.  V.,  Squibb  Clin.  Res.  Notes  2:1  (Dec.)  1959 


A single  5 mg.  tablet  once  a day 
provides  all  these  advantages' 

• prolonged  action  — in  excess  of  18  hours 

• convenient  once-a-day  dosage 

• low  daily  dosage  — more  economical  for  the  patient 

• no  significant  alteration  in  normal  electrolyte  excretion  pattern 

• repetitively  effective  as  a diuretic  and  antihypertensive 

• greater  potency  mg.  for  mg.— more  than  100  times  as  potent  as  chlorothiazide 

• potency  maintained  with  continued  administration 

• low  toxicity  — few  side  effects  — low  salt  diets  not  necessary 

• comparative  studies  with  chlorothiazide,  hydrochlorothiazide,  and  Naturetin 
disclose  that  smallest  doses  of  Naturetin  produce  greater  weight  loss  per  day 

• in  hypertension,  Naturetin,  alone  or  in  combination  with  other  anti- 
hypertensives,  produces  significant  decreases  in  mean  blood  pressure 
and  other  favorable  clinical  effects 

• purpura  and  agranulocytosis  not  observed 

• allergic  reactions  rarely  observed 

^Reports  (1959)  to  the  Squibb  Institute  for  Medical  Research. 


Naturetin  —Indications : in  control  of  edema  when  diuresis  is  required,  in  congestive  heart  failure, 
in  the  premenstrual  syndrome,  nephrosis  and  nephritis,  cirrhosis  with  ascites,  edema  induced  by  drugs 
(certain  steroids);  in  the  management  of  hypertension,  used  alone,  combined  with  Raudixin  (Squibb 
Rauwolfia  Serpentina  Whole  Root) , or  with  other  antihypertensive  drugs,  such  as  ganglionic  blocking  agents. 
Contraindications:  none,  except  in  complete  renal  shutdown. 

Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
veratrum,  and/or  ganglionic  blocking  agents,  immediate  reduction  must  be  made  in  the  dosage  for  all 
preparations;  the  dosage  for  ganglionic  blocking  agents  must  be  decreased  by  50%  to  avoid  a precipitous 
drop  in  blood  pressure.  This  also  applies  if  these  hypotensive  drugs  are  added  to  an  established  Naturetin 
regimen  ...  in  hypochloremic  alkalosis  with  or  without  hypokalemia  ...  in  cirrhotic  patients  or  those  on 
digitalis  therapy  when  reductions  in  serum  potassium  are  noted  ...  in  diabetic  patients  or  those 
predisposed  to  diabetes  . . . when  increased  uric  acid  concentrations  are  noted  . . . when  signs  — 
leg  or  abdominal  cramps,  pruritus,  paresthesia,  rash  — suggestive  of  hypersensitivity,  are  noted. 


Naturetin  — Dosage:  in  edema,  average  dose,  5 mg.,  once  daily,  preferably  in  the 
morning;  to  initiate  therapy,  up  to  20  mg.,  once  daily  or  in  divided  doses;  for 
maintenance,  2.5  to  5.0  mg.,  daily  in  a single  dose.  In  hypertension:  suggested 
initial  dose,  5 to  20  mg.  daily;  for  maintenance,  2.5  to  15  mg.  daily,  depending 
on  the  individual  response  of  the  patient.  When  Naturetin  is  added  to  an  anti- 
hypertensive regimen  with  other  agents,  lower  maintenance  doses  of  each 
drug  should  be  used. 

Naturetin  — Supplied:  tablets  of  2.5  mg.  and  5 mg.  (scored).  


SqyiBB 


Squibb  Quality — 
the  Priceless 
Ingredient 
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bile 

stimulates 


flow  of  bile- 
atural  bowel 


• softens  feces 
~~~  Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


• emulsifies  fats  • 

Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


helps  free  your  patient  from  both.., 
constipation  and  laxatives 


DECHOTYL 

TRABLETS* 


well  tolerated... gentle  transition  to  normal  bowel  function 

O Recommended  to  help  convert  the  patient  — naturally  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Tr.'XBLETS  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  I or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  e4i6o 


AMES 


COMPANY.  INC 
Elkhort  • Indiana 
Toronfo  * Conado 


IN  ORAL  CONTROL  OF  PAIN 

ACTS  FASTER— usually  within  5-15  minutes.  LASTS  LONGER— usually 
6 hours  or  more.  MORE  THOROUGH  RELIEF— permits  uninterrupted 
sleep  through  the  night.  RARELY  CONSTIPATES  — excellent  for 
chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit-forming.  Federal  law 
permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  hydro- 
chloride, 0.38  mg.  dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homa- 
tropine  terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  phenacetin,  and 
32  mg.  caffeine. 

Also  available  — for  greater  flexibility  in  dosage  — Percodan®-Demi:  The 
Percodan  formula  with  one-half  the  amount  of  salts  of  dihydrohydroxyco- 
deinone and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Percodan  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  ARC 

FOR  PAIN 


*U.S.  Pat.  2,628,185 
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LONG-TERM  DISABILITY 

INSURANCE  WHICH  ONLY 

YOU  CAN  CANCEL 

BEFORE  AGE  70* 

is  one  of  the  necessary 

components  of  a 

CERTIFIED 

DISABILITY 

PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 

Prog 

rams  certified  by  Mr.  R.  A.  Derosier  and 

his  staff  assure  the  client  that: 

1 

His  program  "fits"  his  individual  case 

2 

His  policies  are  the  best  that  can  be 
obtained  for  the  premiums  paid 

3 

His  INSURABILITY  is  INSURED  (only 

HE  can  cancel) 

4 

He  will  have  speedy  and  efficient 
assistance,  from  one  source,  when  he 

becomes  a claimant. 

*provided  you  pay  the  proper  premium  when 

due, 

and  do  not  retire. 

/or 

further 

R.  A.  DEROSIER  agency 

write  or 

32  Custom  House  St.,  Providence  3,  R.  1. 

phone 

TODAY! 

GAspee  1-1391 

(/Hmmal  Saniiamm 

Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  In  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn.  M.S.W. 

Max  Faintych,  M.D.  Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


Wherever  you  go 
forget  your  telephone 
calls.  WeMI  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


MARCH,  I960 
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reaches 

all  nasal  and  paranasal 

membranes 

systemically^ 


Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^'^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 

Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 

first—  the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then—  the  core 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


Eaeh  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  V2  the 
formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  hi  the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — \ tsp.;  Chil- 
dren 1 to  6 — V2  tsp.;  Children  under  I — V*  tsp. 

1.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37:460  (July)  1958. 

2.  Lhotka,  F.  M.  : Illinois  M.  J.  : 112  :259  (Dec.)  1957. 

3.  Farmer.  D.  F. : Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant .. . 


Triaminic 

timed-release  tablets  and  juvelets 
also  non-alcoholic,  fruit -flavored  syrup 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


. . . Path  i hamate  z 

meprobamate  with  PATHILON®  tndihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hypermotiiity 
and  excessive  secretion  in  gastrointestinal  dysfunctions 


PATH  I BAM  ATE  combines  two  highly  effective  and  well-toler- 
ated therapeutic  agents: 

mebrobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and  . . . 
PATHILON  (25  mg.)— anticholinergic  noted  for  its  peripheral,  atropine-like 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATHIBAMATE  have  been  confirmed  by  nearly 
two  years’  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer; 
intestinal  colic;  spastic  and  irritable  colon;  ileitis;  esophageal  spasm; 
anxiety  neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotiiity. 


Two  dosage  strengths  — PATH  I BAMATE- 400  and  PATH  I BAMATE- 200 
facilitate  individualization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.  I.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Supplied:  PATHIBAMATE-400  — Each  tablet  (yellow.  Vi2-scored)  contains 
meprobamate,  400  mg.:  PATHILON  tridihexethyl  chloride,  25  mg. 
PATH  I BAM  ATE- 2 0 0 — Each  tablet  (yellow,  coated)  contains  mep- 
robamate. 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 

Administration  and  Dosage:  path  l bam  ATE-400  — 1 tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PATHIBAMATE-200  — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . cbemically  im- 
proved oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main- 
tain  higher  blood  levels — with  greater  speed — than  ' 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  tbe  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3 ),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


.\nd  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 
must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.l,  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco-  Squibb 
holic ) , 125  mg.  per  5 cc..  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson.  G.  N.:  t 

Lancet  2: 1 105  (Dec.  19)  1959. 
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no  irritating  crystals'-  unifornn  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEOHYDEITRASOI 

PREDNISOLONE  2i • PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN  PREDNISOLONE  OR  HYDROCORTISONE 


“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  m the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


1.  Lippmann,  0.:  Arch.  Ophth,  57:339,  March  1957 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740.  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL' . In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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Tetracycline  Phosphate  Complex  (TETREX®) 

^U.S.  PAT.  NO.  2.791,609  ' 

in  the  Therapy  of 

ACUTE  PHARYNGITIS,  ESPECIALLY  WITH  LYMPHADENITIS 


Ideally,  selection  of  the  proper  antibiotic  for 
treatment  of  acute  pharyngitis  should  await  the 
laboratory  reports  on  the  susceptibility  of  the 
infecting  bacteria.  But  the  busy  practitioner 
who  sees  many  patients  a day  during  the  upper 
respiratory  infection  season  may  sometimes 
find  it  difficult  to  avoid  the  empirical  choice  of 
an  antibiotic.  L nfortunately,  this  practice  may 
sometimes  result  in  therapeutic  failure. 

No  matter  what  the  pressure  of  the  immediate 
situation,  it  is  worthwhile  to  consider  taking  a 
bacterial  specimen  from  the  infected  pharynx 
for  culture  and  sensitivity  studies  before  start- 
ing treatment.  Thus,  a rational  basis  will  be 
provided  for  changing  the  antibiotic  should  the 
first  choice  prove  ineffective. 

IT  hich  Antibiotic? 

All  other  things  being  equal,  the  drug  of  choice 
is  the  one  to  which  the  pathogen  is  most  sus- 
ceptible. But  if  the  exigencies  of  the  situation 
force  the  physician  to  a prompt  use  of  antibiotic, 
a broad-spectrum  preparation  that  produces 
immediate  high  blood  levels  (e.g.,  tetracycline 
phosphate  complex,  TETREX ) probably  has  the 
best  chance  of  controlling  the  pathogen. 

Later,  the  laboratory  report  frequently  may 
indicate  that  any  one  of  several  antibiotic  agents 
would  be  equally  effective  against  the  particular 
microorganism  in  question.  In  such  a case 
other  factors  such  as  frequency  and  severity  of 
side  effects,  sensitizing  potential  and  toxicity- 
should  be  considered. 

If  the  acute  pharyngitis  in  question  should  be 
due  to  gram-negative  Klebsiella’,  penicillin  will 
he  of  no  value,  nor  will  erythromycin  be  effec- 
tive. However,  this  organism  is  susceptible  to 
tetracycline.  If  the  pathogen  should  turn  out  to 
be  gram-positive  Streptococcus  or  Staphylococ- 
cus. then  penicillin,  erythromycin,  and  tetra- 
cycline may  all  be  effective  against  it. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey”  it  was  found  that  penicillin  produced 
severe  skin  reactions.  But  most  imj)ortant  was 
the  observation  that  anaphylactic  shock,  with  a 


fatality  rate  of  about  9 per  cent,  was  tbe  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

The  tetracyclines  (e.g.,  TETREX)  have  the 
advantages  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  the 
physician  does  not  have  to  trouble  himself  or 
his  patients  with  repeated  blood  studies  when 
he  prescribes  TETREX.  Minor  reactions  such 
as  gastric  upsets  or  mild  skin  rashes  occur  oc- 
casionally. The  most  serious  side  effects  are 
staphylococcal  and  monilial  overgrowth,  but 
these  are  rare  and  can  be  adequately  controlled. 


Some  Microorganisms  Snsce])tible‘‘  to 
T etracycline  ( TETREX ) *> 
Streptococcus ; Staphylococcus ; Pneumococcus ; 
Gonococcus;  Meningococcus;  C.  diphtheriae; 
It.  anthracis;  E.  coli;  Proteus;  A.  aerogenes; 
K.  pneumoniae;  Shigella;  Brucella;  P.  tularen- 
sis;  H.  influenzae;  T.  pallidum;  Rickettsiae; 
^ iruses  of  psittacosis  and  ornithosis,  lympho- 
granuloma inguinale,  primary  atypical  pneumo- 
nia; E.  histolytica;  D.  granulomatosis. 

“Some  strains  are  not  susceptible. 

•’Table  adapted  from  Goodman,  L.  S.,  and  Gilman,  A.: 
The  Pharmaceutical  Basis  of  Therapeutics,  2nd  edi- 
tion, New  York.  The  Macmillan  Co.,  1956,  pp.  1322- 
1323. 


High  blood,  body  fluid,  and  tissue  levels  of 
active  drug  are  quickly  attained  when  the  new 
phosphate  preparation  of  tetracycline  (TETREX) 
is  used. 

The  semisynthetic  tetracyclines  have  been  in 
constant  use  since  they  were  introduced  in 
1952.  They  have  been  proved  clinically  and 
have  established  themselves  as  safe,  effective, 
and  valuable  antibiotic  agents.  But  the  final 
decision,  the  choice  of  agent,  and  the  control 
of  therapy  must  remain  where  it  has  always 
been,  in  the  hands  of  the  individual  physician. 

References:  1.  Zinsser,  H.  : A Textbook  of  Bacteriology.  11th  edi* 
tion.  New  York,  Appleton-Century-Crofts,  1957,  p.  409.  2.  \^elch,  H.  : 
Lewis.  C.  H.;  Weinstein.  H.  I.,  and  Boeckman,  B.  B. : Severe 
reactions  to  antibiotics.  A nationwide  survey,  .\ntibiotic  Med.  & 
Clin.  Ther.  4-:800  (December)  1957. 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company 
SYRACUSE,  NEW  YORK 
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in  taste-temptim) 
cherry  flavor 

Average  dosage,  1 teaspoonful 
(5  cc.)  contains; 


1-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline  ...  25  mcgm 

Thiamine  HCI  (Bi) 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate(Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3,5  Cm. 

Alcohol n% 


a 


Bottles  of  4 and  16  fl.  oz. 


promote 
lirotein  uptake 

with  the 

potentiating  effect 
of  1-Lysine  on 
low-gracie 
protein  foods 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


300 


ore  gastnc  act 
neutralized  faster. . . with 


nev 


250 


ACID  NEUTRALIZATION  WITH 
LEADING  ANTACID  TABLETS 
(PER  GRAM  OF  INGREDIENTS)! 


Tablets  were  powdered  and  sus- 
pended in  distilled  water  in  a 
constant  temperature  container 
(37®C)  equipped  with  mechan- 
ical stirrer  and  pH  electrodes. 
Hydrochloric  acid  was  added  as 
needed  to  maintain  pH  at  3.5. 
The  volume  of  acid  required  was 
recorded  at  frequent  intervals 
for  one  hour. 


Creamattri 


ANTACID  TABLETS 


200 


Time  in  minutes 


GREATLY  HEIGHTENED  REACTIVITY 

to  acid  characterizes  the  action  of  New  Creamalin  Ant- 
acid Tablets.’  * They  act  faster  and  longer  than  other 
leading  tablets  and  neutralize  considerably  more  acid.’ 
These  tablets  provide  virtually  the  same  effects  as  a 
liquid"  with  the  convenience  of  a tablet.  New  Creamalin 
tablets  give  faster,  greater  and  more  prolonged  relief. 

NOT  CONSTIPATING,  New  Creamalin  Antacid 
Tablets  will  not  produce  “acid  rebound”  or  alkalosis. 
They  have  a pleasant  taste. 


EACH  NEW  CREAMALIN  ANTACID 
TABLET  contains  320  mg.  of  specially  processed, 

highly  reactive,  short  polymer  dried  aluminum  hydrox- 
ide gel  (stabilized  with  hexitol),  with  75  mg.  of  mag- 
nesium hydroxide. 

Adult  dosage:  Gastric  hyperacidity— 2 to  4 tablets  as  neces- 
sary. Peptic  ulcer  or  gastritis— 2 to  4 tablets  every  two  to 
four  hours.  Tablets  may  be  chewed,  swallowed  whole  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 

How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter, 

M.  L. : y.  Am.  Pharm.  A.  (Scient.  Ed.)  48:380, 

July,  1959.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P., 
and  Tainter,  M.  L.:  ].  Am.  Pharm.  A.  (Scient. 

Ed.)  48:384,  July,  1959. 


Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 


LABORATORIES 
New  York  18,  N.  Y. 


FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 




NIAMID' 

the  mood  brightener 


eases  mental  adjustment  to  menopause 

NIAMID  brightens  the  outlook  of  depressed  menopausal  patients  — 
gradually  helps  them  become  alert,  cheerful,  relaxed,  and  better  able 
to  cope  with  their  surroundings. 

Start  with  75  to  100  mg.  of  niamid  daily  and  adjust  according  to  response. 
In  routine  use,  up  to  200  mg.  is  given.  The  gradual  response  to 
NIAMID  may  be  noted  within  several  days  or  weeks. 

Infrequent,  mild  side  effects  may  occur  but  often  are  lessened  or 
eliminated  by  dosage  reduction,  niamid  has  not  been  reported  to  cause 
jaundice,  disturbances  of  color  vision,  ankle  edema,  or  skin  eruptions. 

NIAMID  (brand  of  nialamide)  is  available  as  25  mg.  (pink)  and 
100  mg.  (orange)  scored  tablets. 

Already  prescribed  for  more  than  500,000  patients. 

A Professional  Information  Booklet  is  available  on  request  from  the  Medical 
Department,  Pfizer  Laboratories,  Div.,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Science  for  the  world’s  well-being 


when 
sulfa 
is  your 
plan  of 
therapy. 


pharmacologica 


Rapid  peak  attainment  — for  early  control  — 
KYNEX  ® Sulfamethoxypyridazine  reaches  peak 
plasma  levels  in  1 to  2 hours''^  ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.'^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  — for  dependable  control  — 
More  efficient  absorption  delivers  a higher  percentage 
of  sulfamethoxypyridazine  — averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.^  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.^ 


Extremely  low  toxicity^  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  — Typical  of 
KYNEX  relative  safety,  toxicity  studies"’  in  223 
patients  showed  TOTAL  side  effects  (both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation''  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli- 
cations. No  crystalluria  has  been  reported. 

Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coli,  A.  aerogenes,  paracolon 
bacillus.  Gram-negative  rods,  pneumococci,  diphthe- 
roids, Gram-positive  cocci  and  others. 


1.  Boger,  W.  P.;  Strickland.  C.  S.,  and  Gylfe,  J.  M.:  Antibiotic  Med.  & Clin.  Thor.  3:378.  (Nov.)  1956.  2.  Boger,  W.  P.;  Antibiotics  Annual  j 
1958-1959.  New  York.  Medical  Encyclopedia.  Inc..  1959.  p.  48.  3.  Sheth.  U.  K.;  Kulkarni.  B.  S..  and  Kamath.  P.  G.:  Antibiotic  Med.  & Clin. 
Ther.  5:604  (Oct.)  1958.  4.  Vinnicombe.  J.:  Ibid.  5:474  (July)  1958.  5.  Anderson.  P.  C..  and  Wissinger.  H.  A.:  U.  S.  Armed  Forces  ^ X 10:1051 
(Sept.)  1959.  6.  Roepke,  R.  R.;  Maren.  T.  H..  and  Mayer,  E.:  Ann.  New  York  Acad.  Sc.  60:457  (Oct.)  1957. 


A. 


KYNEX 


is  your 


drug  of 
choice 


once-a-day  sulfa . . . 


|N0TE:  Investigators  note  a tendency  of  some  patients  to 
misinterpret  dosage  instructions  and  take  KYNEX  on  the 
familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
jlent  to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
lerate  overdosage  may  produce  side  effects.  Thus,  the 
jsingle  dose  schedule  must  be  stressed  to  the  patient. 

fKYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage: 
.ftdults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg.  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage;  Children 
under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
.weight,  the  first  day,  and  Vz  teaspoonful  per  20  lb.  per  day 
‘thereafter.  For  children  80  lbs.  and  over;  4 teaspoonfuls 
(1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
limmediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW-for  acute  G.U.  infection  AZO-KYNEX'b'  Phenylazodiaminopyridine  HCI -Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage:  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 


Lederle  laboratories. 


Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


The  first  specific  aldosterone-blocking  agent.. . 


ALDACTONE' 

effect ireljj  extends  the  medical  control  of  edema  or  ascites. 
It  introdaces  a new  therapeutic  principle  in  the  treatment  of. . . 

CONGESTIVE  HEART  FAILURE  • HEPATIC  CIRRHOSIS 
THE  NEPHROTIC  SYNDROME  • IDIOPATHIC  EDEMA 


ALDACTONE  introduces  a new  class  of  therapeutic 
agent,  the  aldosterone-blocking  agent  providing: 

satisfactory  relief  of  resistant  or  advanced 
edema  even  when  all  other  agents,  alone  or  in 
combination,  are  ineffective  or  are  only  partially 
effective. 

A New  Order  of  Therapeutic  Acthity 

ALDACTONE  acts  by  blocking  the  effect  of  aldo- 
sterone, the  principal  mineralocorticoid  governing 
the  reabsorption  of  sodium  and  water  in  the  distal 
segment  of  the  renal  tubules. 

By  so  doing  Aldactone  establishes  a fundamen- 
tally new  and  effective  approach  to  the  control  of 
edema  or  ascites,  including  edema  resistant  or  un- 
responsive to  conventional  diuretic  agents. 

Further,  because  of  its  different  site  and  mode 
of  action  in  the  renal  tubules,  Aldactone  has  a true, 
highly  valuable  synergistic  activity  when  used  with 
a mercurial  or  thiazide  diuretic. 

What  Physicians  May  Expect  of  Aldactone 

It  is  fully  expected  that  Aldactone  will  change 
present  medical  concepts  of  the  therapeutic  limita- 
tions of  managing  edema.  Many  patients  living  in 
a greater  or  lesser  state  of  edematous  invalidism 
can  now  be  edema-free.  To  others,  gravely  ill, 
Aldactone  will  be  life-saving. 


When  used  alone,  Aldactone  will  produce  a sat- 
isfactory diuresis  in  about  half  of  those  patients 
whose  edema  is  resistant  to  conventional  diuretic 
agents. 

When  Aldactone  is  used  in  a comprehensive 
therapeutic  regimen,  which  includes  a mercurial 
or  a thiazide  diuretic,  a satisfactory  diuresis  and 
relief  of  edema  may  be  expected  in  approximately 
85  per  cent  of  edematous  patients  who  would  not 
otherwise  respond. 

DOSAGE:  For  most  adult  patients  the  optimal  dos- 
age of  Aldactone,  brand  of  spironolactone,  is  100 
mg.  four  times  daily.  Aldactone  should  be  admin- 
istered for  at  least  four  or  five  days  before  apprais- 
ing the  initial  response,  since  the  onset  of  thera- 
peutic effect  is  gradual  when  it  is  used  alone. 
Aldactone  manifests  accelerated  activity  with 
greater  response  as  early  as  the  first  and  second 
days  uhen  used  in  combination  with  a mercurial 
or  thiazide  diuretic. 

supplied:  Aldactone  is  supplied  as  compression- 
coated  yellow  tablets  of  100  mg. 

G.  D.  SEARLE  & CO. 

Chicago  80,  lilinois 
Research  in  the  Service  of  Medicine 
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The  Third  Dr.  /Murray  S.  Dan  forth  Oration^' 

LOW  BACK  PAIN  AND  SCIATICA  DUE  TO  LESIONS 
OE  THE  LUMBAR  DISCS 

A STUDY  OF  THE  RESULTS  OF  SURGICAL  TREATMENT 

Philip  D.  Wilson,  m.d. 


The  .Author.  Philip  D.  Wilson,  M.D.  of  New  York, 
Xcii'  York.  Surgcon-in-chicf , Emeritus,  Presently 
Director  of  Research  at  the  Hospital  for  Special 
.fiirgery,  and  Emeritus  Professor  of  Clinical  Surgery 
< Orthopedics) , Cornell  Uniz'ersity  Medical  College. 


ixci:  THIS  lectureship  was  established  in  honor 
of  Murray  S.  Danforth.  a.b.,  m.d.  (1879-1943), 
it  seems  to  me  very  fitting  that  the  subject  should 
be  low  back  pain  and  sciatica  which  he  and  I studied 
jointly  beginning  about  1921.  It  is  difficult  to  look 
Itackward  today  and  realize  tbe  heat  of  the  con- 
troversy which  raged  at  that  time  between  those 
who  believed  that  these  symptoms  were  caused  by 
disorders  of  tbe  sacro-iliac  joints  and  others  who 
just  as  firmly  claimed  that  they  were  due  to  dis- 
turbances in  the  lumbosacral  region.  Into  this  con- 
flict moved  Murray  Danforth  and  the  author 
naively  hoping  to  carry  out  an  investigation  that 
would  let  the  light  of  truth  shine  through. 

Our  paper  was  read  at  the  meeting  of  the  Amer- 
ican Orthopedic  Association  in  1924  and  was  pub- 
lished the  following  year  in  the  Journal  of  Bone 
and  Joint  Surgery.’  From  a series  of  anatomical 
dissections  we  showed  the  close  relationship  exist- 
ing between  the  nerve  roots  of  the  lumbosacral 
l)lexus.  and  the  various  joint  structures  at  the 
fourth  and  fifth  lumbar  level.  We  studied  a group 
of  21  patients  with  these  symptoms,  all  of  whom 
showed  positive  neurological  findings  such  as  sen- 
sory loss  in  an  area  over  one  foot  or  leg,  sometimes 
muscle  weakness  and  frequently  absence  of  the 
ankle  reflex.  \\'e  were  unable  to  relate  these  clin- 
ical findings  to  the  sacroiliac  joint  and  concluded 
that  there  was  actual  pressure  damage  to  the  nerve 
root  most  frequently  at  the  5th  lumbar,  but  also 
occasionally  at  the  4th  lumbar  due  to  pathological 
changes  in  the  adjacent  structures.  did  not  im- 
])!icate  the  intervertebral  disc  because  we  did  not 
find  any  examples  of  disc  rupture  in  the  cadavers 
studied,  but  we  did  trace  the  site  of  the  lesion  to 
the  nerve  root  canal  or  to  the  point  where  the  nerve 
root  passed  over  the  disc.  This  then  was  the  fore- 
runner for  the  later  obser\ation  of  disc  herniation 
by  Barr  and  Mixter.- 

* Presented  at  Rhode  Island  Hospital,  Providence,  Rhode 
Island,  December  . I,  1959. 


Conservative  Treatment 

Tbe  attitude  of  the  modern  orthopaedic  surgeon 
towards  low  back  pain  is  in  favor  of  conservative 
treatment  whenever  possible.  The  more  we  follow 
surgical  results  in  certain  spinal  cases  the  more  we 
are  impressed  with  the  imperfections  of  operative 
treatment  and  the  wisdom  of  finding  ways  to  avoid 
operation  when  possible.  The  only  conservative 
treatment  that  I know  in  patients  with  acute  low 
back  pain,  or  radiating  pain  down  the  leg  is  re- 
cumbency on  a hard  bed.  Lateral,  face  prone  and 
dorsal  positions  in  bed  are  permitted,  but  not  more 
than  one  pillow  should  be  allowed  under  the  head. 
The  semi-reclining  position  should  be  prohibited. 
When  in  the  dorsal  position  most  patients  are  re- 
lieved by  a pillow  under  the  knees.  I generally  em- 
]:)loy  hot  hydroculator  packs  to  the  low  back  because 
they  are  comforting.  I don’t  feel  that  traction  has 
any  special  efficacy,  except  that  of  keeping  the 
restless  patient  quiet  in  bed.  In  general,  patients  are 
more  comfortalile  when  they  can  get  along  without 
it.  I keep  them  in  bed  until  the  spinal  list  is  elim- 
inated and  this  usually  requires  two  to  three  weeks 
and  sometimes  more.  Lender  this  regime  I have 
seen  jiain  and  spasm  abate,  tbe  range  of  straight 
leg  raising  increase  and  power  return  in  the  ex- 
ten.sor  muscles  at  the  ankle  which  had  previously 
been  diminished. 

When  pain  diminishes  and  the  abnormal  clinical 
signs  become  improved,  it  is  time  to  begin  a little 
activity  with  caution  and  on  an  increasing  basis.  I 
generally  employ  a simple  brace  of  the  Goldthwait 
type,  or  a supporting  corset.  Bending,  lifting  or 
carrying  loads  are  prohibited.  Activities  are  in- 
creased as  the  patient  demonstrates  his  ability  to 
tolerate  them  without  recurrence  of  pain  or  spasm. 
When  the  patient  is  symptom  free,  I like  to  ha\  e 
them  taught  the  Goldthwait  system  of  exercises  in 
the  supine  position.  I think  the  patient  should  be 
followed  carefully  at  monthly  intervals  until  recov- 
ery is  complete. 

Barr  stated  in  19SD  that  “most  observers  agree 
that  about  30%  of  disc  lesions  recovered  completely 
after  the  first  attack.”  Ytrehus^  reported  on  250 
different  cases  with  acute  low  back  pain  and  sciatica 
who  were  treated  by  complete  bed  rest,  the  average 
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period  of  hospitalization  in  these  cases  was  37  days 
and  lie  reported  47%  cured  and  free  of  symptoms 
on  discharge.  The  examination  two  years  later 
showed  34%  were  at  full  work  and  symptom  free, 
while  37%  were  working  but  had  some  residual 
symptoms.  Approximately  29%  remained  partially 
disabled.  Friberg-"’  stated  that  out  of  20.000  patients 
examined  at  the  Karolinska  Institute  in  Stockholm 
who  were  complaining  of  pain  in  the  low  back,  or 
leg.  only  1.000  were  subjected  to  operation  or 
apjwoximately  5%. 

Case  Studies  at  the  Hospital 
for  Special  Surgery 

.\i  the  Hospital  for  Special  Surgery  in  Xew 
York.  Doctors  Roberto  Moreira  of  Sao  Paulo, 
Brazil  and  Robert  Tate  of  Toronto,  Canada,  for- 
mer Orthopaedic  Research  Fellows,  have  made  a 
study  of  the  results  of  the  surgical  treatment  of  low 
hack  pain  and  sciatica  in  patients  treated  between 
the  years  of  1941  and  1957,  and  I am  borrowing 
extensively  from  their  figures  for  this  presentation. 
During  this  period  1,200  patients  were  admitted  to 
the  hospital  with  a diagnosis  of  herniation,  extru- 
sion or  degeneration  of  the  lumbar  disc.  Of  these. 
460  cases  or  38.3%  were  subjected  to  operative 
treatment,  while  the  remainder,  comprising  740 
patients  or  61.7%  were  discharged  home  without 
operation  following  longer  or  shorter  periods  of 
conservative  treatment.  It  must  he  remembered 
however,  that  this  was  a selected  group  of  cases 
whose  pain  was  so  severe  that  they  required  hos- 
pitalization. and  could  not  be  cared  for  at  home. 
During  the  same  period  many  more  patients  were 
seen  in  the  Out-patient  Clinic  or  private  offices  by 
members  of  our  staff  without  any  recommendation 
for  surgery  or  even  hospital  treatment. 

Age  and  Sex 

.\mong  the  surgical  cases  at  Hospital  for  Special 
Surgery,  there  were  nearly  twice  as  many  males  as 
females,  that  is.  62.5%  compared  with  37.5%.  The 
peak  of  incidence  was  between  the  ages  of  35  and 
40  years  with  a smaller  peak  between  the  ages  of 
45  and  50  years.  Our  experience  shows  however 
that  pathological  lesions  of  the  lumbar  disc  were 
not  confined  to  adult  patients.  This  is  demonstrated 
by  18  cases  between  the  ages  of  14  to  19  years.  An 
analysis  of  these  cases  is  shown  in  the  following 
tal)le. 


TABLE  I 


Age 

Number  of  Patients 

Type  ot  Lesion 

14 

1 

Protrusion 

15 

1 

Protrusion 

16 

3 

Protrusion 

18 

7 

Extrusions  (2) 
Protrusions  (5) 

19 

6 

Extrusion  ( 1 ) 
Protrusions  (5) 

In  an  analysis  reported  by  Lars  L^nander- 
Scharin®  of  tbe  occurrence  of  low  back  pain  and 
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sciatica  among  workers  enrolled  in  the  Sick  Benefit 
Society  of  Stockholm,  and  in  the  .Stockholm  Tram- 
way Company,  it  was  shown  that  the  most  frequent 
incidence  in  men  was  between  tbe  ages  of  40  and  60 
and  that  in  females  over  39,  the  occurrence  of  these 
symptoms  decreased. 

Degeneration  vs.  Trauma 

The  onset  of  symptoms  in  our  cases  was  gradual 
in  52%  without  history  of  antecedent  trauma. 
-Although  there  was  a history  of  preceding  trauma 
in  many  of  our  cases  it  was  difficult  to  he  sure 
whether  this  was  only  an  aggravating  factor  or  a 
causative  factor.  The  duration  of  symptoms  was 
over  two  years  in  60%  of  our  cases,  and  some 
patients  gave  histories  of  recurrent  attacks  dating 
liack  45  years.  The  most  common  history  was  one 
of  repeated  attacks  of  low  back  pain  with  intervals 
of  freedom  from  any  symptoms.  Previous  attacks 
ranged  from  2 to  20  or  more.  The  most  common 
pattern  of  pain  was  one  of  low  back  pain  with 
Hnilateral  sciatica.  (80% ) . Sometimes  sciatica  pre- 
dominated over  back  pain  or  vice  versa.  Back  pain 
with  bilateral  sciatic  pain  was  present  in  12.4%. 
Low  back  pain  and  gluteal  pain  alone  were  present 
in  6 cases  or  1.3%. 

Friberg  and  Hirsch’  state  that  in  a sur\  ey  of 
persons  ranging  from  15  to  64  years  in  the  Central 
Sick  Benefit  Society  of  Stockholm  in  1948  com- 
plaints of  low  back  pain  or  sciatica  were  found  in 
4.5%  of  all  reported  illness,  with  the  peak  of  the 
complaints  between  35  to  44  years. 

Lars  L^nander-Scharin®  made  a study  of  the  in- 
cidence of  low  l)ack  and  sciatic  pain  among  the 
traffic  employees  of  the  Stockholm  Tramway  Co., 
and  the  workers  in  other  jobs  who  were  enrolled 
in  the  Sick  Benefit  Society  of  Stockholm.  He 
showed  that  it  was  5.15%  in  the  former  and 
2.475%  in  the  latter  or  nearly  twice  as  many.  He 
thought  this  might  be  the  result  of  the  bouncing, 
jolting  and  rolling  movements  to  which  those  work- 
ing on  the  tramways  were  subjected  and  considered 
that  this  type  of  work  caused  greater  strain  of  the 
spine  than  that  resulting  from  the  jobs  in  which  the 
others  were  employed. 

In  another  study  made  by  Leonard  Hult*  in 
Sweden,  comparing  the  occurrence  of  low  back  and 
sciatic  pain  among  groups  of  forest  workers  with 
similar  complaints  among  industrial  workers  it  was 
shown  that  the  symptoms  of  low  back  pain  were 
first  complained  of  at  the  age  of  27.5  years  in  forest 
workers,  and  29.5  years  in  industrial  workers, 
whereas  symptoms  of  sciatic  radiating  pain  first 
appeared  at  the  age  of  34  years  in  forest  workers 
and  at  the  age  of  35  and  2/3  years  in  the  industrial 
workers.  The  industrial  workers  were  working  in 
a mill  that  produced  hot  drawn  and  cold  drawn 
sheet  iron,  largely  a machine  operation,  whereas 
the  forest  workers  were  chiefly  engaged  in  cutting 
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trees  and  transporting  lumlier  which  incurred  a 
heavy  strain  on  the  Imck.  The  figures  on  the  inci- 
dence of  symptoms  in  tlie  two  groups  are  so  similar 
that  one  must  conclude  that  the  type  of  work  made 
no  difference.  It  is  interesting  to  note  that  the  low 
hack  complaints  antedated  the  appearance  of  sciatic 
nerve  symptoms  by  7 to  8 years.  Another  interest- 
ing observation  is  that  of  the  276  industrial  and 
forest  workers  that  were  studied  55%  were  in- 
cai)acitated  at  some  time  by  lumbago  or  sciatica. 
Of  these  38%  were  disabled  for  approximately 
three  weeks  and  17%  for  more  than  three  weeks. 

Etiology  of  Disc  Degeneration 

In  summary  then  except  for  isolated  cases  of 
traumatic  rupture  and  protrusion  of  lumbar  discs 
there  is  no  clear  proof  that  heavy  work  induces  a 
higher  incidence  of  low  hack  pain  than  light  work. 
On  the  other  hand  there  is  a great  deal  of  evidence 
to  show  that  degenerative  changes  in  the  interver- 
tebral discs  begin  at  a very  early  age  and  play  an 
important  role  in  the  etiology. 

Friherg  and  Hirsch’^  studied  the  spines  of  100 
cadavers  and  found  disc  degenerative  changes 
present  in  57%  of  the  females  and  43%  of  the 
males.  The  most  common  level  of  occurrence  of 
these  degenerative  changes  was  the  4th  lumbar 
space  (47%)  and  next  most  common  the  5th  lum- 
bar space  (28%).  In  other  words  degenerative  disc 
changes  were  found  at  the  4th  or  5th  lumbar  sjraces 
in  75%  of  the  spines  examined.  They  also  showed 
that  negative  X-ray  findings  did  not  exclude  the 
possibility  of  degeneration  of  the  disc  and  that  in 
some  cases  marked  changes  might  he  present  with- 
out any  X-ray  changes.  Wdien  the  intervertebral 
disc  space  appeared  narrowed  by  X-ray  examina- 
tion, they  always  found  severe  degenerative 
changes  present.  Friherg®  considered  disc  hernia- 
tion to  be  only  one  aspect  of  the  whole  problem. 

The  nucleus  pulposus  is  a highly  complex  struc- 
ture which  Hirsch  states  is  composed  of  water  gel 
with  an  intricate  pattern  of  connective  tissue  fibrils. 
Its  chemical  elements  are  protein,  mucopolysach- 
yrides  and  water.  With  increasing  age  the  water 
content  diminishes  and  the  protein  content  in- 
creases. This  seems  to  he  a result  of  the  decrease  in 
the  water  binding  capacity  of  the  mucopolysachy- 
rides  with  aging.  The  nucleus  is  surrounded  by  the 
annulus  whose  fibers  are  composed  of  fibrocartil- 
age.  There  is  no  blood  or  nerve  supply  to  the  annu- 
lus. The  fibers  derive  their  nutrition  from  the  tissue 
fluid  that  moves  through  the  collagen  fibrils  and 
ground  substance  in  a way  that  is  not  clearly  under- 
stood. X^utrition  is  at  its  best  in  youth  but  decreases 
with  aging  and  gradually  a drying  out  process  takes 
place  with  resultant  loss  of  elasticity.  The  annulus 
fibers  di.sintegrate  and  break.  The  points  of  great- 
est weakness  seem  always  to  develop  toward  the 
posterior  surface  of  the  disc  leading  from  the  center 
to  the  hack  on  either  side  of  the  posterior  longi- 


tudinal ligament,  hdnally  complete  rupture  occurs 
and  internal  pressures  cause  fragmeuts  of  the  disc 
to  protrude  or  herniate.  Whatever  the  physical 
strain  or  spinal  movement  that  takes  jilace  at  the 
moment  of  rupture  this  is  only  the  final  incremeut, 
and  disc  protrusion  could  not  have  taken  place  un- 
less there  had  been  previous  degeneration. 

Because  of  the  absence  of  nerve  element  in  the 
disc  fibers  most  of  these  changes  take  place  without 
pain.  There  are  pain  fibers  however  running  in  the 
posterior  ligaments®  and  these  ligaments  may  he 
stretched  or  irritated  from  time  to  time  by  stresses 
caused  hy  loss  of  elasticity  in  the  annular  fibers  and 
resulting  aberrations  of  movement  of  the  vertebrae 
on  each  other.  The  symptoms  produced  by  such 
stresses  would  he  those  of  acute  low  hack  pain  and 
the  radiating  pain  down  the  leg  would  result  from 
bulging  or  pressure  of  the  disc  material  against  the 
nerve  root. 

Positive  Findings  on  Examination 

Spinal  Posture  — A tilt  or  list  of  the  spine  was 
present  in  most  of  our  cases.  In  87%  it  was  to  the 
contralateral  side  from  the  sciatica.  It  was  homo- 
lateral in  15.5%  and  in  ten  cases  it  was  alternating, 
sometimes  on  one  side  and  sometimes  to  the  other. 

Straight  Leg  Raising  — There  was  limitation  of 
straight  leg  raising  in  90%  of  the  cases.  This  was 
generally  unilateral,  but  in  37%  of  the  cases  it  was 
bilateral.  This  was  the  most  common  positive  find- 
ing. Localized  tenderness  on  local  pressure  or  per- 
cussion over  the  lumbar  discs  was  present  in  84.4% 
of  the  cases. 

Neurological  Examination  — • Sensory  disturb- 
ances with  hypesthesia,  paresthesia  or  analgesia 
were  present  in  49%  of  the  patients.  Disturbance 
of  tendon  reflexes  was  found  in  63%  of  the  pa- 
tients: of  these  84.7%  w'ere  ankle  reflex  changes 
and  15.3%  were  knee  reflex  changes.  We  tried  to 
correlate  the  level  of  the  disc  lesion  found  at  oper- 
ation with  neurological  findings,  but  we  found  the 
correlation  very  unreliable  and  inconclusive. 

X-ray  Examination  — Abnormalities  in  the  lum- 
bar spine  were  found  by  X-ray  examination  in 
51.4%.  These  abnormalities  consisted  either  in 
narrowing  of  one  of  the  lumbar  disc  spaces,  or 
combinations  of  these  changes.  There  was  no  in- 
stance of  spondylolysis  or  spondylolisthesis  in  this 
series  of  cases. 

Myelograms  — We  carried  out  myelographic  ex- 
amination in  173  or  37.8%  of  our  cases.  These  were 
done  almost  entirely  with  Pantopaque.  W e feel 
that  the  decision  as  to  whether  surgical  exploration 
is  to  be  carried  out  must  generally  be  based  on  the 
history  and  clinical  findings.  Since  the  large  major- 
ity of  lumliar  disc  herniations  occur  at  either  the 
fourth  or  fifth  space  (in  our  series  95%)  we  feel 
it  is  safer  to  explore  both  spaces  almost  routinely. 
Under  these  circumstances  myelograms  are  unnec- 
essary and  only  add  an  additional  element  of  dis- 
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comfort  or  risk.  W’e  reserve  this  procedure  there- 
fore. for  special  cases  where  there  may  be  some 
question  as  to  the  advisability  of  operation,  or  a 
question  of  the  exact  level  of  herniation. 

Of  the  173  patients  who  had  myelograms  we 
eliminated  24  because  they  were  not  checked  hv 
operative  findings.  All  of  the  other  patients  under- 


went  operation  and 
following  results : 

the  exploration 

showed  the 

Positive  

115 

(/"!%) 

(13.4%) 

( 9.5%) 

False  Positives 

20 

False  X'egatives 

14 

In  any  discussion  of  the  value  of  myelographic 
examination  it  is  important  to  consider  the  different 
substances  that  may  be  used  for  visualization  of 
the  spinal  canal.  The  first  substance  used  was  air 
but  this  gave  poor  visualization  and  the  incidence 
of  severe  pressure  headaches  was  high.  Air  was 
replaced  by  lipiodol  which  gave  good  definition 
of  the  spinal  canal,  but  was  viscid  and  difficult  to 
withdraw  completely  after  the  examination.  It  was 
also  thought  to  be  somewhat  irritating  if  left  inside 
the  thecal  membranes.  Then  came  pantopaque 
which  was  a lighter  and  less  viscid  substance  and 
less  irritating.  This  has  been  widely  used  in  the 
last  four  years  in  the  United  States  and  in  general 
the  results  have  been  satisfactory. 

Little  attention  has  been  paid  in  this  country  to 
the  development  and  use  of  a water  soluble  sub- 
stance called  Contrast  U for  myelographic  exam- 
ination. This  drug  which  is  somewhat  similar  to 
Skiodan  has  been  used  extensively  in  Sweden^^’-^^ 
and  other  European  countries.  It  has  the  advan- 
tages of  low  specific  gravity  and  low  viscosity 
which  allows  it  not  only  to  delineate  the  spinal  canal 
quite  clearly  but  also  to  penetrate  into  the  dural 
extensions  along  the  spinal  nerve  roots  as  they 
emerge  from  the  dural  sack  and  to  outline  them 
clearly.  The  substance  is  absorbed  bv  the  vascular 
system  and  disappears  completely  in  from  15  to 
30  minutes. 

Contrast  U has  the  disadvantage  of  being 
slightly  irritating  to  nerve  tissue  so  that  it  causes  a 
severe  pain  reaction.  To  counteract  this  it  must  be 
given  under  the  cover  of  a low  spinal  anesthesia. 
The  spinal  anesthetic  is  introduced  first  and  only 
after  it  has  taken  effect,  generally  after  a lapse  of 
10  minutes,  is  the  dose  of  Contrast  U injected.  The 
roentgenologist  must  work  rapidly  making  a num- 
ber of  exposures  with  the  patient’s  body  in  different 
degrees  of  rotation  varying  from  the  lateral  to  the 
prone  position. 

It  is  claimed  that  when  properly  carried  out  this 
method  of  myelography  is  harmless  and  that  it 
vields  more  accurate  information  than  with  other 
methods.  It  is  necessary  however  to  limit  its  use  to 
the  lumbar  area  and  prevent  the  material  from 
flowing  above  the  anesthetic  zone.  This  eliminates 


RHODE  ISLAND  MEDICAL  JOURNAL 

it  from  use  when  a more  extensive  examination  of 
the  spinal  canal  is  desired. 

I may  add  that  some  of  the  medical  staff'  of  the 
Hospital  for  Special  Surgery  have  been  making  a 
trial  of  this  method  and  thus  far  have  not  had  anv 
unfavorable  results. 

Operative  Findings  — Of  the  460  cases  operated 
ujxm  379  or  81.5%  had  primary  operations  and  81 
or  18.5%  had  secondary  procedures.  These  latter 
patients  were  those  who  had  been  operated  upon 
either  elsewhere  or  in  our  own  hospital  without 
relief  and  in  whom  it  was  considered  that  additional 
. surgery  was  indicated. 

The  operative  findings  revealed  disc  abnormali- 
ties in  -102  cases  or  82.6%  and  in  32  of  the  re- 
mainder or  7%  there  were  soft  bulging  disc  carti- 
lages. Other  abnormalities  included  meningioma 
1 case,  adenocarcinoma  1 case,  and  adhesion  of  the 
nerve  roots  12  cases  or  3%.  In  12  or  3%  there  were 
completely  negative  findings  with  regards  to  disc 
pathology. 

In  cases  of  actual  extrusion  the  fragments  of 
disc  material  were  removed  and  generallv  the  disc 
space  from  which  the  disc  had  herniated  was  curet- 
ted. In  the  other  conditions  the  disc  cartilage  was 
thoroughly  curetted  and  the  fragments  removed 
making  use  of  the  pituitary  forceps  which  is  intro- 
duced many  times  systematically  covering  the  360° 
of  the  disc  space.  In  22  patients  or  5%  abnormali- 
ties of  the  disc  were  found  at  both  L4-5  and  L-5. 
S-1.  Two  cases  showed  positive  findings  at  both 
L-3.  L-4  and  L-4,  L-5  and  one  case  was  positive  for 
the  three  lower  disc  spaces. 

Spinal  Fusion  — Spinal  fusion  was  performed 
in  107  patients  or  23.3%.  This  was  carried  out  as 
a primarv  procedure  comliined  with  disc  explora- 
tion in  73  patients  or  16%  and  in  34  or  7.3%  it  was 
carried  out  as  a secondary  procedure  either  as  a late 
fusion  or  as  a refusion.  The  technique  of  spinal 
fusion  varied  but  in  over  half  it  was  carried  out  in 
combination  with  internal  fixation  by  a spinal  plate. 
In  27  cases  bone  grafts  from  the  bone  bank  were 
used,  in  32  cases  autogenous  grafts  were  used,  and 
in  8 cases  no  extraneous  bone  was  used.  The  results 
were  better  with  autogenous  grafts  and  we  now 
make  little  use  of  homogenous  grafts  in  lumhar 
fusions. 

Wound  infection  was  reported  in  18  cases  or 
3.9%.  For  the  most  part  this  was  superficial  and 
cleared  up  quickly.  In  cases  with  spinal  fusion  there 
was  sometimes  loss  of  grafted  bone.  There  were  no 
cases  of  infection  of  the  disc  space  following 
exploration. 

FoIIow-up  Survey  — We  attempted  to  follow  up 
bv  clinical  examination  as  many  of  these  patients 
as  possible  in  order  to  find  out  the  long-term  end 
result  of  operative  treatment.  It  was  further  hoped 
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to  assess  the  relative  merit  of  disc  excision  only  as 
compared  with  excision  plus  fusion  in  the  treatment 
of  herniation  of  the  lumbar  nucleus  pulposus. 

The  follow-up  survey  presented  a considerable 
problem  because  it  was  conducted  in  1958  and 
many  of  the  patients  had  been  operated  upon  from 
two  to  seventeen  years  previously.  Furthermore, 
many  of  the  patients  came  from  distant  points 
either  in  this  countrv  or  in  foreign  countries.  Let- 
ters were  written  to  all  of  these  patients  asking 
them  to  return  to  the  hospital  for  e.xamination.  73 
letters  w^ere  returned  marked  “unknown”,  and  six 
were  reported  dead.  Twelve  sent  in  letters  stating 
they  were  unable  to  appear  for  one  reason  or  an- 
other. Of  the  310  patients  therefore  actually  able 
to  return.  147  did  so,  a return  ratio  close  to  1 out 
of  2,  which  is  considered  good  for  the  period  of 
time  elapsed.  It  was  our  impression  that  the  patients 
returning  probably  represented  a fair  cross  section 
of  the  end  results  obtained  over  the  whole  group. 
The  shortest  time  interval  since  operation  was  two 
years,  the  longest  seventeen  years. 

Evaluation  of  the  results  of  the  ojieration  was 
rated  in  each  case  both  from  the  standpoint  of  the 
j)atient,  and  also  the  surgeon.  Evaluation  from  the 
standpoint  of  the  patient  was  determined  by  his 
subjective  response  to  the  operation,  that  is,  how 
he  felt  now  as  compared  with  how  he  felt  prior  to 
the  procedure.  Evaluation  from  the  standpoint  of 
the  surgeon  was  determined  by  the  objective  find- 
ings at  the  end  result  examination  based  to  a cer- 
tain extent  on  the  preoperative  findings.  The  clin- 
ical reassessment  of  the  patient  was  considered 
from  the  standpoint  of  the  history,  the  physical 
examination  and  X-rav  findings.  X rays  of  the 
lumbosacral  spine  were  taken  in  every  case  and 
films  in  flexion  and  extension  were  made  in  cases 
where  spinal  fusion  had  been  done. 

The  methods  of  rating  that  were  adopted  are 
shown  in  the  following  Table: 

Excellent:  Patient  verv  pleased  with  his  result 

PROCEDURE  CARRIED  OUT  ON  THOSE 
RETURNING 

Excision  Only  Combined  Operation 

AI.  F.  Total  % AI.  F.  Total  % 


*74.15 

19 

19 

38 

*25.85 

Single  Level  — 

6 

8 

14 

9.5 

Double  Level  — 

13 

10 

23 

15.7 

Multiple  Level  — 

1 

1 

0.7 

and  able  to  return  to  and  continue  at  his  for- 
mer or  similar  type  of  occupation.  No  pain 
since  operation. 

Good:  No  pain  at  the  time  of  his  examination. 
Minimal  intermittent  discomfort,  not  severe 
enough  to  interfere  with  pursuit  of  normal 
activities.  Minor  positive  findings  on  examina- 
tion, not  normally  distressing  or  disturbing 
to  the  patient. 

Fair:  Complaint  of  pain  which  might  be  constant 
or  intermittent  and  which  caused  some  slight 
limitation  of  normal  activities.  Positive  find- 
ings on  examination  which  were  felt  to  be 
related  to  the  pathological  findings  ])resent 
prior  to  operation  or  thought  to  be  the  result 
of  the  surgical  procedure  carried  out. 

Poor  A:  Complaint  of  moderate  or  severe  pain 
either  constantlv  or  intermittently  whether 
present  since  the  time  of  operation  or  a recur- 
rence especially  if  felt  to  involve  the  previous 
level  of  protrusion  or  to  be  the  result  of  the 
surgical  procedure.  Definite  limitation  of  nor- 
mal activities. 

Poor  B:  Any  obvious  failure  of  a surgical  pro- 
cedure. 

Analysis  of  End  Result 

Excision  only  was  carried  out  in  109  or  74.5% 
of  147  patients  who  returned  for  examination. 
These  comprised  71  males,  and  38  females. 

Combined  operation  consisting  of  excision  sup- 
plemented by  spinal  fusion  was  carried  out  in  38  or 
25.5%  of  the  patients  who  returned.  These  com- 
prised 19  males,  and  19  females.  This  represented 
one  out  of  every  four  operated  cases.  In  14  or  9.a% 
the  fusion  involved  one  space  only.  Double  level 
fusion  was  carried  out  in  23  patients  or  15.7%  of 
all  procedures.  1 fusion  extended  from  L-2  to  the 
sacrum. 

Length  of  Time  Before  Return  to  Normal  Activity 

Of  the  patients  who  underwent  disc  excision 
without  fusion.  65  or  59.6%  returned  to  normal 
activity  inside  of  three  months.  In  fact,  many  of 
these  returned  to  normal  activity  in  less  than  two 
months.  In  the  patients  however,  who  had  under- 
gone combined  operations  only  7 or  18.4%  had 
returned  to  normal  activity  in  three  months,  hut 
63.1%  had  returned  to  full  activity  inside  of  six 
months.  Therefore,  almost  twice  as  long  a period  is 

continued  on  next  page 


Breakdown  of  Combined  Operation  from  Standpoint  of  Patient  Response 

Single  level  fusion  Double  level  fusion  Multiple  level  fuston 

No.  Cr  No.  % ^ 


Excellent 

8 

*57.15 

13 

*56.5 

Good 

5 

*35.70 

5 

*21.7 

Fair 

1 

7.15 

4 

17.4 

Poor 

0.00 

1 

4.4 

1~2 


required  tor  convalescence  following  combined 
operation  as  if  excision  only  was  practiced. 

End  Result  Rating 

The  various  ratings  for  the  different  procedures 
are  shown  in  the  table.  Of  the  109  patients  upon 
whom  disc  excision  alone  was  practiced,  72  or  66% 
obtained  excellent  or  good  results.  Of  the  38  pa- 
tients upon  whom  combined  operations  were  per- 
formed 32  or  84.2%  obtained  excellent  or  good 
results.  There  were  13.8%  of  the  excision  only 
group  who  were  rated  as  poor  results  as  compared 
to  2.6*^  of  the  combined  operation  group.  Only 
three  patients  out  of  the  147  examined  claimed  they 
had  no  benefit  following  the  operation.  All  of  these 
were  in  the  excision  only  group. 

Complaints  of  paresthesia,  numbness,  cramps  or 
weakness  in  some  form  or  other  were  made  in  from 
about  one-fourth  to  one-third  the  cases  in  both 
groups,  these  symptoms  being  about  twice  as  com- 
mon in  the  excision  only  group  as  in  the  combined 
operation  group.  A subsequent  operation  was  nec- 
essarv  in  five  cases  in  the  excision  onlv  group,  an 
incidence  of  4.5%.  Xo  subsequent  operation  was 
necessary  in  the  combined  group.  Two  of  these 
later  operations  were  performed  for  protrusions 
at  a different  level  and  would  not  seem  to  represent 
a failure  of  the  first  procedure.  X-ray  examination 
of  the  38  cases  with  spinal  fusion  showed  pseu- 
darthrosis  in  7.  All  of  these  developed  in  double 
level  fusions.  Only  2 out  of  the  7 had  clinical  signs 
or  symptoms.  The  percentage  instance  of  pseu- 
darthrosis  in  this  group  was  18.4%. 

Discussion 

Consideration  of  the  results  of  operative  treat- 
ment of  intervertebral  disc  lesions  as  shown  in  this 
study  indicates  that  our  present  methods  still  fall 
far  short  of  perfection  and  that  there  is  a need  for 
improvement. 

From  the  standpoint  of  diagnosis  we  must  still 
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rely  largely  upon  the  history  and  clinical  signs. 
Roentgen  examination  can  be  helpful  in  revealing 
structural  abnormalities  of  the  spine  which  must  be 
considered  in  planning  treatment  but  cannot  be 
relied  upon  in  judging  the  extent  of  changes  in  the 
discs.  Xarrowing  of  a disc  is  indicative  of  severe 
degenerative  change  but  does  not  definitely  point 
to  that  level  as  the  point  of  herniation.  In  several 
cases  of  our  series  the  disc  protrusion  was  found 
at  other  levels. 

Myelography  is  helpful  but  was  unreliable  in 
2o%  of  our  cases.  M e should  obtain  more  experi- 
ence with  the  use  of  Contrast  U as  a contrast  medi- 
um to  find  out  if  this  method  gives  more  accurate 
information.  Perhaps  some  still  better  method  of 
myelographic  examination  can  be  developed.  This 
is  a problem  for  the  phannacologists. 

In  cases  where  secondary  operations  are  living 
considered  and  previous  intraspinal  operations 
have  been  performed  myelographic  examination  is 
untrustworthy.  Fibrous  adhesions  between  the 
dural  sac  and  neural  sleeves  can  cause  distortion 
of  the  myelogram  so  that  it  may  become  misleading. 

In  every  series  of  disc  operations  that  have  been 
reported  there  have  always  appeared  a number  of 
cases  in  which  no  evidence  of  disc  pathological 
change  was  found.  In  our  own  series  this  amounted 
to  12  cases  or  3%.  When  the  patient  is  operated 
upon  with  a diagnosis  of  disc  herniation  or  pro- 
trusion and  no  lesion  is  found,  this  definitelv  repre- 
sents misdiagnosis  and  we  must  ask  the  reason 
why.  The  more  careful  the  search  for  a pathological 
disc  the  fewer  the  number  of  negative  findings.  We 
place  a good  deal  of  reliance  upon  the  interdiscal 
fluid  tension  test  in  which  salt  solution  is  injected 
through  a needle.  The  normal  disc  will  take  only 
1-2  cc  of  salt  solution  whereas  the  degenerated  disc 
will  accept  much  more.  This  test  is  of  considerable 
value  in  doubtful  cases  and  may  indicate  a path- 
ological condition  that  requires  surgical  treatment. 


END  RESULT  RATING 

Over-all  Rating  Excision  Only  Combined  Operation 

Patient  Doctor  Patient  Doctor  Patient  Doctor 


So. 

% 

No. 

<7- 

Ko. 

% 

.Vo. 

% 

So. 

% 

So. 

% 

Excellent 

57 

*38.8 

68 

*46.3 

36 

*33.0 

45 

*41.3 

*55.3 

23 

*60.5 

Good 

47 

31.9 

40 

27  2 

36 

33.0 

31 

28.4 

11 

’8  9 

9 

23.7 

Fair 

->1 

18.4 

79 

149 

77 

’O  ’ 

18 

16  5 

13.2 

4 

10.9 

Poor  

16 

*10.9 

17 

11.6 

15 

*13.8 

15 

13.8 

1 

* 2.6 

7 

4.9 

LENGTH  OF  TIME  BEFORE  RETURN 
TO  NORMAL  ACTIVITA' 

Excision  Only  Combined  Operation 

-M  F Total  % M F Total  % 


Not  yet  „ 5 5 

0 to  3 mos _ 48  17  65 

3to6mos.  17  11  28 

6 to  9 mos.  4 15 

9 to  12  mos .1  2 3 

12  plus  mos. . 1 


4.6 

1 

1 

2.6 

*59.6 

3 

4 

7 

18.4 

25.7 

8 

9 

17 

*44.7 

4.6 

3 

3 

6 

15.8 

2.7 

1 

3 

4 

10.5 

2.7 

3 



3 

7.9 

o 
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The  injection  of  a radio-opaque  snlistance  and  an 
X-ray  examination  on  the  operating  table  might 
gi\e  additional  confirmatory  evidence  of  patho- 
logical change  in  the  disc  but  is  hardly  necessary 
for  the  guidance  of  the  surgeon. 

It  may  he  added  here  that  spinal  discograms  have 
not  been  used  in  any  of  our  cases  as  a method  of 
diagnosis.  This  test  can  only  confirm  the  presence 
of  degenerative  disc  changes  when  present  which 
the  attending  physician  must  already  have  sus- 
pected. It  can  not  localize  the  lesion  that  is  respon- 
sible for  the  symptoms  nor  can  it  really  help  in 
clarifying  the  operative  indications.  It  may  be 
added  that  few  of  the  surgeons  who  pioneered  with 
this  method  are  still  using  it.  This  is  because  they 
found  it  gave  little  additional  information  that  was 
helpful. 

We  must  admit  however  that  even  after  the  most 
careful  search  for  pathological  changes  in  the  discs 
there  will  always  be  a few  with  negative  findings.  I 
do  not  have  any  explanation  for  these  cases.  Per- 
haps the  pain  has  lieen  induced  by  changes  in  the 
spinal  structures  outside  of  the  discs.  The  mere  fact 
that  some  of  the  surgical  explorations  are  negative 
should  induce  an  attitude  of  the  greatest  caution  in 
making  a diagnosis  of  disc  herniation  or  protrusion 
and  advising  operative  treatment. 

A few  words  may  be  added  here  about  patients 
with  psychoneurotic  traits  or  anxiety  neuroses  who 
complain  of  low  back  pain  or  radiating  pain  in  the 
leg.  It  is  difficult  to  evaluate  symptoms  in  these 
patients  and  the  surgeon  is  apt  to  defer  surgery  for 
fear  of  disappointing  results.  Some  of  these  pa- 
tients have  undergone  previous  spinal  operations 
without  relief.  I have  often  obtained  psychiatric 
consultation  in  such  cases  and  have  almost  invaria- 
bly received  the  same  opinion  which  is  to  the  effect 
that  the  patient  has  emotional  problems  and  psy- 
choneurotic tendencies  but  that  these  can  only  be 
treated  after  the  cause  of  pain  has  been  relieved. 
On  the  other  hand  I can  recall  a number  of  such 
patients,  a few  even  with  narcotic  addiction  who 
have  been  restored  to  normal  or  nearly  normal  lives 
by  spinal  surgery.  I feel  therefore  that  one  must 
make  as  careful  an  evaluation  as  possible  in  such 
cases  and  that  when  there  are  operative  indications 
one  must  go  ahead  and  do  the  best  job  possible. 

Finally,  I want  to  express  my  opinion  on  the  con- 
troversial subject  of  disc  excision  only  versus  com- 
bined operation  with  spinal  fusion.  In  the  patients 
whom  we  studied  there  was  a higher  proportion  of 
excellent  or  good  results  among  those  who  under- 
went the  combined  procedure  than  those  in  whom 
simple  disc  excision  was  performed.  Also  there  was 
a lesser  incidence  of  results  that  were  rated  poor 
and  no  secondary  operations  were  required  in  these 
cases.  Against  this  one  must  consider  that  the  com- 
bined operation  is  much  more  severe  than  simple 


disc  excision  and  that  twice  as  long  a time  is  re- 
quired for  recovery  as  compared  with  the  latter. 

\\'hile  from  the  idealistic  standpoint  one  might 
wish  to  supplement  every  disc  excision  by  a spinal 
fusion  one  must  be  realistic  and  tailor  each  pattern 
according  to  the  cloth,  in  other  words  fit  the  opera- 
tion to  the  individual.  My  ideas  may  be  illustrated 
by  the  following  examples. 

In  the  case  of  a healthy  male  under  50  years  of 
age  who  wishes  to  lead  an  acti\e  life  and  who  is 
suffering  from  discogenic  symptoms,  I would  ad- 
vise the  combined  procedure  irrespective  of  positive 
or  negative  X-ray  findings.  In  an  older  patient  I 
would  consult  with  him  and  try  to  work  out  a suit- 
able program.  In  this  case  the  finding  of  spinal 
abnormalities  by  X ray  would  color  any  opinion 
considerably. 

W hen  a patient  is  suffering  from  symptoms  re- 
ferable to  an  intervertebral  disc  lesion  and  the 
X-ray  examination  shows  spinal  abnormalities 
such  as  disc  narrowing,  erosion  of  apophyseal 
joints  or  disalignment  of  the  vertebral  bodies,  I 
would  recommend  the  combined  operation. 

Simple  disc  excision  without  fusion  is  indicated 
in  women  over  40  years  and  in  patients  of  lx)th 
sexes  over  50  years  when  the  symptoms  are  refer- 
able to  nerve  root  irritation  or  pressure  and  com- 
plaints of  previous  low  back  pain  are  minimal. 

Many  patients  can  be  recalled  with  other  varia- 
tions in  age,  symptoms  and  clinical  findings,  but  the 
above  will  illustrate  my  belief  in  the  necessity  of 
approaching  each  as  an  individual  proldem  and  dis- 
cussing the  recommendations  frankly  with  the 
patient. 

The  surgeon  who  advises  spinal  fusion  as  a siqi- 
plement  to  disc  excision  has  a great  responsibility 
in  ensuring  that  his  operation  accomplishes  the 
desired  result.  In  this  connection  I would  empha- 
size the  known  fact  that  the  incidence  of  pseudarth- 
rosis  is  higher  with  two  level  than  single  level 
fusions.  W hen  we  want  to  make  our  patients  ambu- 
latory at  an  early  period  in  tbe  post-operative 
period  we  should  use  a self-locking  graft  or  some 
method  of  internal  fixation  such  as  the  spinal  plate 
or  screws  in  the  apophyseal  joints.  When  extra- 
neous bone  transplantation  is  required  we  should 
use  autogenous  rather  than  homogenous  bone  for 
the  best  results. 

CONCLUSIONS 

1.  Tbe  review  of  460  operative  cases  and  of 
follow-up  results  in  147  shows  that  the  condition 
is  more  frequent  among  males  than  females  and 
that  the  peak  of  the  incidence  is  between  35  and 
50  years. 

2.  The  incidence  of  traumatic  disc  rupture  is 
rare.  All  of  the  evidence  points  to  degenerative 
changes  in  the  discs  as  the  underlying  etiologic 
factor. 


concluded  on  page  176 


174 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTrTTTTTTTTTTTTTTT 


COMMUNICABLE  DISEASE  CONTROL  IN  MODERN  WAR* 

John  J.  Phair,  m.d. 
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Professor  of  Preirntire  Medicine.  I’nh'crsify  of  Cin- 
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MV  CONCEPT  of  modern  war  is  one  of  action, 
directly  aimed  at  the  ability  of  a nation  to 
produce — thereby  reducing  its  ability  to  resist  and 
retaliate.  Wars  no  longer  will  be  decided  by  armies 
on  liattlefields  but.  rather,  by  the  resistance  of  the 
civilian  population,  their  will  to  survive,  and  the 
maintenance  of  production  in  the  face  of  attack. 
(3bviously,  therefore,  industrial  centers  and  the 
worker  populations  will  have  a priority  as  targets 
as  high  as  retaliatory  military  bases. 

Many  weapon  systems  can  and  will  be  used, 
either  singly  or  in  combinations.  These  include 
hydrogen  and  atomic  bombs,  conventional  explo- 
sives, fire  bombs,  chemicals,  drugs  and  biological 
agents.  They  will  be  delivered  from  under  the  sea. 
bv  air  and  possibly  from  outer  space  as  well  as 
from  the  earth’s  surface.  They  can  be  delivered 
from  great  distances  with  remarkable  accuracy  and 
because  of  their  great  destructive  power  and  wide 
fallout  patterns  a strike  within  a 5 to  10  mile  radius 
of  ground  zero  is  considered  on  target.  Further- 
more, no  real  warning  can  be  expected  because  of 
this  ability  to  destroy  at  one  time  all  or  most  of  the 
important  centers  and  bases  and  the  fear  of  and 
the  need  to  jirevent  retaliation.  Finally,  since  these 
weapons  can  be  employed  covertly  as  well  as 
overtly,  the  likelihood  of  sabotage  can  be  safely 
predicted. 

Whether  the  objective  be  destruction,  area 
denial,  killing  or  simply  lowering  the  will  of  indi- 
viduals and  groups  to  resist,  civil  populations  and 
industrial  complexes  will  be  involved  because  they 
represent  productive  capacity.  Accordingly,  there 
will  be  an  extraordinary  and  formidable  increase 
in  health  problems,  both  in  number  and  kind. 
Among  the  most  important  of  these  will  be  the 
heightened  opportunities  for  the  spread  and  dis- 
semination of  disease  agents  of  all  types  and 
varieties. 

The  need  to  consider  and  include  plans  for  the 

♦Presented  at  the  meeting  of  Military  Government-Civil 
.•MTairs  Public  Health  Society,  at  Atlantic  City,  Xew 
Jersey,  October  19,  1959. 


control  of  communicable  diseases,  not  only  in  war- 
time but  in  any  kind  of  peacetime  civilian  disaster, 
can  not  be  over-emjibasized.  They  should  be  the 
present  concern  of  all  responsible  authorities.  While 
admitting  the  urgent  necessity  of  adequate  prepara- 
tions for  provision  of  casualty  care  and  shelter 
against  blast,  fire  and  radiation,  it  is  probable  that 
these  particular  aspects  of  civil  defense  have  been 
given  far  too  much  prominence.  The  ever-present 
problems  of  the  control  of  disease,  either  naturally 
or  artificially  disseminated,  have  been  relegated  to 
a far  too  subordinate  position  in  defense  planning. 

Utilizing  the  experiences  of  World  W’ar  II.  it 
is  apparent  and  accepted  that  the  danger  of  infec- 
tious disease  will  be  not  only  increased  by  the  wide- 
spread destruction  possible  in  modern  warfare,  but 
will  be  magnified  by  the  great  probability  of  vary- 
ing degrees  and  amounts  of  radiation  exposure. 
Moreover,  the  deliberate  dissemination  or  employ- 
ment of  biological  agents  would  not  be  required  to 
initiate  and  maintain  outbreaks  or  epidemics.  The 
breakdown  of  the  carefully  erected  safeguards  and 
peacetime  protective  measures  and  the  many  ever- 
present parasites  will  be  quite  sufficient.  The 
numerous  and  varied  disease  control  procedures 
work  so  well  and  so  unobtrusively  in  modern  civi- 
lization that  most  people  have  forgotten  completely 
that  they  live  in  a sea  of  infection. 

It  is  difficult  to  envision  the  magnitude  of  the 
medical  problems  as  differentiated  from  directly 
related  casualties,  but  it  is  obvious  that  the  entire 
surviving  population  would  be  involved  whether 
they  are  within  or  without  strike  areas.  The  in- 
creased rate  of  exposure  to  infection  and  disease 
would  be  the  inevitable  result  of  prolonged  shelter 
life  ; later  there  would  be  a need  for  movement  into 
and  out  of  the  damaged  city  as  well  as  refugee 
camps  and  enforced  billeting.  Increased  suscepti- 
bility may  be  safely  predicted  because  of  changed 
nutrition,  enforced  physical  and  mental  strain,  and 
similar  war  stresses.  With  the  loss  of  facilities  for 
water  purification,  sewage  disposal,  and  the  refrig- 
eration and  distribution  of  foods,  there  would  be 
an  increase  in  the  opportunities  for  other  animal 
and  insect  hosts  and  vectors  to  multiply  and  further 
to  have  better  access  to  man. 

There  is  need  for  the  country  as  a whole  to  have 
an  increased  awareness  and  understanding  of  this 
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intensified  disease  risk  in  1)Oth  peacetime  and  war- 
time disasters.  This  will  demand  more  and  better 
training  of  citizens  and  health  workers,  and  of  the 
medical  profession  itself.  With  the  advent  of  anti- 
biotics and  other  “miracle  drugs,’’  this  specific 
aspect  of  medicine  has  been  sadly  neglected.  As  a 
matter  of  fact,  even  when  this  need  is  recognized, 
there  are  far  too  few  chances  to  observe  and  studv 
classical  cases  of  the  common  infectious  diseases  in 
our  modern  civilizations. 

Further  defense  planning  for  the  control  of  com- 
municable disease  must  take  into  account  the  ob- 
vious fact  that  there  will  be  innumerable  isolated 
communities  and  groups  of  varying  size  forced  to 
live  in  a hostile  environment,  entirely  restricted  to 
and  dependent  upon  immediate  remaining  local 
resources.  Communication  will  be  difficult  or  im- 
possible and  outside  support  available  only  after  a 
considerable  period  of  time  has  elapsed.  It  is  also 
probable  that  there  will  be  ^■ery  little  or  no  medical 
supervision  or  assistance.  Accordingly,  there  is 
ample  justification  for  the  plea  that  a verv  high 
priority  must  he  given  to  the  dissemination  of 
knowledge  of  disease  dynamics  and  emergency 
control  procedures  required  to  maintain  health  and 
a safe  environment. 

In  addition  to  other  defense  preparations  in  the 
health  field,  and  in  order  to  meet  this  specific  sit- 
uation, it  has  been  recommended  that : 

( 1 ) the  individual  citizen  be  trained  to  recognize 
at  least  some  of  the  more  common  diseases 
and  how  to  undertake  a few  important  con- 
trol measures ; 

(2)  a ready  reserve  he  created  for  health  agen- 
cies by  recruiting  and  training  “health  war- 
dens” to  assist  in  disease  control  efforts  in 
all  emergencies ; 

(3)  present  health  resources  be  strengthened  in 
terms  of  number  of  personnel,  as  well  as 
training  and  in  the  provision  of  adequate 
facilities,  diagnostic  and  therapeutic ; 

(4)  more  emphasis  be  placed  on  all  aspects  of 
l)reventive  medicine  in  the  curricula  of 
medical,  nursing  and  other  professional 
schools ; 

(5)  physicians  be  prepared  for  mass  health 
problems  as  well  as  individual  care. 

In  addition  to  these  recommendations,  it  has 
been  urged  that: 

( 1 ) mass  immunization  campaigns,  both  pri- 
mary and  booster,  be  initiated  for  at  least 
the  ordinarv  communicable  diseases ; 

(2)  certain  of  the  more  unusual  antigens  be 
included  in  such  programs,  if  possible,  be- 
cause of  the  predictable  increased  risk  under 
disaster  conditions ; 


f3)  eradication  programs,  both  for  parasites  and 
vectors,  be  seriously  considered  and  under- 
taken now  if  thought  feasible; 

( 4)  facilities  be  organized,  e.x])anded,  integrated 
and  decentralized  for  the 

(a)  diagnosis  of  infectious  disease; 

(b)  investigation  of  disease  outbreaks; 

(c)  institution  of  proper  control  ])roce- 
cedures ; 

(5)  the  probable  needs  for  hosjMtalization  by 
individuals  with  medical  problems,  includ- 
ing infectious  diseases,  he  considered  in 
the  planning  of  the  emergency  hospital 
services ; 

(6)  an  adequate,  jwoperly  protected  and  quickly 
accessible  stockpile  of  biologicals  and  drugs 
be  developed  and  maintained. 

It  has  been  pointed  out  that  a great  need  exists 
for  much  more,  perhaps  specifically  oriented  re- 
search in  the  field  of  infectious  disease,  such  as: 

( 1)  the  effect  of  radiation,  particularly  multiple 
small  doses  and  single  exposures,  on  specific 
and  nonspecific  resistance  to  infection  and 
disease ; 

(2)  the  influence  of  physical  and  mental  stress 
on  susceptibility  to  disease,  especially  con- 
sidering tbe  possibility  that  these  factors 
may  play  a role  in  activating  latent  infec- 
tions : 

( 3 ) the  much  needed  improvement  of  single  and 
multiple  antigens,  and  mass  immunization 
techniques. 

Only  a few  of  these  proposals  have  been  imple- 
mented, in  i)art,  in  the  United  States. 

Interest  and  deej)  concern  is  professed  by  all 
bealth  workers  about  the  many  complex  problems 
of  communicable  disease  control  in  event  of  war. 
Usually  the  approach  or  attitude  taken  stems  from 
or  is  influenced  by  World  W’ar  II  experiences. 
Altbough  it  is  obvious  that  these  cannot  be  accepted 
as  satisfactory’  guide  lines  for  modern  war  with  the 
predictable  far  greater  destruction  and  the  inevi- 
table and  long  periods  of  enforced  crowded  shelter 
life,  a new  line  of  attack  has  as  yet  to  be  evolved. 

The  ^^Tstern  European  countries,  like  the 
United  States,  are  in  a sense  trapped  by  the  excel- 
lence of  their  present  medical  care  programs.  It  is 
difficult  to  bring  about  changes  in  the  dissemination 
of  medical  knowledge  ; to  propose  a “hospital  corps 
man"  level  of  medical  care ; to  envision  the  plan- 
ning and  support  of  universal  immunization  cam- 
paigns yvith  many  antigens  for  an  indefinite  period. 
As  a matter  of  fact,  the  most  highly  developed  and 
industrialized  countries  are  the  most  vulnerable. 
At  tbe  same  time,  they  are  the  most  reluctant  to 
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accept  the  necessity  of  this  kind  of  planning  and  the 
proposals  to  lower  the  level  of  medical  care. 

Without  precedents  and  forced  to  work  with 
awesome  estimates  of  the  probal)le  magnitude  of 
the  problem,  perhaps  this  attitude  is  natural  if  not 
realistic.  It  is  slowly  changing,  however,  and  while 
practical  and  reasonable  plans  must  still  be  devel- 
oped, the  health  agencies  of  all  countries  are  begin- 
ning to  look  at  health  needs  and  disease  control 
measures  in  modern  war.  They  are  recognizing  at 
long  last  that,  while  casualty  care  may  be  the  most 
immediate  problem,  in  the  long  run  the  defenses 
that  can  be  c]uickly  raised  against  disease  will 
become  all-important  in  man's  survival. 


LOW  BACK  PAIN  AND  SCIATICA  DUE 
TO  LESIONS  OF  THE  LUMBAR  DISCS 

concluded  from  page  1“’3 

3.  Degenerative  changes  ma}’  begin  and  become 
evident  under  the  age  of  20  years.  In  these  cases 
one  may  postulate  an  accumulation  of  trauma  in 
childhood  as  a cause. 

4.  The  development  of  degenerative  changes  in 
the  discs  is  insidious  and  often  cannot  be  recog- 
nized on  X-ray  examination  even  when  well  ad- 
vanced. Rupture  or  herniation  of  the  disc  is  only  a 
culminating  incident  in  this  cycle  of  changes. 

5.  From  the  study  of  operated  cases  and  clinical 
experience  it  is  concluded  that  conservative  treat- 
ment should  be  followed  until  tbe  complaints 
become  excessive  when  operative  treatment  is 
indicated. 

6.  Spinal  fusion  supplemented  disc  excision  in 
107  or  23.3%  of  our  460  patients.  Follow-up  ex- 
amination after  2 to  17  years  was  carried  out  in  147 
patients  of  whom  38  or  25.5%  had  undergone 
spinal  fusion. 

7.  Of  the  patients  who  underwent  simple  disc 
excision  66%  obtained  excellent  or  good  results 
whereas  among  the  patients  who  had  undergone 
the  combined  procedure  tbe  results  were  excellent 
or  good  in  84.2%.  The  results  were  rated  poor  in 
13.8%  of  the  disc  excision  group  compared  with 
2.6%  of  the  combined  operation  group. 

8.  Twice  as  long  a period  of  time  is  required  for 
the  rehabilitation  of  a patient  following  spinal  fu- 
sion as  following  disc  excision  but  the  results  are 
better  and  more  permanent  when  spinal  fusion  is 
obtained. 

9.  The  author  advises  that  operative  treatment 
of  patients  with  symptoms  due  to  disc  degeneration 
or  herniation  be  planned  on  an  individual  basis  with 
due  consideration  of  age,  sex,  history,  clinical  and 
X-ray  findings. 
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The  Authors.  John  B.  Mitchell,  of  Columbus,  Ohio. 
Formerly  at  the  University  of  Rhode  Island,  and  noxe 
xi'ith  the  Department  of  Ai/ricidtural  Economics  and 
Rural  Sociology,  Ohio  State  University ; Mrs.  Anne 
Theinert,  a fast  president  of  the  Rhode  Island  Asso- 
ciation of  Nursing  Homes;  George  F.  Moore,  Jr.,  for- 
merly e.veeutk’e  director,  Rhode  Island  Committee  on 
Aging. 

This  article  reports  the  characteristics  of  908 
persons,  tlie  patient  population  of  78  of  Rhode 
Island’s  79  projirietary  nursing  homes  in  operation 
during  1954.^  The  primary  diagnosis  of  chronic 
conditions  and  the  age  and  sex  composition  of  this 
population  are  rej)orted.  These  data  also  provide 
information  on  the  physical  condition  of  patients. 
The  numher  and  training  of  persons  providing 
nursing  and  other  services  and  cost  of  these  services 
are  discussed.  The  final  section  considers  the  loca- 
tion of  homes  and  their  occupancy  rates.  This  in- 
formation can  serve  as  a bench  mark  for  future 
studies  of  Rhode  Island’s  nursing  homes. 

Rhode  Island  was  one  of  thirteen  states  co-oper- 
ating with  the  National  Commission  on  Chronic 
Illness  in  a study  of  nursing  homes.”  Schedules  and 
instructions  devised  hy  the  Commission  on  Chronic 
Illness  were  used  in  this  study. 

As  could  he  expected,  the  vast  majority  of  pa- 
tients were  in  the  upper  age  brackets.  Two  of  every 
three  patients  were  75  years  of  age  or  older.  The 
average  age  of  patients  was  78.  A numher  of  trends, 
such  as  advances  in  medical  knowdedge  and  in- 
crease in  life  expectancy,  would  indicate  that 
average  age  of  patients  may  he  80  or  over  in  a few 
years. 

TABLE  I 


Age  of  Proprietary  (Private)  Nursing  Home  Patients 
by  Sex,  Rhode  Island.  1954 


Age 

Total 

No.  % 

Males 

No.  % 

Females 
No.  % 

TOTAL 

908 

100.0 

^32 

100.0 

676 

100.0 

Less  than  65 

79 

8.7 

35 

15.1 

44 

6.5 

65-74 

214 

23.6 

53 

22.8 

161 

23.8 

75  & over 

595 

65.5 

140 

60.4 

4 b b 

67.3 

Unknown 

20 

2.2 

4 

1.7 

16 

2.4 

No  attempt  was  made  to  consider  characteristics 
of  this  population  hy  race  for  only  six  non-white 
patients  were  reported. 

W omen  outnumbered  men  hy  almost  three  to 
one.  Females  made  up  74.4%  of  the  patient  popu- 
lation. The  average  age  hy  sex  was  76  for  males 
and  79.3  for  females.  This  age  difference  by  sex 


was  reflected  in  the  amount  of  care  needed  hy  male 
and  female  residents  of  nursing  homes.  Female 
patients  required  more  services  and  greater  fre- 
quency of  services  than  male  patients. 

Chronic  diseases  or  disabilities  were  almost  uni- 
versal in  this  population.  Eight  hundred  and  eighty- 
four  patients  (97.3%  ) had  one  or  more  chronic 
conditions  that  contributed  to  their  need  for  care 
in  a nursing  home.  Only  primary  diagnoses  are 
shown  in  Table  II  although  a majority  of  the 
patients  had  a secondary  condition  which  contrib- 
uted to  their  disability.  However,  384  patients 
(42.3%  ) had  not  been  examined  by  a physician  or 
visited  a clinic  within  the  thirty  days  preceding  the 
survey.  This  may  raise  questions  as  to  the  extent 
of  physician  services  for  nursing  home  patients. 

Cardiovascular  conditions  which  include  heart 
disease,  hemiplegia,  and  other  circulatorv  diseases, 
were  reported  most  frecjuently  as  the  primary  diag- 
nosis of  a chronic  condition.  Approximately  four 
of  every  ten  patients  had  a circulatory  disease. 

TABLE  II 


Primary  Diagnoses  cf 

Chronic  Conditions  Reported  for  Patients  in 
Rhode  Island  Proprietary  Nursing  Homes,  1954 


Diagnosis 

Primary  Diagnoses 
No.  % 

TOT.A.L  PATIENTS  

908 

100.0 

Cardiovascular  

. 353 

38.9 

Senility  

. 162 

17.8 

Fractures  (hip  and  others) 

92 

10.1 

.Arthritis  and  Rheumatism 

62 

6.8 

.411  other  

215 

23.7 

No  Diagnosis 

24 

2.7 

Heart  disease  and  hemiplegia  resulting  from  stroke 
were  disabilities  reported  most  frequently  in  the 
cardiovascular  category.  Senility  and  fracture, 
mostly  of  the  hip,  ranked  second  and  third  in  terms 
of  primary  diagnosis.  These  findings  coincide  with 
data  from  nine  other  states.  Cardiovascular  dis- 
eases, followed  hy  senility  and  fractures,  led  all 
other  diseases  as  the  primary  condition  contrib- 
uting to  a person’s  need  for  nursing  home  care.'^ 
These  conditions,  plus  other  primary  and  sec- 
ondary diseases,  reduce  the  physical  and  mental 
facilities  of  the  patient  population.  One  hundred 
and  seventy  (18.7%)  remained  in  bed  all  of  the 
time.  An  additional  305  (33.6%)  were  in  bed  part 
or  most  of  the  time  (other  than  to  sleep  or  rest). 
Only  411  (45.3%)  could  walk  about  unassisted. 
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Five  hundred  and  six  (55.7%)  of  the  patients 
were  “mentally  confused”  part  or  most  of  the  time. 
They  were  forgetful  and  found  it  difficult  to  re- 
member events  and  day-to-day  activities.  Other 
state  studies  report  approximately  this  same  per- 
centage of  patients  mentally  confused.^  In  addi- 
tion, 301  patients  in  this  population  were  unable  to 
control  the  functions  of  their  bowels  or  bladder  or 
both. 

These  physical  and  mental  conditions  call  for  a 
variety  of  nursing  and  personal  services.  Medica- 
tion of  some  sort  was  the  most  frequent  type  of 
nursing  serxice  provided  by  the  staff.  Other  nurs- 
ing services  include  full  bed  baths,  enemas,  hypo- 
dermic injections  and  dressings.  In  addition.  274 
patients  xvere  on  special  diets.  A salt-free  or  loie- 
salt  diet  was  the  most  commonly  prescribed  type 
of  diet. 

The  78  homes  employed  576  persons  to  provide 
nursing  and  other  services  for  this  patient  popu- 
lation. Of  this  number,  1-16  worked  on  a part-time 
basis.*  The  skill  of  these  persons  ranged  from 
licensed  graduate  nurses  to  attendants  xvith  little 
formal  training.  Personnel  xvere  classified  accord- 
ing to  their  skill-level  and  their  distribution  is  show 
in  Table  III. 

TABLE  III 
Staff  of  Rhode  Island 
Proprietan-  Nursing  Homes 
bx’  Skill  Level.  1954 


Skill  Level 

So. 

Staff 

% 

TOTAL  

503 

100.0 

Licensed  graduate  nurse  ... 

60 

12.0 

Licensed  practical  nurse  . 

. 141 

28.0 

Other  nursing  staff 



160 

31.8 

.411  others 

. 142 

28.2 

Thirty-nine  establishments  employed  one  or 
more  licensed  graduate  nurses  on  a full  or  part- 
time  basis.  Howex'er,  x ariations  in  the  distribution 
of  graduate  nurses  by  bed-size  of  homes  xvere  evi- 
dent. Only  one  of  every  three  establishments 
(32.1%  ;■  xvith  less  than  ten  beds  employed  a 
licensed  graduate  nurse.  One  of  every  txx'o  homes 
(52.0%)  in  the  10-14  bed  size  group  reported  a 
graduate  nurse.  Txvo  of  every  three  (68.0%')  of  the 
larger  homes  employed  one  or  more  registered 
nurses.  The  proportion  of  nursing  homes  employ- 

*The  146  part-time  personnel  xvere  arbitrarily  considered 
to  work  one-half  time.  This  accounts  for  the  total  of  503 
in  Table  III. 
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ing  licensed  graduate  nurses  increased  xvith  the 
size  of  the  establishment. 

The  median  monthly  charge  per  patient  xvas 
S169.00.  One  of  every  txvo  patients  (51.3%  ),  or 
the  patient’s  family,  paid  the  entire  cost  of  nursing 
home  care.  Public  xvelfare  funds  paid  for  all  or  part 
of  the  expenses  in  more  than  50%  of  the  cases  in 
six  other  states.^  Only  California,  in  the  nine  state 
study,  reported  a higher  monthly  charge.  $195.00. 
Hoxvever.  California  xvas  the  only  state  xvith  the 
same  patient/staff  ratio,  1.8.  All  other  states  had 
higher  ratios  — more  patients  per  staff  member. 
Also,  only  \*ermont  had  a slightly  higher  percent- 
age lof  total  staff’  xx’ho  xvere  licensed  graduate 
nurses.  12.1%  as  compared  to  12.0%  for  Rhode 
Island.  The  percentage  of  licensed  practical  nurses 
in  Rhode  Island  (28.0%)  also  exceed  that  of  the 
other  states.  Xexv  York  (upstate  only)  xvith  24.0% 
of  total  staff’  being  licensed  practical  nurses  xxas 
the  only  one  to  approach  Rhode  Island's  percent- 
age.® 

On  the  basis  of  these  data,  one  mav  conclude 
that,  although  the  median  monthly  charge  of  Rhode 
Island  homes  exceeds  that  of  eight  other  states,  the 
quality  of  the  care  and  the  attendant  time  per  pa- 
tient exceeds  that  of  nursing  homes  in  these  states. 
Rhode  Island  is  out  in  front  xvhen  skill-level  of 
staff  and  patient/staff  ratios  are  compared  xvith 
similar  data  from  other  states.  The  xvriters  are 
axxare  that  these  criteria  do  not  include  all  the 
factors  xvhich  influence  the  effectiveness  of  nursing 
home  personnel. 

The  distribution  of  the  78  homes  by  bed  size  and 
their  patient  population  is  shoxvn  in  Table  I\'.  The 
25  larger  homes  provided  more  than  one  half  of 
the  beds  and  housed  55.6%  of  the  patients.  Hoxv- 
ever, the  establishments  shared  the  patient  popu- 
lations almost  equally  xx'hen  distribution  of  patients 
xvas  considered  on  a bed  capacity  basis.  There  xvas 
onlv  a slight  x-ariation  in  average  daily  census  by 
size. 

Fiftv  of  these  establishments,  almost  txxo  of 
every  three  (64%).  xvere  located  in  Proxidence 
Countx'.  X’exvport  County  reported  ten  homes. 
Washington  eight,  Kent  seven,  and  Bristol  three. 

As  the  number  of  aged  increase  in  Rhode  Island 
and  in  most  other  states,  chronic  illnesses  and  their 
attendant  long  term  need  for  care  xvill  place  greater 
demands  on  health  personnel  and  facilities.  X"urs- 
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TABLE  IV 

Proprietary  ( Private ) Nursing  Homes  by  Bed  Size. 

Number  of  Patients,  and  Per  Cent  of  Beds  Occupied.  Rhode  Island.  1954 

Size  of 

Home  Homes  Beds  Patients  % of  Beds 


By  Beds 

-No. 

% 

So. 

% 

.No. 

% 

Occupied 

TOT.4L 

. .78 

100.0 

1,107 

175 

100.0 

908 

100.0 

82.0 

Under  10  

28 

36.0 

15.8 

141 

15.5 

80.6 

10-14  _ 

32.0 

301 

27.2 

262 

28.9 

87.0 

1 5 & over  

25 

32.0 

631 

57.0 

505 

55.6 

80.0 
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PHYSICIANS  SERVICE  IN  1959 

Report  of  the  President,  Charles  J.  Ashworth,  m.d.,  at  the  Eleventh 
Annual  Meeting  of  the  Corporation  of  the  Rhode  Island  Medical  Society 
Physicians  Service  on  January  25,  I960 


' I ^His  YEAR,  1959,  has  seen  an  extension  of  oiir 
efiforts  to  keep  pace  with  the  rapidly  changing 
pattern  of  medicine’s  reaction  and  responsibility 
to  the  demands  of  an  era  that  we  did  not  contem- 
plate, invite,  or  encourage.  Nevertheless,  one  can- 
not escape  the  fact  that  the  last  twelve  months  have 
recorded  a much  greater  challenge  to  Physicians 
Service  than  was  envisioned  a year  ago. 

Great  accomplishment  can  be  filed  in  the  area  of 
progress.  After  lengthy  deliberation,  our  medical 
society’s  committees  evolved  a fee  schedule  that  the 
board  of  directors  was  able  to  approve  with  an  in- 
come ceiling  of  your  choice  after  untold  hours  of 
figuring  and  fashioning  by  the  administrative  stafif 
of  actuaries  and  administrators. 

Our  “B”  Plan  resulted.  The  sale  of  this  $5,500, 
$4,500  — $3,500  income  limit  with  a fee  schedule 
that  jumped  from  a top  of  $225  to  a maximum  of 
$400  was  launched,  and  to  date  has  already  been 
purchased  by  companies  with  a total  subscriber  list 
exceeding  60,000.  Its  initial  success  bids  fair  to 
continue. 

The  financial  details  of  our  operation  in  1959 
have  been  presented  in  the  treasurer’s  rejx^rt.  I 
cannot  refrain,  however,  from  pointing  out  again 
that  the  financial  statement  reflects  a deficit  in  the 
operation  of  the  Plan  for  the  first  time  in  our  ten 
years  of  operation  and  marks  our  progress  this  year 
as  something  less  than  100%.  The  deficit  occurred 
in  Plan  “A,”  not  in  our  new  Plan  “B.” 

One  may  ask  WHY?  Your  board  of  directors, 
fortified  by  figures  and  accurate  predictions,  au- 
thorized a program  of  defense  against  this  antic- 
ipated deficit  wdiich  took  the  form  in  the  year  1959 
of  a carefully  planned  series  of  meetings  with  the 
various  county  societies  and  some  hosijital  stafifs, 
at  which  the  problem  w'as  presented  and  some  sug- 
gestions offered  that  might  lessen,  if  not  avert,  the 
end  point  at  which  we  finally  arrived.  Reiteration 
of  those  points  would  be  repetitious  in  this  report. 
The  all  important  impact,  however,  lies  in  the  fact 
that  with  our  “B”  Plan  now  in  operation,  this  year 
of  1960  cannot  be  contained  within  the  limits  of 
present  income.  Careful  consideration  to  this  prob- 
lem must  be  given  by  us  all,  individually  and  col- 
lectively. 

Lest  anyone  might  think  that  the  board,  alerted 
to  this  possibility  did  not  take  measures  to  correct 


it,  may  I review  some  of  the  measures  employed 
toward  this  end.  Three  areas  of  service  to  our  sub- 
scribers immediately  stood  out  as  targets  against 
which  to  enlist  our  efforts  : 

1.  Overuse  of  X-ray  benefits. 

2.  Small  inconsequential  surgical  procedures 
done  in  the  office. 

3.  Prolonged  questionably  hospital  stays. 

The  committees  of  your  board  of  directors  have 
not  only  done  yeomen  work  on  these  assignments, 
but  we  know  that  much  success  has  been  achieved. 
There  will  be  no  relaxation  this  coming  year,  but 
rather  intensified  efforts  to  keep  the  profession  as 
well  as  the  public  alerted  to  these  safeguards 
against  overuse  and,  in  some  instances,  abuse  of 
the  Plan. 

Careful  planning  by  the  hoard  and  its  committees 
has  taken  cognizance  of  the  many  suggestions  made 
at  the  meetings  held  last  year.  Throughout  these 
coming  months,  your  individual  checks  will  be  ac- 
companied by  a brief  but  concise  pamphlet,  two  of 
which  have  already  been  mailed,  commenting  upon 
the  Plan.  May  I urge  you  to  give  these  monthly 
briefs  the  few  minutes  they  deserve  in  order  to 
keep  you  informed  about  the  status  of  your  Plan 
and  your  obligation  as  members  of  this  corpora- 
tion to  he  informed  and  able  to  discuss  it  in  the  light 
of  such  threats  as  the  Forand  type  of  legislation, 
increased  costs,  and  additional  benefits  and  de- 
mands. It  is  an  individual  responsibility  that  no  one 
can  disregard. 

The  development  of  an  effective  and  efficient 
utilization  committee  suggested  by  our  Board  of 
Directors  and  patterned  after  the  Pennsylvania 
Medical  .Society’s  committee,  now  being  imple- 
mented by  the  Rhode  Island  Medical  Society, 
Rhode  Island  Hospital  Association,  and  Blue 
Cross,  will  be  an  achievement  to  be  anticipated  this 
year.  I,  personally,  am  confident  of  its  success. 

Permit  me  to  recall  to  your  attention  a warning 
in  my  report  of  one  year  ago  that  emphasized  the 
narrow  margin  of  less  than  $150,000  by  which  we 
concluded  1958,  and  again  predict  that  with  your 
help  and  careful  attention  to  the  minor  as  well  as 
major  details  of  our  Plan’s  operation,  we  hope  to 
reduce  our  losses.  That  will  be  our  contribution 
locally,  at  least,  to  the  1960  national  effort  not  only 
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against  further  inflation,  hut  toward  a reduction 
in  the  present  inflated  economy. 

The  immediate  future  poses  two  trying  prohlems 
for  resolution  and  decision  : 

1.  Making  the  necessary  adjustments  to  be  eli- 
gilfle  for  participation  in  the  coverage  of  em- 
ployees in  the  national  government  which  mav 
ultimatelv  he  enhanced  bv  membership  in 
Blue  Shield. 

2.  Completion  of  our  previous  plans  for  provid- 
ing extended  coverage  over  and  above  our 
basic  coverages  now  available  in  Plans  "A” 
and  “P>.” 

At  this  point,  gentlemen,  may  I say  that  it  is  by 
sincere  intent,  but  with  arduous  restraint,  this  re- 
port will  be  concluded  briefly  in  order  that  we  will 
not  encroach  upon  the  time  of  our  guest  speaker  an 
innovation  at  this  meeting  that  I am  sure  will  not 
only  be  rewarding  but  mucb  more  informative  than 
further  exhortations  on  my  part  to  remind  vou  that 
each  year  of  Physicians  Service  further  involves 
our  individual  res}X)nsibility  to  maintain  in  con- 
tinuity a record  of  success. 

This  report  I render  tonight,  as  in  the  past, 
always,  in  my  humble  opinion,  reflects  a deficiencv 
in  tbe  category  of  expressed  gratitude  but,  on  this 
particular  occasion,  permit  me  to  l)e  a hit  super- 
lative in  the  praise  of  and  thanks  to  our  executive 
director,  Stanley  H.  Saunders,  and  his  staff,  in- 
cluding Edgar  H.  Clapp,  associate  director,  .\rrhur 
Hanley.  J.  Lewis  Eddy,  and  George  Peterson. 
They  merit  a special  word  of  recognition  for  main- 
taining a high  in  public  relations.  The  entire  admin- 
istrative staff  is  not  to  be  omitted  from  our  whole- 
hearted appreciation  of  their  effort  and  efficiency. 

Permit  me  also  to  express  upon  your  behalf  this 
annual  word  of  gracious  recognition  especially  to 
the  laymen  on  our  board,  as  well  as  the  doctor  mem- 
bers for  their  devoted  sacrifices  to  the  professional 
and  public  interests  of  Physicians  Service.  Finally, 
a word  of  thanks  to  you  members  of  this  corpora- 
tion. from  your  board,  for  the  continued  support 
and  encouragement  reflected  by  your  record  of 
approval  for  endeavors  devoted  to  the  best  interests 
of  all  concerned. 

I sincerely  hope  that  record  will  be  continued, 
particularly  by  maintaining  the  high  caliber  of  per- 
sonnel on  your  board  that  has  served  you  so  well. 

The  apathy  of  a generation  ago  has  been  replaced 
by  a united  and  dedicated  action  on  our  part  to  ])re- 
serve  a free  competitive  enterprise  system  with  an 
ever-increasing  resistance  to  federal  encroachment 
in  the  field  of  health  care.  Only  continued  vigilance 
against  further  as.saults  upon  this  basic  concept  of 
the  American  way  of  life,  we  know,  can  protect  the 
public  and  ourselves  against  the  liounteous  benefits 
so  subtle  offered  in  a planned  economy,  the  appar- 
ent generosity  of  which  is  derived  only  from  your 
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dollar  and  mine. 

Physicians  Service,  then,  continues  to  he  one  of 
the  best  plans  of  its  kind  in  the  entire  country.  This 
has  been  pointed  out  on  previous  occasions.  l)ut  the 
emphasis  I want  to  give  it  warrants  repetition. 

1.  It  has  the  highest  percentage  of  population 
co\  ered  of  any  plan  in  the  United  States. 

2.  It  has  the  lowest  operating  cost  of  any  plan. 

These  evidences  of  the  fact  that  it  is  one  of  the 

best  plans,  you  must  agree,  deny  contradiction.  Let 
us  try  to  keep  it  one  of  the  best  plans  in  the  country 
by  adjusting  to  the  changes  as  they  develop  and 
implementing  the  plan  in  those  areas  that  will  keep 
it  on  its  jn'esent  high  level  of  success  in  the  nation. 

Confidence,  then,  is  the  note  upon  which  this 
report  concludes.  In  the  words  of  an  old  Roman, 
Confidence,  like  the  soul,  never  returns  zvhcncc  it 
has  once  departed. 


PATIENTS  AND  PROPRIETARY  NURSING 
HOMES  IN  RHODE  ISLAND,  1954 
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ing  homes  adequately  staff'ed  help  provide  facilities 
for  the  chronically  ill  whose  conditions  do  not 
require  hospitalization. 
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Editorials 


EMOTIONALISM 


"There  is  one  art  of  which  every  man  should  be 
master  — the  art  of  reflection”  Coleridge 


The  XEWS  headline  read  “Vets  Hos- 
pital Unnecessary,  Rhode  Island  Medical 
Group  Reports.” 

The  news  story  stated  that  the  small  proportion 
of  patients  with  service-connected  disabilities  at 
the  Veterans  Administration  Hospital  in  Provi- 
dence could  easily  be  absorbed  at  the  Newport 
Naval  Hospital  and  the  Ouonset  Dispensary,  ac- 
cording to  a report  approved  by  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society. 

The  newspaper  also  stated  that  the  Society's  re- 
port indicated  that  if  the  government  installations 
were  utilized,  and  the  other  patients  transferred  to 
other  general  hospitals,  the  VA  facility  “would  he 
unnecessary  and  the  taxpayers  would  be  saved  a 
tremendous  amount  of  money.”  The  news  account 
also  reported  that  the  Society  acknowledged  that 
this  proposal  may  not  he  politically  expedient,  and 
therefore  it  urged  as  an  immediate  goal  the  tight- 
ening of  regulations  for  admission  to  VA  hospitals 
in  order  to  place  more  emphasis  on  financial  need. 

The  .Society  was  immediately  made  the  target 
of  abuse  by  veterans  organizations  and  labor  groups 
for  its  audacity  to  .suggest  that  the  taxpayers  of 
this  country  take  a second  look  at  the  cost  of  the 
veterans  hospital  system,  and  that  the  veteran  with 
a non-service-connected  disability  he  more  care- 
fully screened  for  admission  to  free  care  at  the 
expense  of  the  general  public. 

W hy  the  flood  of  emotional  outlmrsts  by  men 
who  are  supposed  to  he  leaders  of  organizations 
that  have  recognized  standing  in  our  communities  ? 
How  many  of  these  leaders  took  the  time  to  find 
out  what  the  complete  report  of  the  Society  pre- 
sented? How  many  can  refute  the  facts  presented 
in  the  report  ? 

\\  by  does  a memlier  of  the  General  Assembly 
call  for  unanimous  action  on  his  resolution  to  resist 
all  efforts  by  the  Society  to  effect  a closing  or  tight- 
ening of  regulations  at  the  VA  hospital  when  he 
hasn't  even  read  the  report  or  informed  himself  of 
the  facts  ])resented  in  it? 

Why  does  a leader  of  an  outstanding  veterans 
organization  deliver  a public  tirade  of  abuse  of 
physicians  — most  of  whom  are  veterans,  too,  and 


with  records  of  service  in  combat  areas  — and  say 
nothing  about  the  basic  issue  raised  in  the  Society’s 
report  ? 

W by  do  other  veterans’  organization  leaders  de- 
nounce the  report  when  they  have  not  read  it?  How 
can  they  challenge  the  sincerity  of  it,  and  why  do 
they  beg  the  question  by  raising  irrelevant  ques- 
tions alout  medical  and  hosi)ital  care  in  general? 

W by  do  the  equally  uninformed  labor  spokes- 
men criticize  doctors  for  speaking  as  taxpavers 
when  their  own  labor  publication  at  the  same  time 
editorially  states  to  the  Rhode  Island  peoi)le  that 
“Lhfless  Americans,  acting  jointly,  exert  a restrain- 
ing influence  on  government,  the  country’s  security 
and  financial  stability  is  definitely  endangered  in 
the  sixties  by  the  possibility  of  a continuation  of 
fiscal  policies  followed  in  the  1950’s?” 

Why  does  the  Council  in  our  largest  city  vote 
o])position  to  a report  it  has  not  read,  with  only  one 
Councillor  calling  attention  to  the  lack  of  knowl- 
edge of  the  Society’s  report  and  citing  the  Council’s 
impetuous  action  as  bordering  f)n  the  “foolish?” 

Have  our  community  organization  leaders  be- 
come victims  of  the  headline  writer,  slaves  to  the 
news  summary  which  all  too  often  provides  insuffi- 
cient information  for  sound  reflection  on  major 
issues?  Have  our  leaders  completely  lost  contact 
with  the  art  of  reflection  which  in  turn  calls  for 
complete  understanding  of  the  subject  to  he  con- 
sidered ? 

Without  reflection  on  controversial  issues,  ])reju- 
dice,  the  child  of  ignorance,  grows  to  full  maturity, 
sense  gives  way  to  nonsense,  and  reason  veils  her 
face. 

CYTOLOGY  PROJECT  ENDS 

On  April  1 the  Rhode  Island  Women’s  Cytology 
Program  will  terminate  with  a record  of  successful 
achievement.  The  objectives  sought  and  accom- 
plished by  the  program  have  been  to  determine  the 
incidence  of  clinically  unsuspected  carcinoma  of 
the  cervix,  to  train  technologists  to  examine  cytol- 
ogv  smears  (Papanicalaou),  to  demonstrate  to 
physicians  the  value  of  this  procedure  as  part  of 
the  routine  physical  examination  in  women,  and  to 
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educate  women  regarding  the  desirability  of  routine 
cervical  cytology  examinations. 

The  Cytology  program  has  been  a research  proj- 
ect supported  by  the  National  Cancer  Institute  of 
the  U.S.  Public  Health  Service.  Yearly  grants 
were  given  for  four  years  with  the  understanding 
that  the  project  would  terminate  upon  the  comple- 
tion of  its  mission. 

As  of  December  4,  1959,  a total  of  50,097  pa- 
tients had  been  examined  of  whom  19.756  were 
repeat  e.xaminations.  There  were  307  cases  of  carci- 
noma demonstrated  of  which  231  were  carcinoma- 
in-situ.  The  findings  will  be  statistically  evaluated 
and,  combined  with  those  from  six  other  similar 
pilot  projects  in  different  parts  of  the  country,  the 
results  will  be  published. 

The  observations  on  the  first  25,000  cases  have 
been  reported  to  Rhode  Island  physicians  at  an 
annual  scientific  meeting  of  the  state  medical  soci- 
ety, and  they  have  also  been  reported  to  the  Inter- 
society Cytology  group,  and  published  in  the 
December,  1959,  issue  of  the  American  Journal 
OF  Obstetrics  and  Gynecology.  .A.n  article  deal- 
ing with  the  histopathologic  studies  of  the  cone 
biopsies  of  the  cervix  will  he  published  this  year  in 
the  July  issue  of  the  Journal  of  Surgery,  Gyne- 
cology AND  Obstetrics. 

Rhode  Island  physicians  are  urged  to  continue 
cytology  examinations.  Specimens  will  continue  to 
be  examined  for  a fee  by  the  laboratory  at  Rhode 
Island  hospital,  and  similar  services  are  also  to  he 
available  at  Our  Ladv  of  Fatima,  Kent  County. 
Providence  Lying-In.  Miriam.  Pawtucket  Memo- 
rial. Newport,  Westerlv  and  Woonsocket  hospitals. 

Continued  education  of  the  women  of  Rhode 
Island  about  cytology  will  certainly  he  a commend- 
able public  health  service. 

A WAR  OF  SURVIVAL 

In  this  issue  we  are  privileged  to  report  an  abbre- 
viated report  on  Cojiiniitnicahle  Disease  Control  in 
Modern  If^ar,  delivered  by  Doctor  Phair  of  Cin- 
cinnati at  the  meeting  of  ^Military  Government- 
Civil  Affairs  Public  Health  Society  last  fall.  Every 
physician  will  do  well  to  read  this  report  carefully, 
for  it  gives  an  informative  view — frightening,  to 
he  sure — of  the  basic  dangers  that  lurk  in  the  failure 
to  provide  adequate  defense  against  infection  in  the 
wake  of  a war  attack. 

As  Doctor  Phair  notes  in  effective  introduction 
— ^“W^ars  no  longer  will  be  decided  by  armies  on 
battlefield,  hut,  rather  by  the  resistance  of  the  civil- 
ian population,  their  will  to  survive  and  the  mainte- 
nance of  production  in  the  face  of  attack.”  In  this 
war  of  survival  the  breakdown  of  carefully  erected 
peacetime  safeguards  would  he  inevitable,  and  a 
nation  educated  to  the  wonders  of  modern  pharma- 
ceuticals could  suddenly  awaken  to  the  realization 
that  we  literallv  live  in  a sea  of  infection. 


RHODE  ISLAND  MEDICAL  JOURNAL 

It  is  readily  apparent  to  the  reader,  and  certainly 
to  the  physician-reader,  that  the  war  of  survival  in 
the  dreadful  era  that  would  come  about  if  man  ever 
loses  in  the  quest  for  international  peace,  would  be 
one  against  the  control  of  communicable  disease  far 
more  than  one  of  missile  guns  and  atomic-powered 
engines. 

WHY  AN  AUXILIARY.’ 

The  current  campaign  of  the  Woman’s  Aux- 
iliary to  enroll  every  eligible  member  in  the  state 
prompts  the  inquiry  — why  an  Auxiliary  ? 

Our  affiliated  organization  of  physicians’  wives 
has  long  ago  demonstrated  its  ability  to  be  of  tre- 
mendous help  in  the  advancement  of  the  various 
programs  of  the  state  and  district  medical  organ- 
izations, and  at  the  same  time  to  be  able  to  initiate 
some  excellent  programs  of  its  own.  The  nurse 
scholarship  and  recruitment  plan  is  certainly  one 
of  the  most  interesting  and  worthwhile  projects 
that  any  local  club  or  agency  could  develop  in  the 
interest  of  the  entire  community. 

The  cultivation  of  friendly  relations  and  the 
promotion  of  mutual  understanding  among  the 
families  of  physicians  is  a basic  reason  for  an 
auxiliary  to  organize,  but  the  greater  objective  is 
seen  in  the  role  it  can  play  as  a liaison  between  the 
medical  profession  and  the  public.  The  socio-eco- 
nomic issues  of  today  that  so  greatly  involve  medi- 
cine and  public  health  need  clear  interpretation  and 
understanding  by  everyone.  The  Auxiliary  stands 
ready  as  an  important  agency  in  the  dissemination 
of  factual  information  to  all  community  groups. 

Thus  we  note  with  pride  the  work  of  our  Aux- 
iliary in  health  education  matters,  in  national  and 
state  legislative  programs,  in  the  recruitment  of 
students  for  allied  medical  careers,  in  taking  a front 
position  in  civil  defense  and  safety  measures,  in 
supporting  the  medical  education  foundation,  home 
nursing  courses,  the  benevolence  fund  of  the  Soci- 
ety — and  many  other  fine  programs  that  space 
does  not  permit  us  to  delineate. 

The  Auxiliary  is  not  just  another  woman's  club 
— it  is  a live,  energetic,  and  forceful  organization 
that  warrants  the  complete  support  of  the  wife  of 
every  physician  in  the  state. 

Does  your  wife  belong? 


Rhode  Island  Cancer  Seminar  . . . 
April  20 
See  page  195 
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When  blood  pressure  must  come  dowr 

When  you  see  symptoms  of  hypertension  such  as  dizziness,  headache,  and  fainting  your  patient  i 
a candidate  for  Serpasil-Apresoline.  Even  when  single-drug  therapy  fails,  Serpasil-Apresoline  fr( 
quently  can  bring  blood  pressure  down  to  near-normal  levels,  reduce  rapid  heart  rate,  allay  anxiety 

supplied:  Tablets  #2  (standard-strength,  scored),  each  containing  0.2  mg.  Serpasil  and  50  mg.  Apresoline  hydr 
chloride;  Tablets  #1  (half-strength,  scored),  each  containing  0.1  mg.  Serpasil  and  25  mg.  Apresoline  hydrochlorid 

SERPASIL-APRESOLINE 

2/  2765MK  hydrochloride  (reserpine  and  hydralazine  hydrochloride  ciba) 
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THE  WASHINGTON  SCENE 

A Report  Issued  by  the  Washington  Office  of  the 
American  Medical  Association 


CONGRESS  APPEARS  HEADED  for  a showcloWD  this 
session  on  legislation  for  the  Federal  govern- 
ment to  provide  medical  care  for  aged  persons. 

The  medical  profession  and  allied  groups  stepped 
up  their  activities  in  opposition  to  such  legislation 
as  indications  mounted  that  the  issue  was  approach- 
ing a crucial  stage.  Several  state  medical  societies 
planned  to  send  delegations  to  \\’ashington  to  per- 
sonally express  their  opposition  to  their  Congress- 
men. 

Pressure  behind  such  legislation  began  to  build 
up  early  in  February. 

The  Eisenhower  Administration  announced  it 
was  working  on  three  possible  programs  for  pro- 
viding health  care  for  aged  persons  in  cases  of 
catastrophic  — lengthy  and  costly  — illness. 

Without  amplification.  President  Eisenhower 
told  a news  conference  that  there  was  under  con- 
sideration “a  possible  change”  in  the  Social  Secu- 
rity Act  “to  run  up  the  taxes  by  a quarter  of  a per 
cent  to  . . . make  greater  provision  for  the  care  of 
the  aged.”  The  President’s  statement  that  “there 
has  been  no  conclusion  reached  in  the  administra- 
tion” was  hacked  up  by  Arthur  S.  Elemming,  secre- 
tarv  of  Health,  Education  and  Welfare,  in  a clarify- 
ing announcement. 

Elemming  said  his  department  was  working  on 
two  other  approaches  to  what  he  called  a serious 
problem  in  addition  to  the  possiltle  revision  of  the 
Social  Securitv  law  mentioned  by  Wr.  Eisenhower. 
The  H.E.W.  secretary  said  consideration  also  was 
being  given  to : 1 i stepped-up  Eederal  assistance 
under  the  Eederal-state  public  assistance  program, 
and  2 ) the  Eederal  government  supplementing 
voluntarv  insurance  programs. 

Elemming  again  expressed  opposition  to  the 
Eorand  bill  which  would  increase  Social  Security 
taxes  by  one  quarter  of  one  per  cent  each  on  em- 
ployers and  employees  to  provide  hospitalization, 
surgical  benefits  and  nursing  home  care  for  Social 
Security  beneficiaries.  The  secretary  said  he 
wanted  to  “underline  that  the  position  of  the  ad- 
ministration is  opposition  to  the  Forand  bill.” 

Flemming  said  he  hoped  to  have  an  administra- 
tion bill  ready  to  submit  in  early  April  to  the  House 
\\'ays  and  -Means  Committee  where  the  Forand  bill 
is  pending.  The  Committee  is  scheduled  to  take  up 
in  late  March  or  early  April  proposed  changes  to 
the  Social  Security  Act. 


Proponents  of  the  Forand  bill  — which  is  vigor- 
ously opposed  by  the  American  Medical  Associa- 
tion and  allied  groups  — were  pointing  their  cam- 
paign toward  securing  the  House  Committee’s 
approval  of  the  legislation  at  that  time. 

The  .\FL-CIO,  a main  supporter  of  the  Forand 
bill,  urged  labor  union  members  to  write  to  con- 
gressmen on  the  Committee  urging  them  to  vote 
for  it.  The  AFL-CIO  also  distributed  a pamphlet 
quoting  a handful  of  physicians  as  supporting  the 
legislation.  But  the  labor  organization  didn’t  men- 
tion that  the  overwhelming  majoritv  of  doctors 
oppose  it. 

The  Senate  Subcommittee  on  Problems  of  the 
Aged  and  -Aging,  headed  by  Sen.  Pat  McXamara 
( D.,  Mich.j.  issued  on  behalf  of  its  Democratic 
majority  a report  stating  that  use  of  the  Social 
Security  ]irogram  “is  the  most  efficient  procedure 
for  providing”  health  care  for  older  persons. 

The  -A.M.-A.  and  the  Subcommittee’s  Republican 
minority  promptly  disputed  this  conclusion.  An 
-A.M.-A.  statement  issued  in  Chicago  said: 

“The  -American  Medical  -Association  today 
sharply  disagreed  with  the  recommendation  of  the 
IMcX’amara  subcommittee  regarding  government 
medicine  for  Social  Security  beneficiaries. 

“Dr.  Louis  ]\E  Orr,  Orlando.  Elorida.  president 
of  the  -A.M.A.,  said  : 

“ ‘This  is  a politically  inspired  committee.  Sen- 
ator McX'amara,  Democrat  from  Michigan,  has 
long  supported  political  medicine.  The  fact  is  that 
at  the  seven  subcommittee  hearings  held  through- 
out the  United  States.  obser\  ers  heard  little  sup- 
port expressed  bv  the  older  citizens  who  attended 
the  hearings  for  government  medicine  financed  by 
additional  taxes  and  administered  through  Social 
Security.’  ” 

The  Republican  minority  stated  that  testimony 
before  the  Subcommittee  “proves  that  it  is  possible 
for  elderly  people  to  secure  private  insurance  to 
jmovide  hospitalization  and  surgical  benefits  with- 
out any  intervention  by  public  authorities.” 

Sen.  John  F.  Kennedy  (D.,  Mass.),  a leading 
contender  for  the  Democratic  nomination  for  Pres- 
ident, introduced  legislation  similar  to  the  contro- 
versial Forand  bill  but  broader  in  scope.  The  Ken- 
nedy bill  would  eliminate  surgical  benefits  but 
would  add  diagnostic  outjiatient  and  home  nursing 
services. 


MEDICAL  MILK  COMMISSION  REPORT,  1959 


185 


TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT  TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTl 


MILK  COMMISSION  REPORT  — PROVIDENCE  MEDICAL  ASSOCIATION,  1959 


CERTIFIED  MILK  in  Provicleiice  during  1959  was 
olitained  from  the  following  farms:  Cherry 
Hill  Farm,  North  Beverly,  Mass.;  Hampshire 
Hills  Farm,  W ilton,  N.  H.;  Hillside  L’ann,  Crans- 
ton, R.  I. 

Through  the  courtesy  and  co-operation  of  the 
Boston  Commission  we  have  accepted  their  certifi- 
cation of  one  farm  from  Massachusetts  and  one 
from  New  Hampshire. 

All  of  the  herds  are  under  State  and  Federal 
supervision  and  are  free  from  Tuherculosis  and 
Brucella  abortus  infections. 

The  Commission,  six  years  ago,  discontinued 
the  sale  of  Raw  Certified  Milk  in  the  Providence 
market  to  conform  with  the  standards  in  most  of 
the  larger  cities.  The  legal  standard  for  Pasteurized 
Certified  milk  is  still  500  colonies  per  ml.  and  the 
actual  count  on  all  samples  examined  by  this  Com- 
mission the  past  year  was  54  colonies  per  ml. 

\4tamin  D Certified  Milk  is  defined  as  whole 
Certified  Milk  rendered  antirachitic  by  irradiation 
or  by  the  addition  of  a concentrate  and  shall  he  of 
sufficient  vitamin  potency  to  show,  by  biological 
assay,  a content  of  at  least  400  U.S.P.  units  per 
quart. 

The  W'isconsin  Alumni  Research  Foundation  of 
Madison,  Wisconsin,  has  been  doing  the  assaying 
of  Vitamin  D from  Hillside  Farm  and  the  results 
have  been  entirely  satisfactory.  For  the  coming 
year  we  shall  accept  the  report  of  this  test  from  the 
State  Milk  Inspector. 

Certified  Fat-free  (Skim)  Milk,  containing  not 
more  than  0.05  per  cent  butter  fat,  and  with  Vita- 
min A added  has  conformed  to  the  standards  set 
by  the  American  Association  of  Medical  Milk 
Commissions. 


During  the  past  year  the  Ring  Test  was  per- 
formed once  per  month  on  Certified  Milk  and  all 
tests  were  negative.  This  is  the  test  acceptable  to 
this  Commission  for  determination  of  the  presence 
of  Brucella  Agglutinins. 

Out  of  about  600  samples  of  Certified  Milk  we 
have  only  found  three  (3)  samples  which  had  a 
Coliform  colony  count  above  10  per  ml. 

During  the  past  year  the  analysis  of  milk  samjiles 
has  been  performed  in  the  laboratories  of  the  Rhode 
Island  Quality  Milk  Association,  a nonprofit  or- 
ganization established  to  promote  the  improvement 
and  maintenance  of  the  standards  of  milk,  cream 
and  milk  products.  The  Board  of  Directors  of  this 
group  is  selected  from  consumers,  producers,  dis- 
tributors and  Public  Health  officials.  The  Rhode 
Island  Medical  Society  is  represented  by  one  mem- 
ber on  the  board. 

Dr.  James  Wk  Armstrong  our  veterinarian  has 
resigned  to  accept  an  appointment  with  the  State  of 
Vermont.  On  his  recommendation,  Dr.  Seymour 
Hoffman  has  been  appointed. 

The  Sanitary  Inspector  is  appointed  by  the  Com- 
mission to  supervise  the  sanitary  conditions  at  the 
farm  and  the  physician  is  responsible  for  the  health 
of  the  employees  at  the  farm.  Both  of  the  men  are 
licensed  practitioners.  The  Veterinarian  to  the 
farm  is  also  appointed  by  the  Commission. 

John  T.  Barrett,  m.d.,  Chainiian 
Reuben  C.  Bates,  m.d.,  Secretary 
Bertram  H.  Buxton,  Jr.,  m.d. 
Harold  G.  Calder,  m.d. 

John  E.  Farley,  m.d. 

John  P.  Grady,  m.d. 

Maurice  Kay,  m.d. 

Henry  E.  Utter,  m.d. 


MONTHLY  AVERAGES  OF  CERTIFIED  MILK  FOR  1959 


CHERRY  HILL 
H.  P.  HOOD 

HAMPSHIRE  HILLS 

HILLSIDE  FARM 

Pasteurized 

Skimmed  with 

Pasteurized 

Skimmed  with 

Bac- 

Vit.  A & D 

Bac- 

Bac- 

Vit.  A & D 

Bac- 

teria 

teria 

teria 

teria 

teria 

per 

per 

])er 

per 

B.F. 

T.S. 

c.c. 

B.F. 

T.S. 

c.c. 

B.F. 

T.S. 

c c. 

B.F. 

T.S. 

c.c. 

B.F. 

T.S. 

c.c. 

January 

3.8 

12.86 

7 

4.1 

13.40 

22 

3.9 

12.49 

99 

.03 

8.73 

23 

February 

3.4 

12.93 

8 

4.1 

13.32 

72 

3.8 

12.06 

10 

.04 

8.58 

9 

March 

4.0 

12.92 

4 

4.2 

13.30 

22 

3.9 

12.22 

9 

.04 

8.73 

13 

April  

4.0 

12.95 

12 

4.4 

13.69 

14 

4.1 

12.77 

83 

.04 

8.65 

50 

Mav  

3.8 

12.60 

4 

4.4 

12.39 

71 

.04 

8.8 

40 

3.9 

12.51 

30 

.04 

8.45 

67 

June 

3.8 

12.60 

33 

4.5 

13.70 

118 

.02 

8.65 

18 

3.8 

12.23 

151 

.04 

8.43 

24 

July 

3.9 

12.79 

95 

4.4 

13.57 

42 

3.7 

12.35 

62 

.03 

8.70 

124 

.-\ugust  

4.0 

12.64 

78 

4.1 

13.06 

52 

.03 

8.67 

27 

4.0 

12.44 

82 

September 

3.9 

12.67 

47 

4.5 

13.84 

330 

.04 

8.82 

261 

3.9 

12.62 

67 

October 

4.0 

12.77 

27 

.04 

8.88 

51 

3.8 

12.48 

55 

November 

4.0 

12.88 

12 

4.4 

13.78 

28 

.05 

9.55 

22 

4.1 

12.34 

21 

December 

4.1 

13.05 

10 

.05 

8.81 

8 

4.1 

12.97 

29 

Yearly  Average 

3.8 

12.80 

28 

4.3 

13.40 

77 

.04 

8.88 

61 

3.9 

12.45 

58 

.04 

8.61 

44 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

A meeting  of  the  Newport  County  iMedical  So- 
ciety was  held  on  W ednesday,  Fehruary  3,  1960  at 
the  Muenchinger  King  Hotel.  At  this  meeting  the 
following  officers  were  elected  to  serve  in  1960: 

President  JosE  Ramos,  m.d. 

J’ice-Presidenf  Donald  Fletcher,  m.d. 

2nd  J Ice-President  Charles  Serbst,  m.d. 

Secretary  . Annie  Doroff,  m.d. 

Treasurer  Jan  is  Gailitis,  m.d. 

Delegates  Philomen  Ciarla,  m.d. 

Richard  Knowles,  m.d. 

Counsellor  John  Malone,  m.d. 

Alternate  Counsellor Robert  Bestoso,  m.d. 

Respectfully  submitted. 

Annie  Doroff,  m.d.,  Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
-Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday.  Fehruary  1,  1960.  The 
meeting  was  called  to  order  by  the  president.  Doc- 
tor Irving  -A.  Beck,  at  8 :30  p.m. 

The  reading  of  the  minutes  of  the  previous  meet- 
ing was  eliminated  in  view  of  the  fact  that  a report 
of  the  meeting  would  be  published  in  the  Rhode 
Island  Medical  Journ.\l. 

Doctor  Beck  spoke  briefly  of  his  trip  to  Israel 
and  expressed  his  regret  that  he  was  not  present  at 
the  annual  meeting  at  which  the  members  honored 
him  with  election  as  president  of  the  Association. 
He  called  upon  the  members  to  continue  their  sup- 
port to  the  new  officers  in  the  many  activities  of  the 
.Association  during  the  coming  year. 

Presentation  of  Membership  Certificates 

Doctor  Beck  presented  membership  certifi- 
cates to  the  physicians  elected  at  the  January  meet- 
ing of  the  -Association. 

Scientific  Program 

Doctor  Beck  introduced  Doctor  Louis  I.  Kramer, 
of  Providence,  president  of  the  Xew  England  Dia- 
betes -Association,  who  in  turn  introduced  the  other 
guest  panelists  as  follows : Doctor  Samuel  B. 
Beaser,  of  Boston.  Massachusetts,  visiting  physi- 
cian and  consultant  to  Diabetes  Clinic,  Beth  Israel 
Hospital,  Boston,  Doctor  Leo  Krall.  of  Boston, 


Massachusetts,  senior  physician,  Joslin  Clinic  and 
Xew  England  Deaconess  Hospital,  and  -Albert 
Renold,  of  Boston,  Massachusetts,  director.  Baker 
Clinic  Research  Laboratory. 

Doctor  Kramer  opened  the  discussion  and  gave 
a brief  history  of  the  successful  treatment  of 
diabetes  since  the  discovery  in  insulin  in  1921  by 
Banting  and  Best.  The  first  effective  oral  hypo- 
glycemic. Carbutamide,  a sulfonamide,  was  put  in 
use  in  1955.  Since  then,  the  sulfas  have  been  re- 
placed by  more  effective  and  better  tolerated  drugs. 
Those  currently  in  use  are  Tolbutamide.  Chlorpro- 
pamide and  Phenylethyl  Biguanide. 

Oral  hypoglycemic  drugs  are  indicated  in  adults 
who  require  less  than  30u  of  insulin  particularly 
obese  mild  diabetics.  They  are  contraindicated  as 
exclusive  therapy  in  severe  diabetics,  juveniles,  in- 
fections and  ketosis. 

Doctor  Beaser  stated  that  diabetes  is  not  being 
diagnosed  early  enough  to  afford  maximum  protec- 
tion from  the  progressive  pancreatic  atrophy  which 
is  characteristic  of  all  diabetics.  During  the  prod- 
romal phase  there  may  he  a rise  in  renal  threshold 
before  a post  prandial  blood  sugar  rise  or  abnormal 
glucose  tolerance  curve  becomes  evident.  The  aver- 
age adult  diabetic  has  less  than  50%  beta  cells 
remaining  and  since  oral  hypoglycemics  to  be  used 
alone  require  greater  than  70%  active  beta  cells 
these  drugs  should  not  be  used  as  initial  therapy  in 
diabetics  under  40  or  severe  diabetics  at  any  age. 
Unsuccessful  early  oral  drug  therapy  may  increase 
j)ancreatic  damage  while  insulin  may  protect  recov- 
eral)le  pancreatic  reserve. 

Since  diabetes  is  a progressive  disease  all  dia- 
betics mav  eventually  require  increased  insulin.  -All 
diabetics  on  oral  hypoglycemics  may  eventually 
require  insulin. 

Oral  drugs  are  not  predictable  and  patients  using 
them  should  he  followed  as  closely  as  those  on 
insulin. 

Doctor  Krall  discussed  the  hypoglycemic  agents 
currently  in  use  with  particular  reference  to  Phen- 
vlethvl  Biguanide  (DBI).  He  stated  there  were 
no  reports  of  liver  toxicity  in  the  literature  and  that 
no  change  in  routine  liver  function  tests  was  noted 
in  over  170  patients.  It  does  however  have  a large 
incidence  of  G.  1.  side  effects,  all  of  which  are  re- 
versible. It  does  not  restore  glucose  to  glycogen  and 

concluded  on  page  208 
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Declomycin  notes 


Oemethylchlortetracycline  Lederle 

pathogen 

sensitivity 


In  addition  to  the  expected  broad- 
spectrum  range  of  effectiveness, 
Declomycin  has  demonstrated  ac- 
tivity against  strains  of  Pseudomo- 
nas, Proteus  and  ^ aerogenes  un- 


responsive 

refractory 

antibiotics. 


I.  Department  of  Clinical  Investigation, 
Lederle  Laboratories,  F.  M.  Phillips,  Director. 
Interim  Report  on  Clinical  and  Pharmacologic 
Investigations.  2.  Finland,  M.;  Hirsch,  H.  A., 
and  Kunin,  C.  M.:  Read  at  Seventh  Annual 
Antibiotics  Symposium,  Washington,  D.  C., 
November  5,  1959.  3.  Hirsch,  H.  A.;  Kunin, 
C.  M.,  and  Finland,  M.:  Munchen.  med. 
Wchnschr.  To  be  published.  4.  Roberts,  M.  S.; 
Seneca,  H.,  and  Lattimer,  J.  K.;  Read  at 
Seventh  Annual  Antibiotics  Symposium,  Wash- 
ington, D.  C.,  November  5,  1959.  5.  Vineyard, 

J.  P.;  Hogan,  J.,  and  Sanford,  J.  P.;  Ibid. 
Capsules,  150  mg.  — Pediatric  Drops,  60 
mg./cc.-Oral  Suspension,  75  mg./5  cc.  tsp. 


A. 

aerogenes 


or  highly 
to  other 


fteudomonas. 
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RHODE  ISLAND  MEDICAL  SOCIETY  PHYSICIANS  SERVICE 

Report  of  the  Eleventh  Annual  Meeting 
of  the  Corporation,  January  23,  1960 


ELEVENTH  ANNL’AL  MEETING  OI  the  Cor- 
poration  of  the  Rhode  Island  Medical  Society 
Physicians  Service  was  held  at  the  Garden  Room  at 
the  Sheraton-Biltmore  Hotel  in  Providence.  Rhode 
Island,  on  Monday.  January  25.  1960. 

The  meeting  was  called  to  order  hy  the  Presi- 
dent, Charles  J.  Ashworth,  m.d.,  at  8:15  p.m. 

Roll  Call 

Roll  Call  of  members  present  was  omitted  since 
a registration  had  been  made  of  those  in  attendance 


as  follows : 

Rocco  -Abbate.  M.D. 

Samuel  .Adelson,  M.D. 
Charles  J.  .Ashworth,  M.D. 
Robert  R.  Baldridge,  M.D. 

J.  Murray  Beardsley,  M.D. 
J.  Robert  Bowen,  M.D. 
Bertram  H.  Buxton,  Tr., 

■ M.D 

A’ilfred  I.  Carney.  AI.D. 

J.  .Austin  Carroll 
George  \V.  Chaplin 
Pbilomen  P.  Ciarla,  M.D. 
Jeremiah  E.  Dailey,  M.D. 
Harrv  E.  Darrah,  M.D. 
Michael  DiMaio,  M.D. 
James  R.  Donnelly 
Robert  W.  Drew,  M.D. 
Erederick  C.  Eckel,  M.D. 
Peter  Erinakes,  M.D. 

Emil  E.  Eachon 
Charles  L.  Earrell,  M.D. 
William  J.  Fischer,  M.D. 
Henry  B.  Fletcher,  M.D. 
Ferdinand  S.  Forgiel,  M.D. 
Warren  Francis,  M.D. 
Frank  D.  Fratantuono,  M.D 


Henri  Gauthier,  M.D. 

J.  Merrill  Gibson,  M.D. 
.Stanley  Grzebien,  M.D. 
Edmund  T.  Hackman,  M.D. 
John  J.  Hall 
John  C.  Ham.  M.D. 

Arthur  E.  Hardy,  M.D. 
Robert  C.  Hayes,  M.D. 
Harry  Hecker,  M.D. 

Walter  S.  Jones,  M.D. 
Ernest  Landsteiner,  AI.D. 
Frank  J.  Logler,  M.D. 

Earl  J.’Mara,  M.D. 

James  -A.  McGrath,  M.D. 
Joseph  G.  McWilliams,  M.D. 
Francis  W.  Nevitt,  M.D. 
■Arnold  Porter,  M.D. 

Alfred  L.  Potter,  M.D. 
William  .A.  Reid,  M.D. 
Ralph  D.  Richardson,  M.D. 
Francis  B.  Sargent,  M.D. 
Carl  S.  Sawyer.  M.D. 

John  Shepard,  H 
James  J.  Sheridan.  M.D. 
Stanley  D.  Simon,  M.D. 
Robert  D.  Stuart 


Members  oj  Staff:  John  E.  Farrell,  Sc.D..  Exec- 
utive Secretary;  Stanley  H.  Saunders,  Executive 
Director ; Edgar  H.  Clapp,  Associate  Executive 
Director ; William  E.  AlcCahe,  Legal  Counsel ; 
Arthur  Hanley.  Assistant  Executive  Director ; 
J.  Lewis  Eddy,  Claims  Alanager;  George  Peter- 
son, Assistant  Claims  Manager,  and  Frank  Adae, 
Director,  Public  Relations. 

Members  of  Claims  Committee:  Leland  W. 
Jones,  AI.D.;  Charles  B.  Round.  M.D. ; Louis  A. 
.Sage,  M.D. ; John  J.  Walsh,  Jr.,  AI.D.;  Alalcolm 
Winkler.  AI.D.;  G.  Edward  Crane,  AI.D.;  Banice 
T'einherg,  AI.D.;  Gary  Paparo,  AI.D.;  Richard  P. 
.Sexton.  AI.D.,  and  Harold  W.  Williams,  AI.D. 


Annual  Report  of  the  Treasurer 
Air.  James  Donnelly,  treasurer,  read  his  annual 
rejtort  for  the  year  1959,  copy  of  which  is  made 


part  of  the  official  minutes  of  the  meeting. 

A motion  was  made  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Annual  Report  of  the  Secretary 

Doctor  Charles  L.  Farrell,  secretary,  read  his 
annual  report,  copy  of  which  had  been  distributed 
to  each  member  of  the  Corporation  in  advance  of 
the  meeting  and  copy  of  which  is  made  part  of  the 
official  minutes. 

A motion  was  made  that  the  report  of  the  secre- 
tary he  received  and  placed  on  file.  The  motion  was 
seconded  and  adopted. 

Report  of  the  President 

Doctor  Charles  J.  Ashworth  reported  briefly  on 
the  highlights  of  the  operations  of  the  Physicians 
Service  programs  in  1959,  and  he  commented  on 
current  and  future  problems  to  he  faced  in  the 
jirogress  of  the  programs.  Copy  of  his  report  is 
made  part  of  the  official  minutes  of  the  meeting. 

Address  by  Doctor  Donald  Stubbs 

The  president  introduced  Doctor  Donald  Stubbs 
of  AA'ashington,  D.C.,  chairman  of  the  Board  of 
Directors  of  the  Blue  Shield  Plans,  whom  he  had 
invited  to  address  the  Corporation. 

Doctor  Stubbs  reviewed  the  developments  of 
voluntary  health  insurance  plans  in  the  country, 
and  he  cited  the  expanding  interest  on  the  part  of 
the  Federal  government  in  these  programs. 

He  briefly  reviewed  the  development  of  the 
Aledicare  Program  as  a movement  in  the  direction 
of  national  government  interest  in  the  health  care 
field. 

He  discussed  in  detail  the  new  Federal  Employee 
Plan  to  he  effective  July  1.  1960.  He  traced  the 
development  of  this  legislation  through  the  Con- 
gress, and  he  cited  that  the  law  has  more  freedom 
of  choice  for  the  Federal  employees  relative  to  the 
health  insurance  coverage  to  he  available  than  any 
previous  legislation  has  allowed. 

He  ex])lained  the  participation  Blue  Cross-Blue 
Shield  Commissions  in  the  present  planning  for  the 
insurance  coverage  of  these  employees  together 
with  the  optional  choice  of  coverage  through  pri- 
vate insurance  companies. 

Doctor  Stubbs  commented  briefly  on  H.  R.  4700 
( The  Forand  Bill  ) and  on  the  public  announce- 
ments hv  .Senator  Wayne  Alorse  relative  to  a Con- 
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gressional  investigation  of  the  cost  of  health  care 
for  the  American  people. 

Report  of  Federal  Employees  Benefit  Programs 

Doctor  Ashworth  reported  that  on  January  14 
information  was  received  on  the  Federal  Employ- 
ees Benefit  Program  and  the  officers  of  Physicians 
Service  were  notified  of  this  legislation  hy  the 
executive  director.  Subsequently  a meeting  of  the 
Executive  Committee  of  the  Board  of  Directors 
was  called  and  later  on  January  18th,  a special 
meeting  of  the  Board  of  Directors  discussed  and 
recommended  participation  of  Physicians  Service 
in  the  federal  program. 

He  called  upon  Mr.  Saunders  to  report  on  the 
federal  program.  Mr.  Saunders,  utilizing  lantern 
slides,  reviewed  the  options  that  Physicians  Serv- 
ice would  have,  the  comparison  of  Physicians 
Service  plan  “B”  surgical  schedule  with  a uniform 
national  indemnity  program,  and  the  major  differ- 
ences between  such  a program  and  the  Physicians 
Service  “B"  Plan  benefits.  (Copy  of  the  statistics 
submitted  hy  IMr.  Saunders  are  made  part  of  the 
official  minutes  of  the  meeting.) 

.\t  the  conclusion  of  Mr.  Saunders’  presentation 
a motion  was  made  and  seconded  that  the  Corpora- 
tion of  Physicians  Service  participate  in  the  Fed- 
eral Employees  Health  Benefits  Program  utilizing 
the  present  Physicians  Service  plans  with  upgraded 
income  limits  as  follows : 

Plan  “A”  — Prom  $3,600  to  $4,000  for  the  fam- 
ily. 

From  $3,000  to  $4,000  for  husband 
and  wife. 

From  $2,400  to  $2,800  for  single 
subscriber. 

Plan  “B"  — From  $3,300  to  $4,000  for  a single 
person. 

From  $4,400  to  $6,000  for  husband 
and  wife. 

From  $5,500  to  $6,000  for  family. 

There  was  general  discussion  of  the  motion. 
Doctor  Walter  Jones  reviewed  the  changes  in  the 
Physicians  Service  plans  in  recent  years  and  sug- 
gested a possible  “C”  Plan  as  an  alternative  for  the 
Federal  Employees  Program. 

A vote  was  called  on  the  motion  as  originally 
presented.  The  motion  was  adopted. 

Membership  in  the  National  Blue  Shield 

Doctor  Ashworth  recommended  that  the  Cor- 
poration authorize  the  Board  of  Directors  to  seek 
membership  in  the  Blue  Shield  Medical  Care  Plans 
Group.  The  motion  was  seconded  and  adopted. 

Adjournment 

The  meeting  adjourned  at  11  :00  p.m. 

Respectfully  submitted, 

Charles  L.  Farrell,  m.d..  Secretary 


Annual  Report  of  the  Secretary 
At  the  Annual  Meeting  of  the  Board  of  Directors 
of  the  Rhode  Island  Medical  Society  Physicians 
Service  Corporation,  held  on  February  4,  1959,  the 
following  were  elected  as  officers : 


Charles  J.  Ashworth,  M.D.  President 

Earl  J.  Mara,  iM.D.  I'ice-Prcsident 

Charles  L.  Farrell,  M.D. Secretary 

Mr.  Janies  R.  Donnelly  Treasurer 


The  Board  elected  as  its  representatives  of  the 
public  the  following : Mr.  George  W.  Chaplin,  vice- 
president.  Industrial  National  Bank ; Mr.  John  J. 
Hall,  director  of  Industrial  Relations,  Brown  & 
Sharpe  Manufacturing  Company;  Mr.  Robert  D. 
Stuart,  president,  Blackstone  Valley  Gas  and  Elec- 
tric Company,  Air.  James  R.  Donnelly,  manager  of 
the  Pawtucket  Office  of  the  Rhode  Island  Hospital 
Trust  Company;  Mr.  J.  Austin  Carroll,  secretary, 
Providence  Washington  Insurance  Comjiany  and 
Professor  Chelcie  C.  Bosland,  of  Brown  Univer- 
sity. The  last  two  named  directors  were  nominated 
hy  the  Hospital  Service  Corporation  of  Rhode 
Island  in  accordance  with  the  state  statute. 

Newly  elected  members  of  the  Board  of  Direc- 
tors to  serve  for  a term  of  three  years  were  as  fol- 
lows: Doctors  Seehert  J.  Goldowsky,  William  A. 
Reid,  and  Francis  B.  Sargent. 

The  Board  held  five  meetings  during  the  year 
and  its  Executive  Committee  held  two  meetings. 
All  authorized  standing  committees  were  appointed 
and  proceeded  with  assigned  tasks. 

The  most  active  committee  continues  to  be  the 
one  which  handles  claims.  Some  members  meet 
weekly  to  review  and  process  the  claims  which  can- 
not he  handled  through  routine  channels  in  the 
Claims  Department.  At  regular  intervals  the  full 
committee  meets  to  handle  special  problems.  At 
quarterlv  intervals  the  Consultants  and  the  full 
claims  committee  meet  together  to  review  the  ojier- 
ation  of  Physicians  Service  in  general,  and  report 
to  the  Board  of  Directors. 

New  additions  to  the  claims  committee  were 
Doctors  Robert  Bowen.  Thomas  Perry,  Alalcolm 
Winkler,  and  Louis  Sage.  The  twelve  members  of 
the  Claims  Committee  cover  the  fields  of  general 
practice,  internal  medicine,  thoracic  surgery,  der- 
matologv,  orthopedics,  and  general  surgery.  The 
twelve  consultants  co\er  radiology,  obstetrics, 
anesthesiology,  pediatrics,  eye-ear-nose  and  throat, 
urology,  i^athology.  i)lastic  surgery,  ophthalmology, 
neuropsychiatry,  surgery,  medicine,  and  general 
practice. 

During  the  year  the  Professional  Advisory  Com- 
mittee met  with  several  physicians  whose  claim 
loads  seemed  to  indicate  a misunderstanding  of  the 
operation  of  the  Plan.  In  all  cases  an  amicable  and 
harmonious  accommodation  eventuated. 

In  June,  the  Board  realized  that  utilization 

continued  on  next  page 
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trends  suggested  the  question  of  a rate  increase 
and  it  is  carefully  studying  the  situation  in  order 
to  he  prepared  for  such  an  eventuality.  The  finan- 
cial as])ects  of  the  Plan  will  be  covered  in  the 
treasurer’s  report. 

The  development  of  the  Federal  Employees  In- 
surance coverage  has  created  new  problems  and 
will  probably  require  some  revisions  in  our  present 
philosophy  and  operative  procedures  if  we  are  to 
he  able  to  participate  in  this  program.  The  Board 
has  this  problem  under  study  at  present,  and  will 
make  specific  recommendations  in  the  near  future. 

During  the  past  year  the  Board  inaugurated  the 
“B”  plan  which  has  met  with  a high  degree  of 
acceptance.  Statistics  regarding  this  plan  are  devel- 
oped in  the  attached  summary. 

One  of  the  important  projects  this  past  year  has 
been  a joint  effort  with  Blue  Cross  whereby  promi- 
nent leaders  in  the  fields  of  industry,  business,  and 
labor  were  invited  to  tour  the  Blue  Cross  Building, 
see  the  equipment,  meet  the  personnel  and  he 
briefed  on  the  operations  of  the  plans.  Following 
the  tour  the  guests  were  given  dinner.  A discus- 
sion period  after  dinner  provided  an  opportunitv 
for  exchange  of  views  and  opinions.  This  program 
also  included  doctors’  nurses  and  secretaries 
throughout  the  state,  and  was  productive  of  much 
favorable  comment  and  increased  rapport  between 
doctors’  offices  and  the  administrative  office  of 
Physicians  Service. 

Your  president  and  secretary,  accompanied  by 
the  claims  director,  visited  all  the  District  iMedical 
Societies  in  Rhode  Island  in  an  effort  to  establish 
closer  liaison  with  the  profession.  Colored  slides 
detailing  the  Plan’s  operation  and  some  of  the  tech- 
nics involved  in  processing  claims  were  presented. 

The  progressive  development  of  Physicians 
Service  is  comi^ared  in  the  attached  summary  of 
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statistics  for  the  years  1958  and  1959  which  is  part 
of  this  report. 

Respectfully  submitted. 

Charles  L.  Farrell,  m.d..  Secretary 

Annual  Report  of  the  Treasurer 

The  Rhode  Island  Medical  Society  Physicians 
Service  Corporation  has  completed  ten  full  years 
of  prepaid  medical  care  service  for  its  subscribers, 
who  number  559,000  or  70%  of  the  eligible  popu- 
lation of  the  State  of  Rhode  Island.  Income  from 
subscribers  and  Invested  Funds  has  reached  an  all 
time  high  of  $7,170,9-14.  an  increase  of  $375,845. 
over  1958. 

Surgical-Medical  claims  paid  have  spiraled  up- 
ward at  a much  faster  pace  and  show  an  increase 
of  $725,692.  over  the  previous  year  to  a total  of 
$6,980,177.  Operating  Costs  were  $18,000.  — 
higher  — Total  $409,385.  or  5.7%  of  Income. 

W'e  show  a net  loss  for  1959  of  $218,618. 

Reserves  were  reduced  to  $1,539,974. 

During  the  year  we  sold  $100,000.  U.S.  Govern- 
ment Securities  to  take  care  of  the  increased  claims 
and  we  expect  additional  selling  of  securities  mav 
he  necessary,  as  this  trend  continues. 

The  Investment  Account  total  is  $2,747,779. 

This  is  the  first  time  we  have  ended  a year  with 
an  operating  loss  and  since  the  loss  is  substantial 
and  has  continued  for  several  months,  it  is  obvious 
that  something  must  be  done  to  correct  this  situa- 
tion. For  some  time  now,  we  have  been  developing 
a new  “Experience  Rating  System”,  designed  to 
s]:)read  the  costs  more  evenly,  and  which  we  plan  to 
introduce  in  the  near  future.  We  believe  it  will  he 
fair  for  the  subscriber  and  should  solve  our  finan- 
cial problem. 

Respectfully  submitted, 

James  R.  Donnelly.  Treasurer 


Rhode  Island  Medical  Society  Physicians  Service 
Comparison  of  Statistics  — Years  1938  and  1939 


1958 

1959 

Increase  or 
( Decrease) 

Subscribers  

521,434 

559,759 

38.325 

Number  of  Firms  Buying  Physicians  Seryice 

1,155 

1.243 

88 

Number  of  Participating  Physicians 

921 

937 

16 

Total  of  Claims  Paid 

$6,254,485 

$6,980,178 

$725,693 

Total  of  Claims  Paid  Since  Start  of  Plan  

$32,801,859 

$39,782,037 

$6,980,178 

Total  Assets  

$3,676,127 

$3,580,335 

($95,792) 

Total  Income  

$6,795,099 

$7,170,945 

$375,846 

Total  Reseryes  

$1,780,064 

$1,539,974 

($240,090) 

Operating  Expenses  

$391,415 

$409,385 

$17,970 

Operating  Expense — 9^  

5.77f 

(0,1%) 

Ratio  of  Claims  to  Income 

92.0<7r 

97.37^ 

5.3% 

Xu)nhcr  of  Cases  Paid : 

*Surgeons  

84,235 

91,402 

7,167 

^Assistants  

13,026 

14,340 

1,314 

*.-\ncsthetists  

28,623 

31,689 

3,066 

Medical  

15,923 

18,480 

2,563 

X ray  and  E.  K.  G. 

89,220 

100.589 

11.369 

TOTAL  

231,027 

256,506 

25,479 

*.\Iaternity  Cases  f included  in  aboye)  

10,151 

10,341 
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Comparative  Balance  Sheet  — Years  1938  and  1939: 

195S 

Assets 


1959 


Cash  in  Bank  and  on  Hand  . 

Accounts  Receivable 

U.  S.  Government  Bonds 


TOTAL  ASSETS 


Liabilities 


Accounts  Payable  

Accrued  for  Claims 
Unearned  Subscriptions 


TOTAL  LIABILITIES 


Reserves 


Reserve  for  Excess  Losses 
Statutory  Reserve  


TOTAL  RESERVES  $1,780,064.35 


TOTAL  LIABILITIES  AND  RESERVES $3,676,127.01 


INCOME 

Received  from  Subscribers 
Income  from  Investments  .. 


Statement  of  Income  and  Expense 


TOTAL  INCOME $6,795,099.04 

EXPENSES 

Claim  Payments 

Operating-  Expenses  

TOTAL  EXPENSES  

GAIN  OR  LOSS 


DISTRIBUTION  OF  INCOME  DOLLAR 

Claims  

Operating  Expenses  

Reserve  — Increase  or  (Decrease) 


TOTAL 


Increase 
( Deerease ) 


$ 215,484.46 

$ 161,569.30 

($  53,915.16) 

615,346.28 

670,986.50 

55,()40.22 

2,845,296.27 

2,747,779.25 

( 97,517.02) 

$3,676,127.01 

$3,580,335.05 

($  95,791.96) 

$ 614,097.66 

$ 660,701.78 

$ 46,604.12 

982,280.00 

1,055,531.00 

73,251.00 

299,685.00 

324,128.15 

24,443.15 

$1,896,062.66 

$2,040,360.93 

$144,298.27 

$ 780,064.35 

$ 539,974.12 

($240,090.23) 

1,000.000.00 

1.000,000.00 

$1,780,064.35 

$1,539,974.12 

($240,090.23) 

$3,676,127.01 

$3,580,335.05 

($  95,791.96) 

ipense 

$6,724,719.37 

$7,094,142.86 

$369,423.49 

79,m.67 

76,801.99 

6,422.32 

$6,795,099.04 

$7,170,944.85 

$375,845.81 

$6,254,485.18 

$6,980,177.98 

$725,692.80 

391,414.99 

409,385.10 

17,970.11 

$6,645,900.17 

$7,389,563.08 

$743,662.91 

$ 149,198.87 

($  218,618.23) 

($367,817.10) 

92.0 

97.3 

5.3 

5.8 

5.7 

( .1) 

2.2 

(3.0) 

(5.2) 

100.0 

100.0 

prepared.. 


. fast,  effective,  & long  lasting  relief  from  automobile  worries 


1.  periodic  renewal  (trade-in)  of  your  car 

2.  proper  registration 

3.  ample  insurance  coverage 

4.  local  & state  taxes 

5.  breakdowns  due  to  “tired”  automobiles 


all  these  antd  other  minor  “aches”  quickly  elim- 
inateid  when  you  lease  with  us.  releases  capital 
for  investment. 

DOSAGE:  mo(derate  monthly  rental  fees.* 


PA.  3-4700 


BROADWAY  AUTO  LEASE  CO.,  INC. 

766  BROADWAY,  PAWTUCKET,  R.  I. 


‘federal  tax 
deduction 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 

Report  of  Meeting  held  on  January  27 , 1960 


Amketing  of  the  House  of  Delegates  of  the 
Rhode  Island  Medical  Society  was  held  at  the 
Medical  Lihrarv  on  W ednesday.  January  27.  19o0. 
The  meeting  was  called  to  order  hy  the  president, 
Doctor  Alfred  Potter,  at  8:00  p.m.  The  following 
delegates  were  in  attendance : 

Bristol  Coinitx:  Robert  W . Drew,  M.D.  Kent 
County:  Peter  C.  Erinakes,  M.D. ; Edmund  T. 
Hackman,  M.D.  Ncxvport  County:  (no  memhers 
present).  Pawtucket  District:  Ferdinand  S.  For- 
giel,  M.D. ; Robert  C.  Hayes,  iM.D. ; Harry  Hecker, 
M.D. ; Alexander  Jaworski,  M.D. ; Earl  F.  Kelly, 
M.D.  lVashi)igton  County:  John  D.  Pinto,  M.D. 
(Alt.  delegate);  James  McGrath,  M.D.  U oon- 
socket  District:  (no  memhers  present ).  Officers  of 
The  Rinis  (other  than  delegates)  : Alfred  L.  Pot- 
ter, M.D. ; Samuel  Adelson,  M.D. ; Earl  J.  Mara, 
M.D. ; Arthur  E.  Hardy,  M.D. ; J.  iMurray  Beard- 
sley, M.D.  State  Health  Department  Direetor: 
Jeremiah  A.  Dailey,  iM.D.  Immediate  Past  Presi- 
dent of  Rims:  Francis  B.  Sargent.  M.D.  Provi- 
dence Medieal  Assoeiation : Robert  R.  Baldridge. 
M.D. ; J.  Robert  Bowen,  M.D. ; Wilfred  I.  Carney, 
M.D. ; Francis  H.  Chafee,  M.D. ; Harry  E.  Dar- 
rah,  M.D. ; William  J.  H.  Fischer,  j'r.,  ^I.D. ; 
Henry  B.  Fletcher,  M.D.;  W'arren  W.  Francis. 
M.D.;  Frank  Fratentuono,  M.D. ; J.  Merrill  Gib- 
son, M.D. ; John  F.  W.  Gilman.  M.D. ; Stanley 
Grzehien,  M.D. ; John  C.  Ham,  iM.D.;  Joseph  G. 
McWilliams,  M.D. ; Francis  W\  Nevitt,  M.D. ; 
Arnold  Porter,  M.D.;  Wdlliam  A.  Reid.  M.D.; 
Ral])!!  D.  Richardson,  M.D. ; Carl  S.  Sawyer. 
M.D. ; Stanley  D.  Simon,  iM.D.  Delegates  to 
A.M.A.:  Arthur  F.  Hardy.  iM.D. ; Charles  J.  Ash- 
worth, M.D. 

Also  present  were  Doctors  Richard  Sexton, 
chairman  of  the  Committee  on  \Tterans  Affairs. 
Thomas  McOsker,  chairman  of  the  Committee  on 
Highway  Safety.  Doctor  Peter  Mathieu.  chair- 
man of  the  Committee  on  Social  W elfare.  Doctor 
Stanley  S])rague,  chairman  of  the  Committee  on 
Industrial  Health,  and  John  E.  Farrell.  Sc.D.,  ex- 
ecutive secretary  of  the  Society. 

REPORT  OF  THE  PRESIDENT 

Doctor  Alfred  L.  Potter  reported  on  the  follow- 
ing matters : 

d'hat  the  Rhode  Island  Bar  Association  had 
acknowledged  the  Society’s  invitation  to  form  a 


liaison  committee  to  explore  possible  revision  of 
the  medical  examiner  code,  and  the  matter  would 
he  presented  to  the  E.xecutive  Committee  of  the 
Bar  Association. 

That  many  replies  have  been  received  from  in- 
surance companies  on  the  report  of  the  Societv 
urging  elimination  of  the  age  limit  for  the  purchase 
of  health  and  accident  insurance. 

That  a meeting  of  representatives  of  the  Society, 
the  state  Hospital  As.sociation,  Blue  Cross,  and 
Physicians  Service  had  been  held  on  November  24. 
The  grouj)  voted  to  go  ahead  with  a committee  to 
study  problems  and  to  develop  recommendations 
regarding  the  costs  of  health  services  for  the  peo- 
ple of  Rhode  Island. 

That  there  was  good  reason  to  believe  that  Gov- 
ernor Del  Sesto  had  been  misinterpreted  in  his 
statements  regarding  support  of  chiropractic  legis- 
lation that  would  allow  such  cultists  to  treat  state 
welfare  patients. 

As  official  delegates  from  the  Rhode  Island  Med- 
ical Society  to  the  annual  meetings  at  neighboring 
states,  he  had  named  the  following : 

Connecticut  ( April  26-28) . 

Drs.  F.  B.  Agnelli  and  James  G.  Chapman 

Massachusetts  (May  17-19), 

Drs.  F.  Fratantuono  and  A.  E.  Russell 

Maine  (June  19-21  ), 

Drs.  H.  Hamlin  and  E.  Sharp 

X.  H.  and  Vermont  (Oct.  6-9  ), 

Drs.  S.  D.  Simon  and  S.  J.  P.  Turco 

That  the  Corporation  of  Physicians  Service  had 
met  on  Monday  evening  and  had  voted  to  raise  the 
income  limits  of  both  the  “A"  and  “B”  plans. 

Aetion:  It  was  moved  that  the  report  of  the 
president  he  received  and  ])laced  on  file.  The  motion 
was  seconded  and  adopted. 

REPORT  OF  THE  SECRETARY 

Doctor  Arthur  IF  Hardy,  secretary,  read  his 
report,  copv  of  which  had  been  included  in  the 
handbook  sent  to  the  delegates. 

Aetion:  It  was  moved  that  the  report  of  the 
secretai')-  he  received  and  placed  on  file.  The  motion 
was  seconded  and  adopted. 

Report  of  the  T reasiirer 

Doctor  J.  Murray  Beardsley,  treasurer,  read  the 
summary  of  his  annual  report  for  1959,  which  was 
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iiicliuled  in  the  handbook  to  the  delegates.  It  was 
moved  that  the  report  of  the  treasurer  be  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Recommendations  from  the  Council 

The  secretary  reported  that  the  Council  makes 
the  following  recommendations ; 

1.  That  the  dates  of  May  2 and  3,  1961  be  sug- 
gested for  the  Annual  Meeting  in  that  year,  with 
the  provision  that  the  Committee  on  Scientific 
Work  may  suggest  alternate  dates  if  reasons 
appear  reasonable  to  do  so. 

Action:  It  was  moved  that  the  recommendation 
be  adopted.  The  motion  was  seconded  and  passed. 

2.  It  was  recommended  that  the  By-Laws  be 
amended  as  follows : 

“Article  X.  Section  7.  Medical  Defense  and 
Grievatice.  The  Committee  on  Medical  Defense 
and  Grievance  shall  consist  of  ten  (10)  members, 
in  addition  to  the  president  and  the  secretary  of  the 
Society,  ex  officio.  Initially  the  committee  shall  be 
appointed  as  follows : the  president  of  the  Society 
shall  appoint  one  member  in  1960  who  shall  serve 
a term  of  ten  ( lOj  years,  and  with  the  advice  and 
consent  of  the  Council  he  shall  appoint  nine  (9) 
additional  members  who,  at  their  first  organiza- 
tional meeting,  shall  draw  lots  to  determine  the 
length  of  their  terms  — one,  for  nine  years ; one, 
for  eight  years ; one,  for  seven  years ; one,  for  si.x 
vears  ; one,  for  five  years  ; one,  for  four  years  ; one, 
for  three  years ; one,  for  two  years,  and  one,  for 
one  year  — and  the  committee  shall  also  elect  a 
chairman  and  a vice  chairman  to  serve  for  annual 
terms.  In  1961,  and  each  year  thereafter,  the  presi- 
dent of  the  Society  shall  appoint  one  member  for  a 
term  of  ten  ( 10 ) years  to  replace  the  member 
whose  term  expires.  The  president  may  appoint 
himself,  or  reappoint  a member  whose  term  expires 
if  he  so  desires,  but  all  appointees  to  the  committee 
must  be  members  in  good  standing  of  the  Rhode 
Island  iNIedical  Society.  In  the  event  that  a vacancy 
occurs  on  the  committee,  the  president  of  the  Soci- 
etv.  with  the  advice  and  consent  of  the  Council, 
shall  appoint  a member  to  complete  the  unexpired 
term  of  the  member  whose  appointment  is  vacated. 

“The  Committee  shall  review  all  cases  of  threat- 
ened or  instituted  action  for  malpractice  against 
any  member  of  the  Society,  and  shall  also  investi- 
gate all  complaints  concerning  the  professional  con- 
duct of  members  referred  to  it. 

“The  Committee  shall  have  authority  to  require 
the  attendance  of  any  member  before  it  relative  to 
unprofessional  conduct,  upon  not  less  than  seven 
(7)  days  written  notice  to  the  member,  and  failure 
of  the  member  to  appear  before  the  Committee 
without  justifiable  cause  shall  be  reported  to  the 
Council  of  the  Society  for  disciplinary  action.  The 
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Committee,  after  investigation,  shall  have  the  au- 
thority to  prefer  charges  of  unethical  or  unpro- 
fessional conduct  against  a member  of  the  Council.” 

Action:  It  was  moved  that  the  recommendation 
be  adopted  and  the  By-Law  submitted  to  the  mem- 
bership in  the  general  session  during  the  Annual 
Meeting  of  1960.  The  motion  was  seconded  and 
adopted. 

Communications 

The  secretary  called  to  the  attention  of  the  House 
the  communication  from  the  medical  director  of 
the  State  Health  Department  Division  of  Tuber- 
culosis Control  which  was  included  in  the  hand- 
book. 

Action:  It  was  moved  that  approval  of  the  pro- 
gram reported  in  the  communication  be  given  by 
the  House.  The  motion  was  seconded  and  adopted. 

Doctor  Edmund  T.  Hackman,  Health  Officer  of 
the  City  of  Warwick,  briefly  discussed  the  pilot 
program  mentioned  in  the  communication. 

The  motion  was  passed. 

^ ^ ^ 

A communication  from  the  Kent  County  Med- 
ical Society,  which  was  included  in  the  handbook 
to  the  delegates,  was  read  by  the  secretary. 

Action:  It  was  moved  that  the  communication 
be  received  and  placed  on  file.  The  motion  was 
seconded  and  adopted. 

Nominees  for  the  Physicians  Service 
Board  of  Directors 

The  following  physicians  were  placed  in  nomi- 
nation for  the  four  terms  expiring  on  the  Board 
of  Directors  of  Physicians  Service:  Doctors  W.  1. 
Carney;  W.  J.  H.  Fischer,  Jr.;  R.  Hager,  E.  T. 
Hackman;  A.  H.  Jackvony;  A.  Porter,  and  E.  J. 
Mara. 

On  a written  ballot  the  following  four  were 
elected  to  serve  three-year  terms  until  the  annual 
meeting  of  the  Corporation  of  Physicians  Service 
in  January,  1963:  Doctors  W.  J.  H.  Fischer,  Jr.; 
E.  T.  Hackman ; A.  Porter,  and  E.  J.  Mara. 

^ ^ 

A resolution  submitted  by  Doctor  W illiam  A. 
Reid  included  in  the  handbook  to  the  delegates  was 
read  bv  the  secretary.  Doctor  Reid  commented  on 
the  resolution. 

The  resolution  was  as  follows  : 

“WHEREAS  there  has  been  much  public  dis- 
cussion in  recent  months  of  the  need  for  addi- 
tional medical  schools  in  this  country,  and 
W HEREAS  the  discussion  locally  has  created 
new  interest  in  the  possibility  of  a medical  school 
in  Rhode  Island,  and 

WHEREAS  the  institutions  of  higher  learning 
in  this  State  are  by  their  outstanding  records 
eminently  qualified  to  study  and  to  report  to  the 
community  on  the  feasibility  and  the  advisability 
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of  establishing  a medical  school  in  the  State  of 
Rhode  Island,  therefore 

BE  IT  RESOLVED  that  the  House  of  Dele- 
gates of  the  Rhode  Island  Medical  Society,  as- 
sembled in  meeting  this  27th  day  of  January, 
I960,  urge  these  institutions  of  higher  education 
to  undertake  a study  of  this  question  of  a local 
medical  school,  and  also  pledge  its  full  support 
to  these  institutions  to  aid  them  in  such  a study 
in  every  way  possible.” 

Action:  It  was  moved  that  the  resolution  he 
ado])ted.  The  motion  was  seconded  and  passed. 

Child-School  Health  Committee 
The  president  noted  that  the  Child- School 
Health  Committee  report  was  included  in  the  hand- 
book to  the  delegates  (co]:)y  of  the  report  is  made 
part  of  the  official  minutes  of  the  meeting). 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Maternal  Health  Committee 
The  president  noted  that  the  Maternal  Health 
Committee  report  was  included  in  the  handbook 
to  the  delegates  (copy  of  the  report  is  made  part 
of  the  official  minutes  of  the  meeting). 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Cancer  Committee 

The  president  noted  that  the  Cancer  Committee 
report  was  included  in  the  handbook  to  the  dele- 
gates (copy  of  the  report  is  made  part  of  the  official 
minutes  of  the  meeting  ) . 

Action:  It  was  moved  that  the  report  he  received 
and  i)laced  on  file.  The  motion  was  seconded  and 
adopted. 

Advisory  Committee  to  National  Foundation 
The  president  noted  that  the  Advisory  Commit- 
tee to  National  Foundation  report  was  included  in 
the  handbook  to  the  delegates  (copy  of  the  report 
is  made  part  of  the  official  minutes  of  the  meeting) . 

Action:  It  was  moved  that  the  report  he  received 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

Committee  on  Grievance 
Doctor  Francis  B.  Sargent,  chairman  of  the 
Committee  on  Grievance,  gave  an  oral  report  on 
the  work  of  his  committee,  stating  that  since  May 
eighteen  grievance  complaints  had  been  reviewed 
and  adjudicated  hv  the  committee.  He  briefly  dis- 
cussed some  of  the  problems  involved  in  these 
grievances. 

Action:  It  was  moved  that  the  report  of  the 
chairman  of  the  Grievance  Committee  he  approved. 
The  motion  was  seconded  and  adopted. 

Medical  Economics 

Doctor  Stanlev  D.  Simon,  chairman  of  the  Com- 
mittee on  Medical  Economics,  gave  an  oral  report 
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Viruses  and  Neoplasia 

Ludwik  Gross,  m.d. 
of  New  York,  New  York 

Chief,  Cancer  Research  Unit,  Veterans 
Administration  Hospital,  Bronx,  New  York 


Breast  Cancer  — Current  Concepts  of  Therapy 

Andrew  G.  Jessiman,  m.d. 
of  Boston,  Massachusetts 

Staff,  Peter  Bent  Brigham  Hospital, 
Boston,  Massachusetts 


Chemotherapy  hy  Perfusion  Technique 

George  S.  Richardson,  m.d. 
of  Boston,  Massachusetts 

Assistant  in  Surgery,  Massachusetts  General 
Hospital;  Clinical  Associate  in  Surgery, 
Harvard  Medical  School 


Revietv  and  Evaluation  of  the  Present  Status 
of  Chemotherapy  in  Neoplasia 

David  Karnofsky,  m.d. 
of  New  York,  New  York 

Attending  Physician,  Memorial  and  James  Ewing 
hospitals;  Member,  Sloan-Kettering  Institute; 
Associate  Professor  of  Medicine,  Cornell  Univer- 
sity Medical  School. 
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on  the  activities  of  that  committee  since  the  Sep- 
tember meeting  of  the  House  of  Delegates. 

Members  of  the  House  paid  tribute  to  the  com- 
mittee for  its  outstanding  report  on  the  Medical 
Care  of  the  Aged  which  has  received  nation-wide 
attention. 

Action:  It  was  moved  that  the  report  of  the 
chairman  of  the  Medical  Economics  Committee  he 
approved.  The  motion  was  seconded  and  adopted. 

Highway  Safety 

The  president  noted  that  the  report  of  the  High- 
way Safety  Committee  was  included  in  the  hand- 
book (copy  of  the  report  is  made  part  of  the  official 
minutes  of  the  meeting ) . He  called  upon  the  chair- 
man of  the  Committee,  Doctor  Thomas  McOsker, 
to  discuss  the  report.  At  the  conclusion  of  the  dis- 
cussion it  was  moved  that : 

Action:  The  House  receive  the  report  of  the 
Highway  Safety  Committee  and  approve  the  rec- 
ommendations in  it.  The  motion  was  seconded  and 
adopted. 

Cotnmittee  on  Social  W'elfare 

The  president  called  upon  Doctor  Peter  Mathieu, 
chairman  of  the  Committee  on  Social  Welfare,  to 
discuss  the  report  of  that  committee,  copy  of  which 
had  been  submitted  to  the  delegates  in  their  hand- 
book and  copy  of  which  is  made  part  of  the  official 
minutes  of  this  meeting. 

Action:  It  was  moved  that  the  report  of  the 
Committee  on  Social  \\’elfare  together  with  its 
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recommendations  be  adopted.  The  motion  was  sec- 
onded and  adopted. 

Veterans  Affairs 

The  president  noted  that  the  report  of  the  Com- 
mittee on  \’eterans  Affairs  was  included  in  the 
handbook  (copy  of  the  report  is  made  part  of  the 
official  minutes  of  the  meeting).  He  called  upon 
Doctor  Richard  P.  Sexton  to  discuss  the  report. 
Doctor  Sexton  reviewed  the  highlights  of  the 
report.  It  was  moved  that  copy  of  the  report  and 
the  recommendations  therein  be  approved.  The 
motion  was  seconded  and  adopted. 

Industrial  Health  Committee 

Doctor  Stanley  Sprague,  chairman  of  the  Com- 
mittee on  Industrial  Health,  addressed  the  House 
on  the  problems  of  the  Governor’s  iMedical 
Advisory  Committee  to  the  Workmen’s  Compen- 
sation Commission.  He  explained  in  detail  the  lim- 
ited activities  that  this  committee  was  permitted  to 
undertake  for  the  Commission  and  expressed  the 
opinion  that  the  legislation  should  be  reviewed  to 
set  forth  the  duties  of  this  Committee.  Doctor 
Frank  Fratantuono,  secretary  of  the  Committee, 
also  addressed  the  House  on  this  subject. 

Action:  It  was  moved  that  the  president  be  au- 
thorized to  appoint  a Committee  of  three  members 
of  the  Society,  together  with  the  legal  counsel,  to 
draft  recommendations  to  be  submitted  to  the  Gov- 
ernor of  the  State  relative  to  what  it  considers 
should  be  the  duties  of  the  Medical  Advisory  Com- 
mittee to  the  \\’orkmen’s  Compensation  Commis- 
sion. The  motion  was  seconded  and  adopted. 

Miscellaneous  Business 

Doctor  Stanley  D.  Simon  addressed  the  House 
on  the  matters  brought  before  the  Corporation  of 
the  Rhode  Island  Medical  Society  Physicians 
Service  at  its  annual  meeting,  and  he  expressed  the 
opinion  that  the  members  of  the  Corporation,  of 
whom  the  House  of  Delegates  comprise  the  major- 
itv,  should  be  fully  informed  in  advance  of  all  sub- 
jects on  the  agenda  for  the  meeting.  Other  mem- 
bers of  the  House  addressed  the  group  on  the 
same  subject. 

* * 

The  executive  secretary  asked  the  ruling  of  the 
House  relative  to  a press  release  on  the  major  ac- 
tions taken  at  the  meeting.  The  House  approved  of 
a press  release  edited  by  the  chairman  of  the  Com- 
mittee on  Public  Information,  and  also  approved 
of  the  possible  release  of  the  reports  on  Highway 
Safety.  Social  Welfare.  \’eterans  .Affairs,  and  the 
resolution  on  a medical  school  in  Rhode  Island. 

Adjournment 

The  meeting  was  adjourned  at  10:10  p.m. 

Respectfully  submitted. 

.\rthur  E.  Hardy,  m.d..  Secretary 
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Varidase  is  not  an  anti-infective, 
but  by  increasing  the  perme- 
ability of  the  fibrin  wall,  it  eases 
penetration  of  natural  regenera- 
tive factors  and  fosters  healthy 
tissue  growth,  making  infection 
less  likely. 

Varidase  Buccal  Tablets  contain: 
10,000  Units  Streptokinase  and 
2,500  Units  Streptodornase. 
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LEDERLE  LABORATORIES, 
a Division  of  American  Cyanamid  Co., 
Pearl  River,  New  York 
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REPORTS  APPROVED  BY  THE  HOUSE  OF  DELEGATES 

JANUARY  27,  I960 


REPORT  OF  THE  SECRETARY 

The  Council  has  held  two  meetings  since  the 
Septemher  session  of  the  House  of  Delegates.  Ac- 
tions taken  at  these  meetings  include  the  following ; 

1.  It  voted  that  the  interim  meeting  in  1960  should  be 
nonclinical  and  devoted  to  a discussion  of  political 
and/or  socioeconomic  problems  of  medicine ; that  it 
include  participation  by  the  Auxiliary ; and  that  it  be 
developed  by  a committee  consisting  of  the  officers 
of  the  Society,  the  chairman  of  the  Committee  on 
Scientific  Work  and  the  chairman  of  the  Committee 
on  Medical  Economics. 

2.  It  approved  of  the  mailing  of  a committee  participa- 
tion questionnaire  to  the  membership. 

3.  It  voted  that  the  president  should  appoint  a commit- 
tee to  develop  a by-law  revision  for  the  establishment 
of  the  Medical  Defense  and  Grievance  Committee. 

4.  It  approved  of  a communication  addressed  by  the 
chairman  of  the  Society’s  Committee  on  Mass  Immu- 
nization procedures  to  the  commanding  officer  of  the 
Quonset  Naval  Air  Station. 

5.  It  voted  that  the  president  appoint  a committee  to 
explore  the  possibility  of  revdsion  of  the  medical 
examiner  statute  of  Rhode  Island,  in  joint  consulta- 
tion with  a committee  of  the  Rhode  Island  Bar 
.\ssociation. 

6.  It  authorized  the  trustees  of  the  Medical  Library 
building  to  proceed  with  proposed  repairs  and  im- 
provements to  the  building. 

7.  It  approved  of  the  redemption  of  certain  treasury 
notes  held  in  the  investment  account,  and  the  rein- 
vestment in  a new  issue  paying  a higher  diivdend. 

8.  It  approved  the  detailed  financial  report  for  1959  as 
submitted  by  the  treasurer. 

9.  It  authorized  the  legal  counsel  of  the  Society  to 
attend  the  A.M.A.  sponsored  medical-legal  conter- 
cnce  scheduled  for  ^lay,  1960,  as  an  official  delegate 
of  the  .Society. 

10.  It  approved  of  the  nominations  by  the  president  of 
delegates  to  represent  the  Society  at  the  annual 
meetings  of  the  state  medical  associations  in  the  other 
New  England  states. 

11.  It  approved  of  the  appointment  of  Doctor  Earl  F. 
Kelly  as  the  Society’s  delegate  to  the  national  Con- 
gress on  Medical  Licensure,  and  Doctor  Arthur  E. 
Hardy  as  the  Society's  delegate  to  the  annual  meet- 
ing of  the  New  York  State  medical  society. 

12.  It  approved  of  the  appointment  of  Doctor  Earl  J. 
Mara  as  the  Society’s  official  representative  to  attend 
the  Blue  Shield  Professional  Relations  Conference 
in  Chicago  in  February. 

13.  It  voted  that  the  chairman  of  the  Medical  -Advisory 
Committee  to  the  State  Workmen’s  Compensation 
Commission  should  submit  a report  from  his  com- 
mittee to  the  House  of  Delegates  for  their  consider- 
ation and  advice. 

Arthur  E.  Hardy,  m.d.,  Secretary 


Report  of  the  Treasurer 

A financial  statement  of  the  Society’s  general 
operating  account,  including  receipts  and  disburse- 
ments in  detail  during  1959,  as  well  as  the  invest- 
ment portfolio  established  with  the  Trust  Depart- 
ment of  the  Industrial  National  Bank,  has  been 
reviewed  by  the  Council  and  given  its  approval. 
When  the  journal  accounts  are  closed  on  January 
31.  the  complete  financial  report  will  then  be  sub- 
ject to  a professional  audit. 

The  Society  increased  its  im  estment  holdings 
during  1959,  utilizing  unexpended  funds  in  the  con- 
tingency accounts  of  both  the  Society’s  and  the 
journal’s  operating  funds.  In  addition,  a bequest 
of  $1,000  was  received  from  the  estate  of  Doctor 
Fred  T.  Rogers  to  establish  a book  fund  in  his 
name.  At  the  end  of  1959  the  .Society’s  investments, 
due  to  the  increased  market  value  of  stocks  in  the 
past  year,  represented  a value  of  $82,363. 

Total  cash  receipts  from  all  sources  amounted 
to  $66,224.92  and  expenditures  totaled  $58,343.63, 
leaving  a cash  balance  to  start  1960  of  $7,424.23, 
more  than  half  of  which  will  be  used  immediately 
to  pav  for  necessary  repairs  and  improvements  to 
the  medical  library  that  are  currently  underway. 

A brief  summary  of  the  Society’s  1959  financial 
report,  without  the  accounts  of  the  medical  journal. 


is  as  follows ; 

Cash  balance.  Checking  .\ccount. 

Industrial  National  Bank, 
fanuarv  1.  1959  $11,508.86 

Receipts,  1959  (Exhibit  A)  66.224.92 


TOTAE  $77,733.78 

Investments,  19.'i9  11,965.92 


Balance,  General  Account  $6.1.767.86 

Expenses,  1959  (Exhibit  B)  58,343.63 


Cash  balance.  Checking  .\ccount. 
Industrial  National  Bank, 

I anuary  1 , 1 960 


* * * 


Total  Cash  and  hn'cstcd  Assets, 
January  1,  I960: 

Cash  balance.  Checking  .Account, 
Industrial  Nat’l 


$ 7.424.23 

continued  on  page  200 
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conihiued  from  page  198 

Investments,  Pooled  Funds, 

T rust  Department  ( Exhibit  C ) , 

Industrial  Xat'l  Bank  and 

Uninvested  Principal  Cash  82.363.00 

TOTAL  $89,787.23 

J.  ^Murray  Beardsley,  m.d..  Treasurer 

Cancer 

Last  year's  postgraduate  training  program  for 
general  practitioner  was  so  successful  that  it  was 
proposed  to  continue  the  program.  Several  sessions 
shall  be  held  this  spring  and  next  fall,  covering  a 
new  group  of  subjects.  The  program  is  under  the 
joint  sponsorship  of  the  Rhode  Island  2kledical 
•Society,  Rhode  Island  division  of  the  American 
Association  of  General  Practitioners,  and  the 
American  Cancer  Society. 

The  subjects  to  be  covered  and  the  chairmen  of 
the  panels  are  as  follows ; 

1.  Lung  Tumors Thomas  Perry,  m.d. 

2.  Prostatic  Cancer Xathax  Chaset.  m.d. 

3.  Lymphomas, 

William  J.  H.  Fischer.  Jr.,  m.d. 

4.  Skin  Cancers Arthur  Kern.  m.d. 

5.  Cancer  in  Children  Ruth  Appletox.  m.d. 

The  Annual  Cancer  Seminar  will  be  held  on 

Wednesday,  April  20th.  The  program  is  as  follows  : 

I 'iruses  and  Neoplasia,  Dr.  Ludwik  Gross.  Chief 
of  Cancer  Research  Unit,  \'A  Flospital,  Bronx, 
X.  Y. ; Reviezv  and  Evaluation  of  the  Present 
Status  of  Chemotherapy  in  Neoplasia,  Dr.  David 
A.  Karnofsky,  Memorial  Center  for  Cancer  & 
Allied  Diseases,  Xew  York  City:  Chemotherapy 
hy  Perfusion  Technique,  Dr.  George  S.  Richard- 
son, Massachusetts  General  Hospital:  Breast  Can- 
cer— Current  Concepts  of  Therapy.  Dr.  Andrew 
G.  Jessiman.  Peter  Bent  Brigham  Hospital,  Bos- 
ton. Massachusetts. 

Annual  programs  are  planned  to  cover  multiple 
facets  dealing  with  the  vanguard  of  cancer  re- 
search. lx)th  basic  and  applied. 

I wish  to  express  my  appreciation  for  the  co- 
ojieration  of  the  members  of  my  committee.  Doc- 
tors Billings,  Coleman,  Fletcher,  Gongaware. 
Hardv.  Rosin.  Goldowsky,  McDuff,  McGrath, 
Ripley.  Waterman,  Webber,  Murphy  and  Motta. 
Respectfully  submitted, 

Herbert  Faxger,  m.d..  Chairman 

Child-School  Health 

The  Child-School  Health  Committee  of  the 
Rhode  Island  Medical  Society  has  considered  a 
letter  from  the  Rhode  Island  Chapter  of  the 
Rational  As.sociation  of  Social  Workers  which  re- 
quested our  committee,  as  well  as  the  Medical 
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Society,  endorse  their  efforts  to  encourage  the  use 
of  social  workers  in  schools  throughout  the  state 
in  order  to  recognize  early  emotional  problems  in 
school  children.  The  committee  was  unanimously 
in  disagreement  with  the  philosophy  as  outlined  by 
the  Association  of  School  .Social  Workers,  but  de- 
cided to  meet  with  the  Committee  on  Mental 
Health  before  submitting  a final  decision. 

The  Rhode  Island  Congress  of  Parents  and 
Teachers  submitted  a proposal  to  the  committee 
requesting  approval  of  their  plans  to  disseminate 
throughout  the  PTA  units,  recommendations  re- 
garding definite  immunization  schedules.  It  was  the 
feeling  of  the  committee  that  this  was  not  within 
the  scope  of  the  League  of  Parents  and  Teachers. 

The  State  Department  of  Health  also  requested 
the  committee  to  submit  an  immunization  schedule 
which  would  be  sent  out  with  all  birth  certificates. 
The  committee  disapproved  this  proposal  unless  it 
was  to  be  used  solely  for  treatment  of  the  indigents 
in  the  state,  cities  and  towns. 

The  Child-School  Health  Committee  has  no  new 
plans  for  the  remainder  of  the  year  except  to  take 
up  any  problems  which  may  arise.  We  hope  to  help 
in  a plan  to  standardize  the  regulations  for  control 
of  contagious  diseases  within  the  state. 

Respectfully  submitted, 

John  T.  Barrett,  m.d.,  Chairman 

Maternal  Health 

During  the  year  1959,  this  committee  held  two 
meetings.  The  first  meeting  was  held  at  the  home 
of  the  chairman  on  March  24,  1959.  Besides  the 
usual  review  of  the  maternal  deaths.  Doctor  Buxton 
gave  a report  of  the  plans  for  formation  of  a peri- 
natal committee  in  the  state.  Doctor  George  W. 
Anderson  was  a guest  and  discussed  perinatal  mor- 
tality studies  in  other  sections  of  the  country. 

On  September  19,  1959,  a second  meeting  was 
held  at  the  home  of  a new  member  of  our  commit- 
tee, Dr.  Herbert  Ebner.  Doctor  George  W.  Corner. 
Jr.,  of  Johns  Hopkins  Hospital  was  a gue.st  and 
was  an  active  participant  in  the  discussion  of  the 
maternal  deaths  reviewed  at  this  time. 

A meeting  of  the  committee  will  be  held  on  Jan- 
uarv  26.  1960.  At  this  meeting  the  investigation  of 
the  maternal  deaths  for  1959  will  be  completed, 
and  we  will  discuss  the  details  of  preparing  a con- 
fidential bulletin  which  will  he  distributed  to  all 
members  of  the  Society.  This  bulletin  will  contain 
the  case  reports  of  the  maternal  deaths  for  the  past 
year,  being  careful  to  omit  names  of  patients,  doc- 
tors. hospitals,  and  dates  in  order  to  insure  anonym- 
ity of  the  cases.  It  is  hoped  that  this  bulletin  will 
have  educational  value  and  help  improve  our  ob- 
stetrics in  the  state.  If  this  meets  with  favor,  we 
hope  to  make  this  a yearly  project. 

Stanley  D.  Davies,  m.d..  Chairman 
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National  Foundation 

The  Medical  Advisory  Committee  to  the  Na- 
tional Foundation  did  not  have  any  meeting  during 
the  year  1959  as  there  was  no  business  to  come 
before  this  committee. 

There  were,  however,  reported  ten  cases  of  polio- 
myelitis in  the  State  of  Rhode  Island  during  1959. 
Six  of  these  cases  were  aided  by  the  National 
Foundation.  There  is  no  aid  given  to  the  nonpara- 
lytic type  of  cases  of  which  there  were  four  in 
Rhode  Island.  There  was  one  death  in  Rhode  Island 
during  1959. 

W’e  are  not  certain  as  to  the  percentage  of  immu- 
nizations by  injection  in  our  state,  but  I believe  it 
is  safe  to  say  that  the  largest  percentage,  especially 
among  the  younger  age  group  have  been  given  at 
least  two  or  possibly  three  injections  of  Salk  vac- 
cine. 

To  my  knowledge,  no  research  in  this  particular 
problem  has  been  carried  on  in  our  state  during 
1959. 

Much  literature  has  been  received  and  reviewed 
from  the  National  Foundation  and  is  being  kept 
on  file. 

Laurence  A.  Senseman,  m.d..  Chairman 
Highway  Safety 

The  Highway  Safety  Committee  of  the  Rhode 
Island  Medical  Society  has  for  years  campaigned 
in  the  interest  of  the  prevention  of  deaths  and  dis- 
abilities resulting  from  traffic  accidents  on  our 
highways.  The  death  toll  from  motor  vehicle  acci- 
dents is  considered  low  in  Rhode  Island  in  com- 
parison with  other  states,  but  such  comparisons 
are  merely  statistical  and  there  can  be  no  comfort 
for  anyone  in  the  fact  that  in  1958  accidents  were 
the  fourth  leading  cause  of  death  for  all  ages  in 
our  state. 

The  enactment  of  the  so-called  chemical  test  law 
by  the  General  Assembly  at  its  1959  session  was  a 
long  delayed  action  for  which  the  Society  had  cam- 
paigned for  years.  The  Society,  through  this  Com- 
mittee, took  an  active  interest  in  the  special  insti- 
tute held  at  the  University  of  Rhode  Island  during 
the  past  summer  for  the  demonstration  of  the  use 
of  the  various  procedures  involved  in  the  chemical 
tests  to  be  conducted  upon  motorists  alleged  to  be 
driving  while  under  the  influence  of  intoxicating 
liquors.  Effective  prosecution  of  test  cases  under 
this  new  law  should  be  pressed  as  a deterrent  to  all 
persons  who  attempt  to  drive  motor  vehicles  while 
under  the  influence  of  liquor  or  drugs. 

The  effective  enforcement  of  the  new  motor 
vehicle  legislation  adopted  at  the  special  session 
should  also  aid  in  halting  the  death  and  injury  toll 
on  our  highways  in  1960. 

Recently  physicians  have  been  criticized  by  po- 
lice officials  for  not  being  readily  available  at  any 

continued  on  next  page 
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hour  of  the  day  or  night  to  respond  to  calls  from  a 
local  police  department  to  come  immediately  to 
examine  an  alleged  drunken  driver.  The  Society 
has  made  known  its  position  on  this  question  in 
previous  years,  and  your  Committee  now  recom- 
mends that  the  House  of  Delegates  notify  everv 
city  and  town  Council  in  Rhode  Island  that : 

1.  The  Rhode  Island  Medical  Society  is  deeply 
concerned  with  the  problem  of  highway 
safety  and  the  public  health  problem  that  it 
presents. 

2.  That  the  Society  is  on  record  as  approving 
everA-  effective  legal  action  to  prosecute  the 
motorist  who  drives  a vehicle  on  the  highways 
of  the  state  while  he  is  under  the  influence  of 
liquor  or  drugs. 

3.  That  the  rights  of  the  individual  be  protected 
legally  in  that  he  continued  to  be  permitted  to 
be  examined  by  a physician  of  his  own  choice, 
if  he  desires  such  an  examination  and  it  can 
be  arranged. 

4.  That  the  policy  adopted  in  Providence  where- 
by police  physicians,  so  called,  are  retained  on 
a salary  or  fee  basis,  to  be  available  to  examine 
alleged  drunken  drivers  for  the  police  de- 
partments. be  adopted  in  the  other  cities  and 
towns. 

5.  That  the  Society  pledges  its  full  co-operation, 
directly  and  through  the  component  district 
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societies,  to  all  local  police  authorities  in  se- 
curing physicians  who  will  accept  assignments 
as  police  physicians  on  a salary  or  fee  for 
service  basis,  such  fee  to  include  payment  for 
the  initial  examination  as  well  as  compensa- 
tion for  the  court  appearance  and  testimony 
when  required. 

6.  That  the  Society  urge  every  City  and  Town 
Council  in  Rhode  Island  to  give  consideration 
in  1960  of  such  a program,  budgeting  local 
funds  for  a proper  and  effective  medical  ex- 
amination of  motorists  when  required  by  a 
local  police  department,  with  the  cost  to  be 
borne  by  the  city  or  town  when  the  motorist 
is  exonerated,  and  by  the  motorist  as  part  of 
court  costs  upon  conviction. 

* * * 

Crash  Safety  in  Auto  Designs.  The  attention  of 
your  Committee  has  been  directed  by  the  Colorado 
State  Medical  Society  to  its  efforts  for  the  adoption 
of  crash  safety  features  in  motor  car  designs.  At- 
tention is  also  directed  to  H.R.  1341.  placed  before 
the  Congress  in  1959.  passed  by  the  House  and 
scheduled  to  come  before  the  Senate  this  vear. 

This  legislation  has  as  its  purpose  “to  establish 
reasonable  safety  standards  for  passenger-carrving 
motor  vehicles  acquired  by  the  Federal  govern- 
ment. The  standards  would  be  established  by  the 
Secretary  of  Commerce  . . . .“  The  adoption  of  this 
regulation  might  materially  aid  in  the  development 
of  safer  motor  vehicles  for  general  distribution  also. 
We  urge  that  the  Society  urge  our  United  States 
senators  to  press  for  passage  of  this  act  during  the 
current  session  of  Congress. 

Thom.vs  C.  McOsker.  m.d..  Chairman 

Social  W elfare 

The  Committee  on  Social  Welfare  is  currently 
concerned  with  the  licensure  and  regulation  of 
homes  for  aged  and  convalescent  persons  in  Rhode 
Island.  For  that  reason  it  has  met  with  the  State 
Director  of  the  Department  of  Social  Welfare  and 
members  of  his  staff’,  and  it  has  carefully  reviewed 
all  regulations  currently  imposed,  and  it  now  off’ers 
recommendations  for  the  improvement  of  the  care 
of  the  patients  utilizing  these  homes. 

Presently  there  are  161  licensed  homes  for  aged 
or  convalescent  persons  with  a total  of  2.229  beds. 
Undoubtedly  there  will  be  an  increase  in  the  num- 
ber of  these  homes  in  the  coming  months  and  years. 
In  the  opinion  of  this  Committee  every  effort 
should  be  directed  toward  maintaining  the  highest 
standards  in  the  operation  and  maintenance  of  such 
homes  with  particular  emphasis  on  medical  care 
and  supervision. 

Your  Committee  commends  the  Department  of 
.Social  M’elfare  for  its  effective  work  in  maintain- 
ing standards  in  the  homes  for  which  it  issues 
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licenses,  and  it  l^elieves  that  additional  staff  per- 
sonnel should  be  employed  to  aid  in  the  work  of 
visiting  and  checking  the  operation  of  the  homes 
periodically. 

The  present  regulations  of  the  Department  in 
the  opinion  of  the  Committee  do  not  clearly  indi- 
cate that  more  than  one  person  should  he  in  attend- 
ance in  the  home  in  a responsible  capacity  at  all 
times.  The  regulations  merely  state  that  a regis- 
tered nurse  or  practical  nurse  shall  he  on  duty  at 
specified  hours.  The  registered  nurse  coverage  re- 
quirement is  on  the  basis  of  a minimum  of  forty 
hours  weekly,  but  there  are  a few  small  homes  that 
were  classified  as  nursing  homes  prior  to  the  estab- 
lishment of  the  R.N.  requirement  for  whom  the 
rule  is  waived.  However  the  Department  records 
that  in  no  instance  has  such  a home  been  approved 
without  recommendation  of  a physician  who 
vouched  for  the  ability  of  the  applicant.  Since 
December,  1954,  all  new  nursing  homes  have  been 
required  to  provide  the  forty-hour-per-week  regis- 
tered nurse  care  during  the  day,  with  the  balance 
of  the  twenty-four  hour  period  being  covered  by  a 
licensed  practical  nurse. 

According  to  the  Department  88  registered 
nurses  are  now  employed  in  the  nursing  homes,  in- 
cluding owners  and  staff  nurses  living  on  the  prem- 
ises, who  cover  more  than  one  shift.  Of  this  number 
24  are  owners,  and  on  call  at  practically  all  hours. 
Sixteen  are  employed  on  night  shifts,  and  the  bal- 
ance on  days. 

This  Committee  is  of  the  opinion  that  there 
should  be  a designated  aide  or  attendant,  or  person 
otherwise  responsible,  available  at  all  times  in  the 
event  the  registered  nurse  or  the  practical  nurse  is 
occupied  when  an  emergency  might  arise.  Such 
authorized  aide  or  attendant  should  be  properly 
designated  for  the  information  of  all  patients  in  the 
respective  home. 

SPECIAL  REGULATIONS.  The  Commit- 
tee has  considered  Regulation  10  which  reads : 
Adequate  sleeping  quarters  must  be  provided 
and  no  more  than  two  patients  may  occupy  any 
one  room.  Each  semi-private  room  must  ha\e  a 
minimum  area  of  160  square  feet. 

The  Department  justifies  this  rule  with  the  un- 
derstanding that  the  long-term  patient  who  has 
little  prospect  of  returning  to  his  or  her  own  home 
has  every  right  to  live  in  as  homelike  an  atmosphere 
as  is  possible.  Therefore  the  limitation  of  two  to  a 
room  is  provided  in  the  belief  that  two  persons  can 
he  expected  to  adjust  to  each  other’s  idiosyncrasies, 
but  that  more  than  two  in  a room  can  cause  an 
older  person,  denied  reasonable  privacy  and  oppor- 
tunity for  self-expression,  to  withdraw  from  his  or 
her  surroundings  much  as  does  a child. 

The  Committee  concurs  with  this  reasoning  as 
justifying  the  regulation. 


Regulation  1 1 reads  as  folkjws  : 

4 he  rooms  shall  he  well  ventilated  and  lighted, 
with  a minimum  of  two  windows  in  a semi-pri- 
vate room. 

1 his  regulation  has  been  in  effect  for  more  than 
twenty  years  according  to  the  Department.  It  is 
interpreted  by  the  present  staff  of  the  Department 
to  mean  an  area  providing  light  and  ventilation 
ordinarily  provided  by  the  average  window.  In 
some  few  instances  where  an  existing  window  is 
found  to  have  twice  the  area  of  an  average  window 
the  room  has  been  approvefl  as  har  ing  the  equiva- 
lent of  two  windows. 

The  Committee  recommends  that  this  regula- 
tion be  reviewed  in  the  light  of  modern  lighting  and 
ventilation  systems  and  architecture,  and  that  it  he 
rewritten  accordingly  without  lessening  the  objec- 
tive sought  for  a standard  of  comfort  and  health 
of  the  patients. 

Regulation  5 stipulates  that  — 

No  licensee  will  be  issued  a license  to  operate,  or 
to  participate  in,  the  concurrent  operation  of 
more  than  one  home  for  aged  or  convalescent 
persons,  nor  will  favorable  consideration  be 
given  any  applicant  who  operates  such  a home  in 
another  state. 

In  justification  of  this  rule  the  Department  main- 
tains that  some  years  ago  it  became  apparent  that 
when  more  than  one  home  was  operated  by  an  in- 
dividual, one  or  both  suffered  from  poor  adminis- 
tration, being,  to  a considerable  degree  controlled 
by  ])ersonnel  who  were  not  directly  responsible  to 
the  Department  or  who  assumed  little  or  no  respon- 
sibility for  high  standards  of  care.  The  Department 
believes  this  regulation  has  resulted  in  higher 
standards  and  at  the  same  time  has  effectively 
prevented  monopoly  which  has  proven  to  be  a seri- 
ous problem  in  other  states.  The  Department  main- 
tains that  small  homes  meet  a definite  need  in  our 
state,  and  if  it  were  not  so  restrictive  it  believes 
that  a large  syndicate  might  be  expected  to  force 
small  facilities  out  of  business  in  a comparatively 
short  time. 

Your  committee  cannot  agree  with  this  reason- 
ing. In  the  first  instance  the  Department  is  author- 
ized to  license  homes  that  meet  high  standards  for 
the  care  of  the  patients  to  be  boused.  Each  home  to 
be  licensed  is  judged  on  its  individual  merits  as 
regards  its  adequacy  of  the  purpose  intended,  the 
qualifications  of  its  personnel,  etc.  The  ability  of 
one  or  more  such  licensees  to  maintain  an  approved 
establishment  in  more  than  one  community  should 
not  be  a deterrent  to  the  licensure  of  the  second 
approved  home.  In  our  opinion  the  question  is  not 
one  of  ownership,  once  the  applicant  is  fully  ap- 
proved and  qualified  as  a responsible  person,  but 
one  of  maintaining  a high  standard  of  service  and 
supervision  in  each  individual  home. 

concluded  on  next  page 
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Your  Committee  believes  this  regulation  should 
he  eliminated.  We  further  recommend  that  the 
State  Department  of  Social  Welfare  give  consider- 
ation to  the  proposal  that  a doctor  of  medicine  he 
employed,  not  necessarily  on  a full  time  basis,  to 
supervise  the  medical  provisions  of  the  licensure 
regulations,  with  particular  regard  to  the  individual 
medical  and  health  care  of  the  persons  housed  in  all 
aged  and  convalescent  homes. 

STAXDARD  ORDERS  FOR  NURSES. 
We  also  recommend  that  Standing  Orders,  similar 
to  those  approved  for  nurses  engaged  in  industrial 
health  work,  he  adopted  for  the  nurses  in  the 
licensed  homes.  To  this  end  the  Committee  submits 
as  ])art  of  this  report  a suggested  draft  of  such 
Standing  Orders  (Appendix  A ). 

GUIDES  FOR  MEDICAL  CARE  IN  LI- 
CENSED HOMES.  The  Committee  on  Medical 
Facilities  of  the  Council  on  Medical  Service  of  the 
.American  IMedical  Association  has  been  engaged 
for  some  time  in  a study  of  the  activities  in  the 
field  of  nursing  homes.  In  its  report  to  the  House 
of  Delegates  of  the  American  Medical  Association, 
at  Dallas.  Te.xas  (December  1-4,  1959),  it  noted 
that  one  of  the  great  needs  is  improvement  in  the 
standards  of  the  nation’s  nursing  homes. 

•As  a service  to  these  facilities,  their  parents,  and 
the  physician  caring  for  these  patients,  guides  for 
medical  care  in  nursing  homes  and  related  facilities 
ha\  e been  developed.  These  guides,  drafted  by  the 
liaison  committee  of  the  .American  IMedical  Asso- 
ciation and  the  American  Nursing  Home  .Associa- 
tion, are  appended  to  and  made  part  of  this  report 
(.Appendix  B). 

A’our  Committee  recommends  the  adoption  of 
these  guides  for  use  by  the  Department  of  Social 
Welfare  in  Rhode  Island,  with  the  co-operation 
and  assistance  of  the  Society. 

DIET  GUIDES.  The  Committee  recommends 
that  the  Rhode  Island  Normal  and  Therapeutic 
Diet  Guide  written  in  1951  by  a diet  therapy  com- 
mittee, and  approved  by  the  Rhode  Island  Medical 
.Society,  the  State  Health  Department,  and  the 
Rhode  Island  Dietetic  .Association,  be  revised  and 
pul)lished.  Distribution  of  this  guide  should  be 
made  to  everv  physician  in  the  state,  and  also  to 
the  supervisor  of  every  licensed  home. 

PHYSICIAN  INTEREST.  The  Committee  is 
in  agreement  that  the  private  physicians  through- 
out the  state  should  be  urged  to  maintain  a more 
active  interest  in  the  medical  supervision  of  the 
homes,  and  the  medical  care  rendered  to  patients 
in  them.  We  recommend  that  the  .Society  direct  a 
mes.sage  to  the  entire  membership  calling  attention 
to  the  fact  that  medical  care  in  homes  for  the  aged 
and  convale.scents  should  have  the  maximum  med- 
ical supervision  liy  ])hysicians  in  the  local  areas. 
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and  that  local  county  and  district  medical  associa- 
tions should  undertake  to  check  on  all  persons,  and 
particularly  the  aged,  residing  in  the  facilities  in 
their  areas.  We  particularly  emphasize  the  impor- 
tance of  the  patient  having  the  attention  of  his  or 
her  own  private  physician  at  all  times.  Attention 
of  all  physicians  should  also  be  directed  to  the 
Guides  for  Medical  Care  in  Nursing  Homes  and 
Related  Facilities,  to  which  reference  is  made 
above  (Appendix  B). 

* * 

This  Committee  recommends  that  the  Depart- 
ment of  Social  Welfare  give  careful  consideration 
to  the  recommendations  stated  in  this  report,  and 
further,  that  it  have  periodic  checks  conducted  of 
each  licensed  home,  and  that  it  submit  reports  regu- 
larly to  the  Committee  on  Social  M elfare  of  the 
Rhode  Island  Medical  Society  in  order  that  the 
Society  mav  assist  the  Department  in  any  of  its 
problems  invoh  ing  medical  treatment  and  care  of 
all  persons  residing  in  aged,  or  convalescent  homes. 

Respectfully  submitted, 

Peter  Mathieu,  m.d..  Chairman 


APPENDICES  A and  B of  this  report  will  be  published 
in  the  April  issue  of  the  Journal. 
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PROVISIONAL  VITAL  STATISTICS,  1959 
RHODE  ISLAND  DEPARTMENT  OE  HEALTH 


T)rovisioxal  vital  STATISTICS  for  1959  are 

available  from  vital  records  filed  currently  dur- 
ing the  twelve-month  period.  The  data  for  1958 
are  given  also  to  obtain  an  indication  of  trends ; 
these  data  are  not  strictly  comparalfie,  since  the 

1958  data  include  events  filed  through  March  20, 
1959.  This  report  gives  the  provisional  numbers 
for  events  that  occurred  in  Rhode  Island  regard- 
less of  the  place  of  residence.  The  final  report  will 
give  data  for  Rhode  Island  residents  regardless  of 
place  of  occurrence  and  will  include  certificates 
received  through  March  20,  1960. 

Births 

There  were  19,283  live  births  recorded  during 

1959  representing  an  increase  of  2 per  cent  over 
last  vear’s  total.  The  crude  birth  rate  of  22.0  per 
1,000  population  was  practically  the  same  as  the 
rate  of  21.9  obtained  for  1958. 

Marriages 

The  number  of  marriages  recorded  increased  by 
1.7  per  cent  and  the  rate  by  1.5  per  cent  in  1959 
from  their  levels  in  1958.  In  1959  there  were  5,753 
marriages  recorded  compared  with  5,659  last  year. 
The  1959  and  1958  rates  per  1,000  population  were 
6.6  and  6.5,  respectively. 

Deaths 

The  death  rate  for  1959  was  10.0  per  1.000  popu- 
lation, about  3 per  cent  below  the  rate  of  10.3  ob- 
tained in  1958.  The  number  of  deaths  recorded  in 
1959  (8,753)  was  120  less  than  in  1958  (8,873). 

In  1959  there  were  447  deaths  of  babies  under 
one  year  of  age ; this  is  an  increase  of  40  or  almost 
10  per  cent  when  compared  with  1958  (407).  The 
infant  mortality  rate  (23.2  per  1,000  live  births)  in- 
creased by  approximately  8 per  cent  over  the  1958 
rate  of  21.5. 

.Slightly  more  than  three-fourths  (76.1  per  cent) 
of  the  infant  deaths  occurred  during  the  first  28 
davs  of  life.  There  were  340  neonatal  deaths  in 


1959,  representing  an  increase  of  10  per  cent  over 
the  308  neonatal  deaths  in  1958.  The  1959  rate 
( 17.6  per  1,000  live  births)  increased  by  8 per  cent 
over  the  rate  of  16.3  obtained  in  1958. 

A slight  improvement  is  noted  in  the  maternal 
death  rate  for  1959,  2.1  per  10,000  live  births  when 
compared  with  2.6  in  1958.  There  was  1 less  ma- 
ternal death  during  the  past  year  than  in  1958  (5 
in  1958  and  4 in  1959). 

Fetal  Deaths 

In  1959  fetal  deaths,  which  are  not  included  in 
total  deaths,  numbered  430  compared  to  291  fetal 
deaths  (stillbirths)  reported  in  1958;  this  is  nearly 
a 50  per  cent  increase  between  the  two  years.  The 
rate  rose  markedly  from  15.4  per  1,000  live  births 
in  1958  to  22.3  in  1959.  The  increased  fetal  death 
rate  in  1959  is  believed  to  be  due  almost  wholly  to 
1 ) the  lowering  of  the  gestation  period  mentioned 
below  and  2 ) improved  reporting. 

Fetal  death  rules  and  regulations  were  revised 
effective  April  1.  1959.  These  revisions  were  made 
in  co-operation  with  the  Perinatal  Mortality  Com- 
mittee of  the  Rhode  Island  Medical  Society.  This 
committee  has  stimulated  interest  in  these  events 
among  obstetricians.  The  required  period  for  re- 
porting was  shortened  from  six  months  gestation 
to  include  any  product  of  20  weeks  or  more  gesta- 
tion. All  products  of  gestation  are  requested  to  be 
reported,  as  has  been  the  practice  in  the  past. 

Principal  Causes  of  Death 

The  ten  leading  causes  of  death  accounted  for 
seven  eighths  of  the  total  deaths  in  1959.  The  rank 
order  of  the  first  four  causes  was  the  same  for 
1958  and  1959.  Diseases  of  the  heart,  which  headed 
the  list,  killed  138  more  people  in  1959  than  in 
1958.  There  were  fewer  deaths  from  malignant 
neoplasms  and  vascular  lesions  in  1959.  An  increase 
was  noted  in  the  mortality  rate  from  motor-vehicle 


Item 

Live  Births* 

Marriages* 

Deaths* 

Infant  Deaths** 

Neonatal  Deaths** 
Fetal  Deaths** 


TABLE  I 

Vital  Statistics:  Rhode  Island,  1958  and  1959 


1959 

Number 

1958 

Percent 

Change 

1959 

Rate 

1958 

Percent 

Change 

19,283 

18,911 

+2.0 

22.0 

21.9 

+0.5 

5,753 

5,659 

+ 1.7 

6.6 

6.5 

+ i *5 

. 8,753 

8,873 

—1.4 

10.0 

10.3 

—2.9 

447 

407 

+9.8 

23.2 

21.5 

+7.9 

340 

308 

+ 10.4 

17.6 

16.3 

+8.0 

430 

291 

+47.8 

22.3 

15.4 

+44.8 

*Rate  per  1,000  population 

**Rate  per  1,000  live  births 
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accidents.  and  pneumonia  dropped  from  5th  place  in  1958  to 

Certain  diseases  of  early  infancy  jumped  from  7th  in  1959.  Congenital  malformations  ranked  9th 
6th  place  in  1958  to  5th  place  in  1959;  influenza  among  the  leading  causes  in  1959,  hut  was  not  in- 

continued  on  next  page 


TABLE  II 


Deaths  and  Death  Rates  per  100,000  Population  from  Ten  Principal 
Causes  of  Death:  Rhode  Island,  1958  and  1959 


7959 


1958 


Causes  of  Death 

Number 

Rate 

Number 

Rate 

1,  Diseases  of  the  heart 

3,926 

448.7 

3,788 

437.9 

2,  Malignant  neoplasms  

1,551 

177.3 

1,585 

183.2 

3,  A’ascular  lesions  

855 

97.7 

911 

105.3 

4,  Accidents  

.307 

35.1 

301 

34.8 

5.  Diseases  of  early  infancy  

272 

31.1 

251 

29.0 

6,  Diabetes  mellitus  

219 

25.0 

233 

26.9 

7,  Influenza  and  pneumonia  

189 

21.6 

259 

29.9 

8,  Cirrhosis  of  liver  

121 

13.8 

132 

15.3 

9.  Congenital  malformations  

114 

13.0 

96 

11.1 

10.  Other  diseases  of  circulator v system  

111 

12.7 

106 

12.3 

TABLE  III 

Provisional  Numbers  of  Deaths  from  Selected  Causes:  Rhode  Island,  1958  and  1959 

(Excludes  fetal  deaths;  Rates  per  100,000  estimated  population 

except  as  noted ) 

Cause  of  Death 

1959 

1958 

(Seventh  Revision  of  the  International  Lists,  1955) 

Number 

Rate 

Number 

Rate 

All  Causes#  

Tuberculosis,  all  forms  (001-019)  

Syphilis  & its  sequelae  (020-029)  

Typhoid  fever  (040)  

Dysentery,  all  forms  (045-048)  

Scarlet  fever  & streptococcal  sore  throat  (050,  051 ) 

Diphtheria  (055)  

Whooping  cough  (056)  

Meningococcal  infections  (057)  

.\cute  poliomyelitis  (080)  

Encephalitis  (082)  

Measles  (085)  

Infectious  hepatitis  (092)  

Malignant  neoplasms  (140-205)  

Diabetes  mellitus  (260)  

Meningitis,  except  meningococcal  & tuberculous  (340) 
Cardiovascular-renal  dis.  (330-334,  400-468,  592-594) 

Vascular  lesions  (330-334)  

Rheumatic  fever  (400-402)  

Diseases  of  heart  (410-443)  

Hypertension  without  mention  of  heart  (444-447) 
General  arteriosclerosis  (450) 

Other  diseases  of  circulatory  system  (451-468) 

Chronic  & unspecified  nephritis  (592-594) 

Influenza  (480-483)  

Pneumonia  (490-493)  

Bronchitis  ( 500-502 ) 

Ulcer  of  stomach  & duodenum  (540,  541)  

Appendicitis  (550-553)  

Hernia  & intestinal  obstruction  (560,  561,  570)  

Gastritis,  enteritis,  etc.  (543,  571,  572)  

Cirrhosis  of  liver  (581)  

.Acute  nephritis  & nephrosis  (590,  591)  

Hyperplasia  of  prostate  (610)  

Complications  of  pregnancy,  childbirth,  etc.* *  (640-689) 

Congenital  malformations  (750-759)  

Certain  diseases  of  early  infancy  (760-776) 

Symptoms,  senility  & ill-defined  conditions  (780-795) 

.Accidents  ( 800-962 ) 

Motor-vehicle  accidents  (810-835)  

-All  other  accidents  (800-802,  840-962)  

Suicide  (963,  970-979)  

Homicide  (964,  980-985)  


8,753 

10.0 

8,873 

10,3 

52 

5.9 

41 

4.7 

13 

1.5 

10 

1.2 

5 

0.6 

3 

0.3 

1 

0.1 

1 

0.1 

5 

0.6 

1 

0.1 

1 

0.1 

3 

0.3 

4 

0.5 

6 

0.7 

3 

0.3 

1,551 

177.3 

1,585 

183.2 

219 

25.0 

233 

26.9 

7 

0.8 

9 

1.0 

5,124 

585.6 

5,083 

587.6 

855 

97.7 

911 

105.3 

2 

0.2 

5 

0.6 

3,926 

448.7 

3,788 

437.9 

74 

8.5 

73 

8.4 

110 

12.6 

134 

15.5 

111 

12.7 

106 

12.3 

46 

5.3 

66 

7.6 

3 

0.3 

5 

0.6 

186 

21.3 

254 

29.4 

33 

3.8 
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eluded  in  the  1958  list  of  ten  principal  causes  of 
deaths. 

Table  II  shows  the  number  of  deaths  with  rates 
per  100.000  population  for  the  ten  principal  causes 
of  deaths  in  1959  and  for  these  same  causes  in  1958. 

Population  estimates  are  provided  by  the  United 
States  Bureau  of  the  Census  in  “Current  Popula- 
tion Reports”  Series  P-25,  Xumbers  208  and  210. 
The  revised  1958  estimate  is  865.000  and  the  provi- 
sional 1959  figure  is  875,000  for  the  State  of  Rhode 
Island. 

In  Table  III  are  shown  the  provisional  numbers 
of  deaths  from  selected  causes  with  rates  for  1958 
and  1959.  (A  more  detailed  breakdown  of  causes 
of  death  is  available  upon  request. ) 


PROVIDENCE  MEDICAL  ASSOCIATION 

concluded  from  page  186 

does  not  lower  blood  sugar  in  non-diabetics.  He 
advised  starting  at  low  dosage  and  cutting  back 
quickly  if  G.  I.  Symptoms  become  evident.  Some 
difficult  to  control  diabetics  may  be  better  handled 
with  DBI  and  insulin  than  insulin  alone. 

Doctor  Renold.  utilizing  lantern  slides,  discussed 
the  mechanism  of  action  of  various  oral  hypo- 
glycemic agents.  The  exact  mechanism  is  not 
known  but  the  sulfonyl  ureas  seem  to  stimulate  the 
release  of  hypoglycemic  agent  from  the  pancreas, 
increase  the  plasma  insulin  activity  and  decrease 
the  production  of  ketone  bodies  in  the  liver.  For 
DBI  it  is  postulated  that  an  inhibition  of  certain 
oxidative  enzymes  occurs  (interruption  of  the 
Krebs  cycle).  He  closed  by  mentioning  some  of  the 
newer  drugs  having  hypoglycemic  activity  which 
are  currently  under  investigation. 

The  meeting  was  adjourned  at  10  :30  p.m. 

-Attendance  was  96. 

Collation  was  served. 

Respectfully  submitted. 

William  A.  Reid.  m.d..  Secretary 
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y successful 

in  a wide  variety  of  infectious  diseases  encountered 
in  daily  practice.  More  than  120  published  clinical 
reports  attest  to  the  superiority  and 
effectiveness  of  oleandomycin-tetracycline. 


with  triacet ijl olca n do rn yc in 


antibiotic  of  choice  when  sensitivity  testing  is  difficult 
or  impractical. 

THE  HOUSE-CALL  ANTIBIOTIC 

available  as: 

Capsules  Oral  Suspension  Pediatric  Drops 

raspberry -flavored 

125  mg.  2 oz.  bottle,  125  mg.  10  cc.  bottle  (with  cali- 

250  mg.  per  teaspoonful  (5  cc.)  brated  dropper),  5 mg. 

per  drop  (100  mg.  per  cc.) 

Each  250  mg.  of  Cosa-Signemycin  contains:  glucosamine- 
potentiated  tetracycline— 167  mg.,  triacetyloleandomycin— 83  mg. 


Bibliography  and  professional  information  booklet  on  coSA-SiGNEMYCIN 
available  on  request. 


Science  for  the  ivoiid’s  ivell-being™ 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 


IN  CHILDREN  COMPAZINE®  RELIEVES  NAUSEA 

brand  of  prochlorperazine 

STOPS  VOMITING  FROM  VIRTUALLY  ANY  CAUSE 


a tnyor  advantage  with  ^Compazine  . . . Nausea  and  vomiting 
are  usually  controlled  during  the  first  day  of  therapy. 
Therefore,  ji^e^han  one  day’s  therapy  is  seldom  necessary. 

■ Useful’ ‘^impazine’  dosage  forms  for  children  include 

'-‘Compazine’  Syrup  (5  rng./5  cc.),  and  234  mg.  and 

5 mg.  Suppositories. 

It  is  important  always  to  use  the  lowest  effective 
dosage,  because  as  dosage  is  raised  the  possibility 
of  side  effects  increases.  For  dosage,  cautions 
and  contraindications,  see  comprehensive 

S.K.F.  literature. 


SMITH 

KLINES 

FRENCH 
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TRUE  BROAD-SPECTRUM  COVERAGE 


...PROVED  clinical  EFFICAC 


In  the  struggle  against  sepsis,  Chloromycetin  — effective  . . against  most  bacteria,  Ricketi 
Treponema,  and  some  viruses...”*  — has  proved  a dependable  weapon  in  a variety  of  infections. 

“Over  90  per  cent  of  staphylococci  isolated  from  infections  in  most  institutions  arc  relatively  sens! 
to  chloramphenicol. ”2  In  a study  of  a significant  number  of  gram-negative  organisms  it  ivas  foi 
that  CHLOROMYCETIN  was  more  effective  in  in  vitro  sensitivity  tests  than  were  other  widely  u 
broad-spectrum  antibiotics. ^ Moreover,  through  the  years,  the  incidence  of  strains  of  bacti 
resistant  to  Chloromycetin  has  remained  virtually  constant  and  strikingly  low.'*-^ 


IN  VITRO  SENSITIVITY  OF  GRAM-POSITIVE  ORGANISMS  TO  CHLOROMYCETIN  i) 
TO  THREE  OTHER  BROAD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIN  (254  strains) 


ANTIBIOTIC  A (260  strains) 
AKOBLOTIC  B (26(  strains) 
AimiOTtC  C (255  strains) 


i 


'.Adapted  from  Lcming  S;  Flanigan.^ 


t 


llUTSTANDINGLY  EFFECTIVE  AGAINST  A WIDE  RANGE  OF  PATHOGENS 


HLOROMYCETiN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  250  mg.,  in 
'■ottles  of  16  and  100. 


iHLORONtvcETi.N  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its  aclmin- 
'itration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
jdequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  Intermittent  therapy. 


.eferences:  (1)  Morton,  J.  J.:  Yale  J.  Biol.  & Med.  31:397,  lO.'iQ.  (2)  Rogers,  D.  E.,  & Louria,  D.  B.:  New  England  J.  Med.  261:86,  1959. 
li)  Leming,  B.  H.,  Jr.,  & Flanigan,  C.,  Jr.,  in  Welch,  H.,  &:  Marti-Ibaner,  F.:  .Antibiotics  Annual  1958-1959,  New  Vork,  .Medical  Encyclo- 
edia,  Inc.,  1959,  p.  4 14.  (4)  Edwards,  T.  S.:  Am.  J.  OI>hth.  48: 19,  1959.  (5)  Olai  te,  J.,  & de  la  Torre,  J.  .A.:  .dm.  J.  Trap.  Med.  18:324,  1959. 
9 Sitter,  L.  S.,  & Ulrich,  E.  W.:  Antibiotics  & Cliemothcr.  9:38,  1959.  (7)  Holloway,  IV.  J.,  & Scott,  E.  G.:  Uelaiaure  M.  J.  30:175,  1958. 

N VITRO  SENSITIVITY  OF  GRAM-NEGATIVE  ORGANISMS  TO  CHLOROMYCETIN  AND 
I TO  THREE  OTHER  BROAD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIN  (244  strains) 
ANTIBIOTIC  A (245  strains) 


AHTIBIOTIC  B (237  strains) 
ANTIBIOTIC  C (23B  sfrains) 


'ARKE,  DAVIS  & COMPANY  • Detroit  32,  Michigan 


*Adaptcd  from  Leming  fl:  Flanigan.® 


PARKE-DAVIS 


li 
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Trust 


The  Here 
and  Now 


Not  all  trusts  are  created  under  the 
terms  of  a Will.  More  and  more  are 
living  trusts  — set  into  action  by  writ- 
ten agreement  here  and  now. 

This  is  the  modern  trend,  and  there 
are  good  reasons  why  — 

• You  can  place  some  or  all  of  your  secu- 
rities in  trust,  retaining  final  invest- 
ment control  or  not,  as  you  wish. 

• The  trust  is  revocable  during  your  life- 
time; you  can  change  its  terms  any 
time,  even  cancel  it. 


family.  And  come  retirement,  you’ll  be 
free  to  travel  and  relax. 

• Your  trust  can  continue  for  the  benefit 
of  your  dependents,  as  part  of  your 
long-range  program  for  their  financial 
protection  without  going  through  your 
probate  estate. 

Let  us  show  you  how  a living  trust  can 
be  shaped  to  your  particular  needs  and 
those  of  your  family.  We’ll  be  glad  to 
arrange  a conference  with  your  attor- 
ney and  you,  at  your  convenience. 


• W'ith  your  investments  well  tended  to, 
you  have  more  time  for  your  business 
or  profession  . . . more  time  for  your 


Oldest  Trust  Company  in  New  England 


Providence  • Bristol  • Cranston  • East  Greenwich  • East  Providence 
Newport  • Pawtucket  • Wakefield  • Woonsocket 
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allergic  and  inflammatory  skin  disorders  (including  psoriasis) 


Substantiated  by  published  reports  of  leading  clinicians 


• eft'ective  control 

of  allergic 
and  inflammatoiy 
symptoms''^ 


• minimal  disturbance  i 

of  the  patient’s  i 
chemical  and  psychic  ; 
balance’^’® 


Jt  the  recommended  antiallergic  and  anti- 


inflammatory dosage  lecel.s,  AHISTOCOHT  means: 

• freedom  from  salt  and  water  retention 

• virtual  freedom  from  potassium  depletion 

• neffligible  caleiiim  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite  — no  excessive  weight  gain 

• low  incidence  of  peptic  ulcer 

• low  incidence  of  osteoporosis  with  compression  fracture 

Precautions:  With  ahistocort  all  traditional  precautions  to  corticosteroid  therapy 
should  he  observed.  Dosage  should  always  he  carefully  adjusted  to  the  smallest 
amount  which  will  suppress  symptoms. 

After  patients  have  been  on  steroiils  for  prolonged  periods,  discontinuance  must  be 
carried  out  gradually  over  a period  of  as  much  as  several  weeks. 

Supplied:  1 mg.  scored  tablets  (yellow);  2 mg.  scored  tablets  (pink);  4 mg. 
scored  tablets  (white)  ; 16  mg.  scored  tablets  (white). 

Diacctate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of 
5 cc.  (25  nig./cc.). 


References:  1.  Feinberg,  S.  M.;  Feinberg,  A.  R.,  and  Fisherman, 

E-  W. : J.A.M.A.  167:58  (May  3)  1958.  2.  Epstein,  J.  I.,  anti  Sher- 
wood. H.:  Conn.  Med.  22:822  (Dec.)  1958.  3.  Friedlaendcr,  S.,  and 
Frieiilaender,  A.  S. : Antibiotic  Med.  & Clin.  Ther.  5:315  (May) 

1958.  4.  Segal,  M.  S.,  and  Duvenci,  J.:  Bull.  Tufts  N.E.  MedicrU 

Center  4:71  (April-June)  1958.  5.  Segal,  M.  S. : Report  to  the 
A.M.A.  Council  on  Drugs,  J.A.M.A.  169:1063  (March  7)  1958.  ■ 
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Arthritis  & Rheumatism  1:215  (June)  1958.  10.  Harlung,  E.  F. : 
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Outstanding 


DESITIN 


OINTMENT 


CONTAINS. 
Norwegian 
Cod  Liver  Oil 
Zinc  Oxide 
Talcum 
Petrolatum 
Lanolin 


to  prevent 
and  clear  up 

diaper  rash 


' Manufactured  by 

' OESITIN  CHEMICAL  CO 


T 'i*. 


DESITIN 

OINTMENT 


physically  Desitin  Ointment  assures  constant  protection  against  the  irrita- 
tion of  urine  and  excrement. 

bacferiosfafically  it  markedly  inhibits  ammonia-producing  bacteria. 

therapeutically  Desitin  Ointment  soothes,  lubricates  — and  stimulates 

healing  by  means  of  high  grade  cod  liver  oil,  rich  in 
vitamins  A and  D and  unsaturated  fatty  acids. 

samples  and  literature  available  from... 

DESITIN  CHEMICAL  COMPANY  • 812  Branch  Avenue,  Providence  4,  R.  I. 
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Tetracycline  Phosphate  Complex  (TETREX®) 

U.S.  PAT.  NO.  2,791,609 

in  the  Therapy  of  PNEUMONIA 


Preferably,  antibiotic  therapy  should  be  based 
on  pretreatnient  culture  of  the  offending  patho- 
gen. but  in  bacterial  pneumonia  tbe  problem  may 
well  be  too  pressing  to  permit  the  required  delay 
of  24  to  48  hours.  A differential  diagnosis  among 
bacterial  pneumonias,  based  on  such  clinical 
grounds  as  speed  of  onset,  sepsis  and  pain  may 
guide  the  choice  of  antibiotic  for  initiation  of 
therapy. 

Should  clinical  judgment  dictate  that  antibi- 
otic therapy  be  started  immediately,  at  the  same 
time  a sputum  sample  or  a subglottic  swab  can  be 
sent  to  the  laboratory  for  culture  and  sensitivity 
studies.  If  the  response  to  the  first  antimicrobial 
agent  proves  unsatisfactory,  a reasonable  basis 
for  changing  therapy  will  then  be  at  hand. 

Choosing  the  Antibiotic 

Since  therapy  must  be  started  at  once  for  bac- 
terial pneumonia,  it  is  advisable  to  choose  a 
broad-spectrum  antibiotic  that  quickly  produces 
high  levels  of  active  agent  (e.g.,  tetracycline 
phosphate  complex,  tetrex).  Such  an  antibiotic 
probably  has  the  best  cbance  of  controlling  the 
pathogen,  whether  it  be  gram-negative  or  gram- 
positive. And  if  tbe  laboratory  report  shows  that 
the  invading  organism  is  much  less  sensitive  to 
tetracycline  than  to  other  agents,  the  patient  can 
then  be  changed  to  an  appropriate  antibiotic.  If 
the  difference  in  sensitivity  is  slight,  then  the 
possibility  of  side  effects,  sensitization,  and  tox- 
icity should  be  evaluated  before  changing  therapy 
to  another  antibiotic. 

The  greatest  number  of  bacterial  pneumonias 
are  caused  by  pneumococci,  which  respond  very 
well  to  penicillin,  tetracycline,  and  chloram- 
phenicol. Also,  these  antibiotics  are  usually 
effective  against  the  other  gram-positive  coccal 
pneumonias.  But  penicillin  is  ineffective  against 
the  viral  pneumonias  and  the  gram-negative 
Hemophilus  influenzae  and  Klebsiella  pneu- 
moniae. Although  K.  pneumoniae  causes  only 
about  1 to  2 per  cent  of  pneumonia  cases  on  the 
average, 1 these  are  apt  to  be  acute  and  fulmi- 
nating (Friedlander’s  pneumonia),  with  a high 
mortality  rate  if  not  effectively  treated.  Since 
pneumococcal  pneumonia  may  be  difficult  to 
distinguish  clinically  from  Friedlander’s,  except 
by  gram-stained  sputum  smear,  it  may  be  wiser 
to  start  treatment  with  an  agent  also  effective 
against  Klebsiella. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey-  it  was  found  that  penicillin  produced 


severe  skin  reaction.  But  most  important  was  the 
observation  that  anai)hylactic  shock,  with  a 
fatality  rate  of  about  9 per  cent,  was  tbe  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

Tetracycline  is  also  clinically  effective  in  pri- 
mary atypical  pneumonia.'^ 

The  tetracyclines  (e.g.,  tetrex)  have  the 
advantage  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  the 
physician  does  not  have  to  trouble  himself  or  his 
patients  with  repeated  blood  studies  when  he 
prescribes  tetrex.  Minor  reactions  such  as  gas- 
tric ui)sets  or  mild  skin  rashes  occur  occasionally. 
The  most  serious  side  effects  are  staphylococcal 
and  monilial  overgrowth,  but  these  are  rare  and 
can  be  adequately  controlled. 

No  one  would  deny  that  appropriate  antibiotic 
therapy  has  greatly  reduced  morbidity  and  saved 
many  lives  of  patients  with  bacterial  pneumonia. 
Nevertheless,  general  supportive  measures  in  the 
care  of  patients  remain  important  even  today. 
Especially  in  the  desperately  ill  patient,  antibi- 
otics are  not  considered  as  substitutes  for  the 
individual  evaluation,  clinical  observation  and 
judgment  of  the  physician. 


Some  Micro-organisms  Susceptible^  to 
T etracycline  ( TETREX ) *’ 

Streptococcus;  Staphylococcus;  Pneumococ- 
cus; Gonococcus;  Meningococcus;  C.  diph- 
theriae;  B.  anthracis;  E.  coli;  Proteus;  A. 
aerogenes;  Ps.  aeruginosa;  K.  pneumoniae; 
Shigella;  Brucella;  P.  tularensis;  H.  influ- 
enzae; T.  pallidum;  Rickettsiae;  Viruses  of 
psittacosis  and  ornithosis,  lymphogranuloma 
inguinale,  primary  atypical  pneumonia;  E. 
histolytica ; D.  granulomatosis. 

a Some  strains  are  not  susceptible. 

b Table  adajtted  from  Goodman,  L.  S..  and  Gilman,  A.; 
The  Pharmaceutical  Basis  of  Therapeutics.  2nd  edition. 
New  York,  The  Macmillan  Co.,  1956,  pp.  1322-1323. 


References:  1.  Wood,  W.  E.,  Jr.:  In:  A Textbook  of  Medicine. 
Edited  by  Cecil,  R.  L.,  and  Loeb,  R.  F.,  9th  edition,  Philadelphia, 
W.  B.  Saunders  Co.,  1955,  p.  145.  2.  Welch,  H.;  Lewis,  C.  H. ; 
W'einstein,  H.  I.,  and  Boeckman,  B.  B. : Severe  reactions  to  anti- 
biotics. nationwide  survey,  .\ntibiotic  Med.  & Clin.  Ther.  4:800 
(Dec.)  1957.  3.  Keefer.  C.  S. : The  choice  of  an  anti-infective 
agent.  In  : Drugs  of  Choice,  1958-1959.  Edited  by  Walter  Modell, 
St.  Louis,  The  C.  V.  Mosby  Co.,  1958,  p.  135. 
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For  topical  infections, 

choose  a ‘B.  W.  & Co. " ‘SPORIN’. . . 

@ Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  11%)  10  nig. 


Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


CORTISPORIN 


brand  OINTMENT 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg.  in  a special  petrolatum  base. 


-V 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


y @ Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Each  gram  contains: 
‘Aerosporin’®  brand 
Polymyxin  B Sulfate 


10,000  Units 


Zinc  Bacitracin 

in  a special  petrolatum  base. 


500  Units 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


NO  SPRAIN, 
NO  STRAIN, 
OR  LOW 
BACK  PAIN 

can  resist  the  rapid 
relaxant  relief  of 

RELA 

CARISOPRODOL 


RELA-SCHERING’S  MYOGESI 
RELAXES  MUSCLE  TENSIO 
FOR  MORE  ADEPT  MANAGEMENT 
OF  BOTH  SPASM  AND  ITS  PAIN 


Rela  is  most  useful  in  the  areas  where  narcotic  analgesics  are  unwarranted 
and  where  salicylates  are  inadequate.  Its  muscle-relaxant  properties  are 
dependable  yet  significantly  free  of  the  limitations  or  problems  often  asso- 
ciated with  other  relaxants. 


Rela  relaxes  acute  muscle  spasm.  Relief  of  muscle  spasm  (excellent  to  good 
effectiveness  in  the  majority  of  patients).^ 

Rela  provides  persistent  pain  relief  through  its  relaxant  and  analgesic  actions. 

“Relief  from  pain  was  usually  rapid  and  sometimes  dramatic,”^ 

Rela  provides  comfort  free  of  spasm  and  pain.  “A  number  of  patients  reported 
freedom  from  insomnia  which  they  attributed  to  freedom  from  pain.”^ 


MYOGESICjMUSCLEJK 
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PROGRAM  OF  THE  149th  ANNUAL  MEETING 
THE  RHODE  ISLAND  MEDICAL  SOCIETY 
10  and  11,  1960  At  the  Rhode  Island  Medical  Society  Library 


TUESDAY,  MAY  10 

7:00  p.m.  registration  AND  TOUR  OF  TECHNICAL  ENHIBITS 

8:15  p.m.  call  TO  ORDER 

Presiding:  Alfred  L.  Potter,  m.d. 

(President,  Rhode  Island  Medical  Society) 


8:30p.m.  “DIRECT  VISUAL  APPROACH  TO  ACQUIRED  VALVULAR 
HEART  DISEASE  IN  ADULTS” 

J.  Gordon  Scaxxell,  m.d. 

(Assistant  Clinical  Professor  of  Surgery.  Harvard  Medical  School:  Asso- 
ciate X'isiting  Surgeon.  Massachusetts  General  Hospital) 


9:00p.m.  “ANTIBACTERIAL  AGENTS:  USES  AND  ABUSES  IN  TREAT- 
MENT AND  PROPHYLANIS” 

(Charles  Chapin  Oration) 

M.axwell  Finland,  m.d. 

(Associate  Professor  of  Medicine.  Harvard  Medical  School;  Associate 
Director,  Thorndike  ^lemorial  Laboratory,  and  Physician-in-Chief,  Fourth 
Medical  Service,  Boston  City  Hospital) 


10:00  p.m.  adjournment.  TOUR  OF  TECHNICAL  ENHIBITS 


WEDNESDAY,  MAY  11 

10:00  a.m.  REGISTRATION.  TOUR  OF  TECHNICAL  ENHIBITS 

11:00  a.m.  call  TO  order 

Presiding:  S.^muel  Adelson,  m.d. 

(A’ice  President.  Rhode  Island  Medical  Society) 


1 1 :00  .\.M. 


to 

12  :00  NOON 


PANEL  ON  BACK  PAIN 

Moderator : Kenneth  G.  Burton,  m.d. 

( Surgeon-in-Chief,  Department  of  Fractures  and  Orthopedics,  Rhode  Island 
Hospital) 

“GYNECOLOGICAL  CAUSES  OF  BACK  ACHE” 

Henry  C.  McDuff,  Jr.,  m.d. 

(Chief.  Department  of  Gynecology.  Rhode  Island  Hospital) 

“BACK  ACHE  FRO.M  THE  ORTHOPEDIC  POINT  OF  VIEW 
-A..  A.  Sava  STAND,  m.d. 

(Orthopedic  Surgeon,  Miriam  Hospital;  Associate  Orthopedic  Surgeon, 

Rhode  Island  Hospital) 

“GENITOURINARY  CAUSES  OF  BACK  ACHE” 

Ernest  K.  Landsteiner.  m.d. 

(Surgeon-in-Chief,  Urological  Service,  Rhode  Island  Hospital) 

“AS  SEEN  BY  THE  INTERNIST” 

D.\niel  G.  Calenda.  m.d. 

(.Assistant  Physician,  Department  of  Medicine,  Rhode  Island  Hospital) 


ANNUAL  MEETING  PROGRAM 
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12  :00  NOON 

12  :30  p.M. 

1 :45  p.M. 

2 :00  p.M. 

2 :30  p.M. 

3 :00  p.M. 


4 :00  p.M. 

4 :30  p.M. 

5 :00  p.M. 

6 :00-7  ;00  p.m. 
7 :00  P.M. 
9 :00  P.M. 


“REPORT  OF  AN  ORTHOPEDIC  SURVEY  OF  5,000  ISRAELI 
CHILDREN” 

Hyman  Goldman,  m.d. 

(Head,  Orthopedic  Department,  Poriah  Government  Hospital,  IsraeD 

INTERMISSION.  Buffet  luncheon  in  basement  dining  room. 

Advance  reservation  required  for  lunch. 

TOUR  OF  TECHNICAL  EXHIBITS 

CALL  TO  ORDER 

Presiding:  Earl  J.  Mara,  m.d. 

(President-elect,  Rhode  Island  Medical  Society) 

Recognition  of  Delegates  from  State  Medical  Societies 


“FOREIGN  MEDICAL  GRADUATES  SERVICE  AS  INTERNS  OR 
RESIDENTS  IN  UNITED  STATES  HOSPITALS” 

Dean  F,  Smiley,  m,d, 

(Executive  Director,  Educational  Council  for  Foreign  Medical  Graduates) 

“BASIC  REQUISITES  FOR  AN  ADEQUATE  COMPENSATION 
SYSTEM” 

Alex  P,  Aitken,  m,d. 

(Professor,  Orthopedic  Surgery,  Tufts  University  School  of  Medicine; 
Surgeon-in-Chief,  Orthopedic  Surgery,  Boston  City  Hospital) 


“A  NEW  APPROACH  TO  TREATMENT  OF  CARDIAC  AND 
HEPATIC  EDEMA  BY  STEROIDS” 

Harry  Gold,  m,d, 

( Professor  of  Clinical  Pharmacology,  Cornell  University  Medical  College ; 
Attending-in-charge  of  the  Cardiovascular  Research  Unit,  Beth  Israel  Hos- 
pital; Attending  Cardiologist,  Hospital  for  Joint  Diseases) 


INTERMISSION  TO  VISIT  TECHNICAL  EXHIBITS 

’’THE  PULMONARY  MICROCIRCULATION” 

John  Irwin,  m,d, 

( Director  of  Microcirculatory  Laboratory,  Massachusetts  Eye  and  Ear 
Infirmary ; Assistant  in  Medicine,  Massachusetts  General  Hospital ; 

Research  Associate,  Massachusetts  Institute  of  Technology) 

PRESIDENTIAL  ADDRESS 

Alfred  L,  Potter,  m,d, 

(President,  Rhode  Island  Medical  Society) 

GENERAL  SESSION  OF  THE  RHODE  ISLAND  MEDICAL  SOCIETY 

(Installation  of  officers  for  1960-1961 ) 


EVENING  SESSION 

RECEPTION,  Sheraton-Biltmore  Hotel 

( For  members  of  the  Society  and  guests) 

ANNL’^AL  DINNER.  Ballroom,  Sheraton-Biltmore  Hotel 

Presidential  Award 

ADDRESS 

“SCOTCH  HUMOR  OR  YANKEE  WISDOM” 

Dr.  John  Nicol  IMark 


Bristol 


KANTREX 


INJECTION 


...  a highly  potent, 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


Kanamycm  Sulfate  Injectron 


. . .well  tolerated  when 
used  on  a properly  individ- 
uahzed  dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


“In  many  instances  its  effect  has  been  dramatic  and  life  saving  . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.”^ 

“. . . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”^ 

“There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.”^ 

Information  on  dosage,  administration  and  precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY:  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759, 1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  0.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im- 
proved oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main- 
tain  higher  blood  levels — with  greater  speed — than 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.  * 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


.\nd  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 
' must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.l,  bottles  of  24  tablets.  Chemipen 


Syrup  (cherry-mint  flavored,  nonalco- 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen.  E.  T,  and  Rolinson,  G.  N.: 
Lancet  2: 1105  (Dec. 19)  1959. 


Squibb 


Squibb  Quality— the 
priceless  Ingredient 


APRIL,  I960 
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reaches 

all  nasal  and  paranasal 
membranes 
systemically^ 


Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^'^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 

Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 

first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage;  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  M the 
formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  V*  the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — \ tsp.;  Chil- 
dren 1 to  6 — V2  tsp.;  Children  under  1 — M tsp. 

1.  Fabricant,  N.  D. ; E.E.N.T.  Monthly  37:460  (July)  1958. 

2.  Lhotka,  F.  M.  : Illinois  M.  J. : 112 -.259  (Dec.)  1957. 

3.  Farmer,  D.  F. : Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant . . . 

Triaminic 

timed-release  tablets  and  juvelets 
also  non-alcoholic,  fruit-flavored  syrup 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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THE  WASHINGTON  SCENE 

A Summary  Report  from  the  Washington  Office 
of  the  American  Medical  Association 


CONGRESS  HAS  BEEN  WARNED  against  acting  on 
legislation  to  provide  health  care  of  the  aged 
Ijefore  receiving  the  recommendations  of  next 
vear’s  White  House  Conference  on  Aging. 

Rep.  Xoah  M.  iMason  (R.,  111. ).  ranking  minor- 
ity member  of  the  House  Ways  and  iMeans  Com- 
mittee which  handles  such  legislation,  put  in  the 
Congressional  Record  an  exchange  of  correspond- 
ence with  former  Rep.  Robert  Kean  (R..  X.  J.), 
chairman  of  the  X'ational  Advisory  Committee 
supervising  preparations  for  the  W’hite  House  Con- 
ference next  January. 

Rep.  Mason  said  the  correspondence  “reveals 
the  reason  why  Congress  should  await  the  results 
of  the  Conference.” 

“Let  us  not  waste  the  S2  million  we  have  already 
appropriated  to  bring  thousands  of  good  minds 
together  to  suggest  solutions  to  problems  of  our 
aging  population,”  Rep.  Mason  said.  “Certainly 
we  should  get  the  benefit  of  their  advice  rather  than 
enact  legislation  in  haste  and  without  proper 
study.” 

Doctor  F.  J.  L.  Blasingame,  executive  vice  presi- 
dent of  the  American  iMedical  Association,  also 
voiced  this  warning  in  a radio  interview  while  he 
was  in  Washington  for  conferences  with  White 
House  aides  and  Arthur  S.  Flemming,  secretary 
of  Health.  Education  and  Welfare. 

Doctor  Blasingame  said  that  it  would  he  “neither 
practical  nor  realistic”  for  Congress  to  act  on  such 
legislation  until  the  White  House  Conference  and 
other  sources  had  compiled  “more  conclusive  and 
complete  information”  on  a nationwide  basis. 

Doctor  Blasingame  and  other  A.M..\.  represent- 
atives emphasized  to  President  Eisenhower's  aides 
and  Flemming  that  the  medical  profession  is  unal- 
terably opposed  to  any  legislation,  such  as  the 
Forand  hill,  that  would  use  the  Social  Security 
system  to  provide  health  care  for  the  aged. 

In  his  letter  to  Mason.  Kean  predicted  that  “in 
all  probability”  most  of  the  White  House  Confer- 
ence's recommendations  would  be  for  “state  and 
local  activity”  in  dealing  with  the  problems  of  the 
aged.  Kean  said  that  action  at  the  state  and  local 
level  “.seems  most  effective.” 

The  Xational  Association  of  Manufacturers 
charged  in  a pamphlet  that  sup|x)rters  of  Forand- 


type  legislation  have  exaggerated  the  health  care 
needs  of  the  nation's  older  people.  The  X'AM  pam- 
phlet also  said  the  Forand  bill  was  an  entering 
wedge  for  a cradle-to-grave  compulsory  health 
insurance  plan. 

Meantime,  supporters  of  the  Forand  bill  — par- 
ticularly the  AFL-CIO,  continued  an  intensive 
pressure  campaign  aimed  at  Congressional  ap- 
proval of  the  legislation  in  this  national  election 
year  when  Congressmen  are  more  susceptible  to 
such  pressure. 

Another  Democratic  presidential  hopeful,  Sen. 
Hubert  H.  Humphrey  (D..  Minn.),  reiterated  his 
support  for  Forand-type  legislation.  He  proposed  a 
six-point  program  for  aid  for  the  elderly,  includ- 
ing “an  extension  of  the  Social  Security  system  to 
cover  the  cost  of  hospital  and  nursing  home  care 
for  senior  citizens.” 

Sen.  John  F.  Kennedy  (D.,  Mass.),  a leading 
contender  for  the  Democratic  nomination  for 
President,  has  introduced  similar,  but  even  broader, 
legislation. 

Elsewhere  on  the  national  legislative  front,  pros- 
pects brightened  for  Congressional  passage  this 
year  of  a hill  to  permit  physicians  and  other  self- 
employed  Piersons  to  set  aside  money  for  retire- 
ment. 

The  Administration,  which  last  year  ojDposed  a 
hill  with  such  p^rovisions,  appeared  in  inid-iMarch  to 
he  ready  to  support  it  with  modifications. 

The  Administration  shift  impjroved  the  already 
favorable  odds  that  both  the  Senate  Einance  Com- 
mittee, where  a House-ap^proved  hill  was  pending, 
and  the  Senate  would  approve  such  legislation  this 
session. 

^ ^ ^ 

The  issue  of  generic  names  vs.  trade  names  in 
doctors’  p3rescrip>tions  came  to  the  forefront  in  the 
Senate  Monopoly  Subcommittee’s  investigation  of 
the  drug  industry. 

Doctor  .\ustin  Smith,  president  of  the  Pharma- 
ceutical ^Manufacturers  Association,  testified  at  a 
subcommittee  hearing  that  “behind  brand  names 
lie  the  rep^utation,  reliability  and  skill  of  the  manu- 
facturer.” He  said  use  of  generic  terms  would  re- 
strict a pdiysician’s  choice  as  to  drugs  and  would 
transfer  some  of  the  physician’s  responsibility  to 
the  prharmacist. 
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to  prevent  the 
sequelae  of  u.r.i. 
.and  relieve  the 


symptom  comple?^ 


tOCIDIN 


Tetracycline-Antihistamine-Analgesic  Compound  lederle 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacterial  complication  in 
about  one  in  eight  cases  ot 
acute  upper  respiratory 
infection^  To  protect  and 
relieve. the  “cold”  patient... 
ACHROCIDIN. 


Usual  dosage;  2 taWets  or 
teaspoonfuls  q.i.d,  (equiv.  1 Gm 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
ine  (125  mg.);  phenacetin 
(120  mg.);  caffeine  (30  mg.);  sail 
cylamide  (150  mg.);  chlorothen 
citrate  (25  mg.).  Also  as  SYRUP 
(lemon-lime  flavored),  caffeine- 


1.  Based  on  estimate  by  Van  Volken 
burgh,  V.  A.,  and  Frost,  W.  H.; 

Am.  J.  Hygiene  71:122  (Jan.)  1933. 


LEDERLE  UBORATORIES, 
a Division  of 

AMERICAN  CYANAMID  COMPANY 
Pearl  River,  New  York 


1 
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Prescription 

for 

Pleasure! 


Whether  you  prefer 
rare,  distinguished 
Black  Label  or 
smooth  and  mellow 
Red,  here’s  a Scotch 
that’s  sure  to  suit 
your  taste.  Ask 
for  Johnnie  Walker 
and  see  why. 


Johnnie  ]P^ujcer 


SCOTCH  WHISKY 

BLENDED  SCOTCH  WHISKY,  86.8  PROOF.  IMPORTED  BY 
CANADA  DRY  CORPORATION,  NEW  YORK,  N.  Y. 


THE  WASHINGTON  SCENE 

concluded  from  page  224 

“By  brand  name  prescription,  the  doctor  orders 
for  a patient  a specific  product  in  which  he  has 
absolute  knowledge  of  quality,  puritv  and  any  side 
efifects  that  might  have  importance  for  a particular 
patient."  Doctor  Smith  said. 

Doctor  R.  B.  Robins  of  Camden.  Ark.,  who 
accompanied  Smith  at  the  hearing,  submitted  a 
similar  statement.  He  said  he  used  trade  names 
because:  "It  is  simpler  to  write  such  a prescription 
and  I can  be  assured  that  no  substitution  will  be 
made  by  the  druggist — this  assures  me  that  the 
patient  will  get  top  quality." 

Doctor  Robins  appeared  before  the  subcommittee 
as  a private  practicing  physician  and  not  in  his 
capacity  as  a member  of  the  A.H.A.  Board  of 
Trustees. 

Despite  this  testimony,  Sen.  Estes  Kefauver 
( D..  Tenn.)  , the  chairman  of  the  subcommittee, 
said  he  hoped  physicians  would  give  "serious 
thought”  to  use  of  generic  terms.  He  contended 
that  doctors  thus  could  bring  down  drug  prices  by 
opening  the  way  for  small  manufacturers  to  give 
the  major  companies  “some  good,  honest,  old- 
fashioned  price  competition.” 

5}s  ^ 

President  Eisenhower's  Conference  on  Occupa- 
tional Safety  urged  stronger  X-ray  legislation  bv 
the  states  with  an  aim  of  protecting  consumers  and 
workers  against  too  much  radiation. 

The  three-day  Conference  also  said  there  is  need 
"for  effective  educational  jirograms  to  reduce  both 
consumer  and  occupational  exposures  to  X ravs 
used  for  diagnosis  and  therapy.  X-ray  installations 
in  industry  for  product  control  and  related  pur- 
poses and  various  X-ray  devices,  such  as  shoe- 
fitting fluoroscopes." 

The  Conference  also  recommended  intensive 
efforts  to  develop  better  ways  of  determining  safe 
exposure  levels  of  radiation. 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  1. 

DExter  1-3315 


When  blood  pressure  must  come  down 

When  you  see  symptoms  of  hypertension  such  as  dizziness,  headache,  and  fainting  your  patient  is 
a candidate  for  Serpasil-Apresoline.  Even  when  single-drug  therapy  fails,  Serpasil-Apresoline  fre- 
quently can  bring  blood  pressure  down  to  near-normal  levels,  reduce  rapid  heart  rate,  allay  anxiety. 

supplied;  Tablets  #2  (standard-strength,  scored),  each  containing  0.2  mg.  Serpasil  and  50  mg.  Apresoline  hydro- 
chloride; Tablets  #1  (half-strength,  scored),  each  containing  0.1  mg.  Serpasil  and  25  mg.  Apresoline  hydrochloride. 

SERPASIIl-APRESOLINF 

i/27a!.MK  hydrochloride  (reserpine  and  hydralazine  hydrochloride  ciba) 


CIBA 

SUMMIT,  N.  J. 
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when  sulfa  is  your  plan  of  therapy ...  KYNEX  is  your  drug  of  choice 

OUTSTANDING  1-DOSE-A-DAY  SVLFA-Rapid  peak  attainment  in  1 to  2 
hours*■^ ..  approximately  one-half  the  time  of  other  single-daily  dose  sulfas.^ 
High  free  levels  — as  much  as  95  per  cent  of  circulating  levels  remaining  in  fully 
active  unconjugated  forms.^  Extremely  low  2.7  per  cent  incidence  of  side  effects 
in  a clinical  study  on  223  patients/  Includes  total  reactions  (subjective  and 
objective),  all  temporary  and  rapidly  reversed.  No  crystalluria  reported. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage:  Adults.  0.5  Gm 
(1  tablet)  daily  following  an  initial  first  day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250  mg.  sul- 
famethoxypyridazine  activity  per  tsp.  (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

New  for  acute  G.  U.  infection  A20  KYNEX  Tablets  (for  q.  i,  d. 
dosage),  125  mg.  KYNEX  sulfamethoxypyridazine  in  the  shell 
with  150  mg.  phenylazodiaminopyridine  HCI  in  the  core. 


1.  Boger,  W.  P.;  Strickland,  C.  S..  and  Gylfe,  J.  M.:  Antibiotic  Med.  & Clin.  Ther.  3:378  (Mov.)  1956.  2.  Boger,  ff.  P.:  In:  Antibiotic  Annual  1958-1959,  Medical  Encyclopedia, 
Inc.,  New  York.  1959,  p.  48.  3,  Sheth,  U.  K.;  Kulkarni,  B.  S.,  and  Kamath,  P.  G.:  Antibiotic  Med.  & Clin.  Ther.  5:604  (Oct.)  1958.  4,  Anderson.  P.  C.,  and  Wissinger,  H.  A-t 
U.  S.  Armed  Forces  M.  J,  10:1051  (Sept.)  1959. 
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If  any  of  these  symptoms  are  yours,  why  not 
induce  a state  of  complete  tranquility  by  call- 
ing upon  the  resources  of  INDUSTRIAL 
NATIONAL  BANK.  As  America’s  second  old- 
est bank,  we’ve  a long  history  of  developing 
“cures”  for  most  forms  of  estate  morbidity. 

Our  Convertible  Trust  is  a good  example: 
Made  to  order  for  the  busy  professional,  it  com- 
bines the  features  of  a “financial  secretary”  with 
those  of  an  “estate  manager”  — a combination 
that  literally  may  spell  thousands  of  dollars  in 
savings  for  you,  your  family,  and  your  estate. 

We’ve  written  a booklet  about  it;  appropri- 
ately enough  it’s  entitled  “Our  Convertible  Liv- 
ing Trust”  — a copy  is  yours  for  the  asking. 

If  you’ve  ever  wondered  about  the  manage- 
ment of  your  securities  when  you’re  “out  of  the 
picture,”  about  the  possibility  that  successive 
estate  taxes  will  “shrink”  your  property,  then 
this  booklet  belongs  on  your  list  of  required 
reading.  Send  in  the  coupon,  or  stop  in  at  our 
Trust  Department,  for  your  copy. 

TRUST  DEPARTMENT 

Industrial 

IVATIOIVAL  BANK 


Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 


RECOGNIZE 

THIS 

SYNDROME? 

Hypersensitive  to  the 
“paperwork”  side  of  invest- 
ment activity; 

Repeated  exposure  to  tax 
returns  sends  up  the  pressure ; 

Exhibits  concern  regarding 
provision  of  long-range 
financial  management  for 
family  and  beneficiaries; 

Apprehensive  regarding 
unnecessary  estate-tax 
“shrinkage.” 


I Industrial  National  Bank,  Trust  Department, 

I 100  Westminster  Street,  Providence,  R.  I. 

Please  send  me,  without  obligation,  your  free 
I booklet  on  the  Convertible  Living  Trust. 

I Name 

I Street  address 

City Zone  State 
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for 

the 

tense  * , 
and  ^ 
nervous  '■ 
patient 

relief  comes  fast 


and  comfortably 


-does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 

Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*— 400  mg. 
unmarked,  coated  tablets. 


Miltowif 

meprobamate  (WaHace) 

WALLACE  LABORATORIES  / New  Brunsiciek,  N.  J. 


CM*9470 
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greater 

activity 


sustained 
peak  action 


unsurpassed  G.I. 
toleration 


extra-day  protection 
against  relapse 


NOW.. .THE  EXTRA  BENEFITS  OF  BROAD-SPECTRUM 

Ive  clom ycin 


IN  THE  NEW, 
CHERRY-FLAVORED 


Dcmethylchlortetracycline  Lederle 

75  mg./5  cc.  tsp.,  in  2 fl. 
oz.  bottle— 3-6  mg.  per  lb. 
daily  in  four  divided  doses 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 
Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci,  pneumococci,  susceptible 
staphylococci,  and  gonococci 


COMPARATIVE  ORAL  SERUM  LEVELST 
Fasting  and  Non-Fasting  States  ^ 250  Mg.  Dose 


HOURS 


DOSAGE:  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daily.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE:  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  mg.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXIPEN  FOR  ORAL  SOLUTION;  re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


*Based  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details  available  on  request. 


MAXIPEN,  the  orally  maximal  penicillin, 
is  a triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


tm 

I 

250 


More  gastric  acid 
neutraiized  faster. . . with 


■ -■  ® 

maun 


ACID  NEUTRALIZATION  WITH 
EADING  ANTACID  TABLETS 
(PER  GRAM  OF  INGREDIENTS)! 


Tablets  were  powdered  and  sus- 
pended in  distilled  water 'in 'a 
constant  temperature  container 
(37^0  equipped  with  mechan- 
ical stirrer  and  pH  electrodes. 
Hydrochloric  acid  was  added  as 
needed  to  maintain  pH  at  3.5. 
The  volume  of  acid  required  was 
recorded  at  frequent  intervals 
for  one  hour. 


ANTACID 


TABLETS 


GREATLY  HEIGHTENED  REACTIVITY 

to  acid  characterizes  the  action  of  New  Creamalin  Ant- 
acid Tablets.*  “ They  act  faster  and  longer  than  other 
leading  tablets  and  neutralize  considerably  more  acid.* 
These  tablets  provide  virtually  the  same  effects  as  a 
liquid'  with  the  convenience  of  a tablet.  New  Creamalin 
tablets  give  faster,  greater  and  more  prolonged  relief. 

NOT  CONSTIPATING,  New  Creamalin  Antacid 

Tablets  will  not  produce  “acid  rebound”  or  alkalosis. 
They  have  a pleasant  taste. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 


EACH  NEW  CREAMALIN  ANTACID 

TABLET  contains  320  mg.  of  specially  processed, 
highly  reactive,  short  polymer  dried  aluminum  hydrox- 
ide gel  (stabilized  with  hexitol),  with  75  mg.  of  mag- 
nesium hydroxide. 

Adult  dosage:  Gastric  hyperacidity— 2 to  4 tablets  as  neces- 
sary. Peptic  ulcer  or  gastritis— 2 to  4 tablets  every  two  to 
four  hours.  Tablets  may  be  chewed,  swallowed  whole  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 

How  Supplied:  Bottles  of  50,  100,  200  and  1000. 


LABORATORIES 
New  York  18,  N.  Y. 

FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 


1.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter, 
M.  L. : /.  Am.  Pharm.  A.  (Sclent.  Ed.)  48:380, 
July,  1959.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P., 
and  Tainter,  M.  L.:  ].  Am.  Pharm.  A.  (Sclent. 
Ed.)  48:384,  July,  1959. 


Time  in  minutes 
3^^ 


60,,;, 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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1 

How  Efficient  is  Your  Practice? 

NOW 

Positive  Help  in  all  of  the 
Economics  of  your  Practice. 

To  increase  your  Net 
Income  at  Lower  Cost 

Medical  Management 

275  ANGEIL  STREET  • PROVIDENCE  6,  R.  I. 
OExter  1-9141 

"Management  Methods" 

FOR 

Medical  Practices 
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FdDIE  SHMllJILTAMIEainJS  EMMUIMEmTIIdDM 
A(EAnMST4  BHSIEAvSffiSg 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 

Dose : 1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging-  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


MERCK  SHARP  & DOHME, 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 
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NEW  FROM 


SEARLE 


INSTANT  MIX  METAMUCIL 

Psyllium  hydrophilic  mucilloid  with  citric  acid  and  sodium  bicarbonate 


just  pour  powder 
from 

one  packet 


• 

each  packet  is  equivalent  to 
one  rounded  teaspoonful  of 
Metamucil  powder 


add  cool  water 
slowly . . . 

iVs  instantly  mixed 

all  the  advantages  of 
smoothage  therapy  in 
the  relief  and  correction 
of  constipation 

• 

stimulates  normal  peristalsis 
induces  natural  elimination 

promotes  regularity 

• 

keeps  stools  soft  and 
easy  to  pass 


and  it’s 

EfFERVEsCEdT! 


• 

convenient,  premeasured- 
dose  packets 

• 

delightful  mild  lemon  flavor 


INSTANT  MIX  METAMUCIL 

16  Packets 


avoids  harsh  laxatives  or 
purgatives 

G.  D.  SEARLE  & CO.  • Chicago  80,  Illinois 
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EXTRACORPOREAL  CIRCULATION 
IN  A COMMUNITY  GENERAL  HOSPITAL* 

Lester  L.  Vargas,  m.d.;  Frank  Merlino,  m.d.;  William  P.  Corvese,  m.d.;  Frank  B.  Cutts,  m.d.; 
Elihu  Saklad,  m.d.;  Clarence  H.  Soderberg,  m.d.;  Constantine  S.  Georas,  m.d.; 
Joseph  S.  Karas,  m.d.;  Kenneth  B.  Nanian,  m.d.,  and  Daniel  Moore,  Jr.,  m.d. 


The  .Authors  : Lester  L.  Vargas,  M.D.,  frank  Merlino, 
M.D.,  JVilliam  P.  Corvese,  M.D.,  Frank  B.  Cutts, 
M.D.,  Elihu  Saklad,  M.D.,  Clarence  H.  Soderberg, 
M.D.,  Constantine  S.  Georas,  M.D.,  Joseph  S.  Karas. 
M.D.,  Kenneth  B.  Nanian,  M.D.  and  Daniel  Moore, 
Jr.,  M.D. 


'^otal  heart-lung  bypass,  for  limited  periods 
of  time,  with  the  aid  of  an  e.xtracorporeal  cir- 
culation, is  now  well  established  clinically,  and  its 
success  in  university  as  well  as  larger  community 
hospitals  has  been  reported. By  this  method,  un- 
hurried, intricate  operations  within  the  heart  can  be 
performed  in  a relatively  bloodless  field,  afifording 
relief  to  a growing  number  of  patients  suffiering 
from  a variety  of  congenital  and  acquired  cardiac 
lesions. 

Recent  experimental  and  clinical  evidence®’®  sug- 
gests that  partial  cardiopulmonary  bypass  will  soon 
broaden  the  scope  of  extracorporeal  techniques  in 
the  management  of  certain  reversible  diseases  of 
the  heart  and  lungs.  Because  of  the  increasing  po- 
tential of  a heart-lung  machine,  both  as  a clinical 
and  research  tool,  an  extended  program  for  study 
and  utilization  of  extracorporeal  circulation  was 
initiated  at  the  Rhode  Island  Hospital  in  June  1958. 

The  primary  objectives  of  the  study  were:  (1) 
to  evaluate  and  modify  the  design  of  various  com- 
ponents of  available  pump-oxygenators,  in  order 
to  adopt  a dependable  system  suitable  for  clinical 
use.  (2  ) to  train  a team  of  cardiovascular  surgeons, 
cardiologists,  anesthesiologists,  nurses  and  tech- 
nologists in  the  methods  essential  for  success  in  the 
clinical  operation  of  a pump-oxygenator,  and  ( 3 ) 
to  utilize  the  apparatus  and  personnel  for  the  treat- 
ment of  human  patients. 

This  is  a preliminary  report  which  is  concerned 
with  our  early  experimental  and  clinical  experi- 

*From the  Departments  of  Surgery,  Cardiology,  Anes- 
thesiology, and  the  Cardiovascular  Research  Laboratory, 
Rhode  Island  Hospital,  Providence,  Rhode  Island. 

R.  I.  H.  Research  Project  #143.  Supported  by  grants 
from  the  John  A.  Hartford  Foundation,  Inc.,  The  Rhode 
Island  Heart  Association  and  the  Rhode  Island  State 
Department  of  Health  (State  Heart  Disease  Control 
Program) . 


ence  in  using  a pump-oxygenator  for  open-heart 
surgery. 

Description  of  the  Apparatus 

The  heart-lung  machine,  ultimately  selected  for 
experimental  and  clinical  use  at  the  Rhode  Island 
Hospital,  evolved  from  a variety  of  components 
which  were  repeatedly  modified  and  improved 
(Figures  la,  b ).  After  gaining  the  necessary  experi- 
ence in  using  the  apparatus,  we  studied  several 
methods  of  collecting  the  venous  return  and  flow 
patterns  through  the  machine.  Repeated  use  of  the 
apparatus  in  the  laboratory  brought  to  light  many 
of  its  mechanical  shortcomings.  Necessarv  modifi- 
cations were  made  to  increase  its  reliability  and 
safety. 

The  pump-o.xygenator,*  currentl}’  employed 
clinically,  consists  essentially  of  four  separate  com- 
ponents: (1)  a venous  collecting  reservoir,  (2)  a 
coronary  sinus  and  cardiotomy  return  pump  and 
reservoir,  (3)  an  oxygenator  and  (4)  an  arterial 
pump  (Figure  2). 

A one-liter  calibrated  collecting  reservoir  is  lo- 
cated approximately  40-60  cm.  below  the  level  of 
the  operating  table.  The  entire  venous  return  from 
the  experimental  subject  or  patient  is  drained,  l)y 
gravity,  through  separate  plastic  tubes,  and  enters 
the  bottom  of  the  reservoir,  under  a column  of 
blood.  This  method  of  collection  minimizes  the  air- 
blood  interface,  and  significantly  diminishes  turbu- 
lent flow.  A catheter  from  the  left  atrium,  used  to 
prevent  pulmonary  vascular  overloading,  also  con- 
nects via  plastic  tubing  to  this  venous  collecting 
reservoir.  This  method  of  blood  collection  is  similar 
to  one  recommended  by  Kolff.^® 

During  cardiotomy,  blood  aspirated  from  the  cor- 
onary sinus  or  cardiotomy  is  returned  to  the  ma- 
chine by  a roller  pump.  It  then  flows  through  a 
series  of  five  stainless  steel  screens,  stacked  in  a 
stainless  steel  cylinder,  which  have  previously  been 
coated  with  Dow  Corning  anti-foam  A.  The  foamed 
blood  is  returned  to  a fluid  state  when  it  contacts 
the  silicone  oil  and  flows  gently  down  the  side  of 
the  glass  coronarv  sinus  reservoir.  This  reservoir 
*Constriicted  for  us  by  the  Mark  Company,  Randolph, 
Massachusetts. 
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was  designed  by  Doctor  Roliert  Gross^^  who  has 
proven  its  effectiveness  both  experimentally  and 
clinically.  A blood  level  of  1 to  2 cm.  is  constantly 
maintained  in  this  reservoir  to  permit  any  residual 
fine  bubbles  to  rise  to  the  surface.  The  volume  of 
blood  recovered  in  this  manner  is  easily  ascertained 
from  the  calibrated  cylinder  and  an  equal  amount 
of  fresh  heparinized  donor  blood  is  delivered  to  the 
venous  reservoir  to  maintain  a constant  level.  Re- 
covered foamed  blood  is  allowed  to  recirculate 
through  the  system  only  if  its  volume  exceeds  500 
cc.  or  the  period  of  cardiotomy  exceeds  1 5 minutes. 

Blood  from  the  venous  reservoir  flows  by  grav- 
itv  into  the  oxygenator  or  artificial  lung.  The  basic 
principle  employed  is  the  exposure  of  a thin  film  of 
blood  to  an  oxygen  atmosphere  on  a series  of  sili- 
cone coated  stainless  steel  discs  .6  mm.  in  thickness 
and  11.8  mm.  in  diameter.  The  discs  are  mounted 
4.5  mm.  apart  by  means  of  stainless  steel  spacers  on 
a central  rotating  shaft.  The  disc  assembly  is  .«np- 
ported,  within  a pyrex  glass  cylinder  13  cm.  in 
diameter,  by  gasketed  stainless  steel  end-plates. 
The  length  of  the  cylinder  used  (12,  18  or  21 
inches)  varies  with  the  size  of  the  patient  and  the 
flow  requirements.  This  method  of  oxygenating 
blood  was  introduced  by  Bjbrk^-  and  subsequently 
modified  by  Kay  and  Cross. 

The  shaft  and  discs  are  rotated  at  a speed  of  120 
r.p.m.  by  an  electric  motor  through  a flexible  cable. 


FIGURE  la 


a.  Original  Pump-oxygenator  employed  experimen- 
tally in  the  laboratory. 
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Blood  from  the  venous  reservoir  is  introduced  at 
the  bottom  of  the  venous  end-plate  and  is  removed 
from  a comparable  point  at  the  opposite  end  of  the 
oxygenator  cylinder.  Rotation  of  the  discs  effec- 
tively prevents  channeling  of  the  blood  along  the 
bottom  of  the  cylinder,  and  when  properly  operated 
there  is  no  foaming  or  bubbling  of  the  blood.  The 
oxygenator  is  primed  with  sufficient  blood  to  im- 
merse the  discs  one  and  inches.  A mixture  of 
oxygen  and  carbon  dioxide  is  delivered  through 
the  entire  length  of  the  oxygenator  through  two 
stainless  steel  tubes.  The  tubes  are  perforated  at 
appropriate  intervals  so  as  to  supply  the  gas  mix- 
ture to  each  pair  of  discs.  In  the  small  12  inch 
oxvgenator,  with  the  discs  rotating  at  120  r.p.m., 
the  surface  area  of  blood  exposed  to  oxygen  is 
approximately  108  square  meters  per  minute.  The 
entire  unit  is  siliconized  and  autoclavable.  Blood 
flowing  through  the  oxygenator  is  warmed  by  an 
electricallv  heated  aluminum  block.  A teletber- 
mometer  temperature  probe  in  the  outflow  tract  of 
the  oxygenator  automatically  controls  the  heat  in 
the  aluminum  block  through  a transistor  relay.  A 
simple  lever  lowers  the  heating  block  when  blood 
is  not  flowing  through  the  oxygenator  cylinder  to 
prevent  damage  to  blood  constituents  by  over- 
heating. 

Blood  is  withdrawn  from  the  bottom  of  the 
arterial  end-plate  of  the  oxygenator  by  a pump  of 
the  DeBakey-Gibbon  type*  which  we  have  modi- 
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FIGURE  lb 


b.  Refined  Pump-oxygenator  currently  employed  clin- 
ically. 
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fied.  The  pump  propels  the  blood  by  compressing  a 
plastic  tube  with  a centrally  pivoted  roller.  The  arm 
of  the  roller  can  be  adjusted  with  precision  and  the 
degree  of  compression  of  the  tube  can  be  varied 
from  zero  to  full  occlusion.  Valves  are  not  neces- 
sary since  each  arm  of  the  roller  takes  up  where  the 
other  leaves  off.  The  flow  is  pulsatile  but  of  low 
amplitude.  At  full  occlusion  the  output  of  this 
pump  is  constant  against  variable  pressure  beads. 

lllood  then  passes  through  a filter  and  bubble 
trap**  and  is  returned  to  the  patient.  All  the  com- 
ponents are  boused  in  a heavy  duty,  completely 
enclosed,  stainless  steel  chassis.  A trained  tech- 
nologist easilv  operates  the  entire  apparatus  from  a 
well-designed  electrical  control  panel.  A team  car- 
diologist supervises  the  technologist  and  the  over- 
all problem  of  clinical  perfusion. 

Methods 

Three  initial  groups  of  experiments  were  per- 
formed. In  the  first  group,  nine  pigs,  weighing 
from  50  to  98  pounds,  were  anesthetized  with  intra- 
venous nembutal  and  perfused  with  the  heart-lung 
machine.  Our  objective  in  each  e.xperiment  was  to 
study  the  performance  of  various  components  of 
the  apparatus  and  to  train  the  technical  personnel  in 
its  operation.  All  animals  were  deliberately  sacri- 
ficed at  the  conclusion  of  the  experiment.  The  pre- 
liminary lessons  learned  in  these  experiments  led 
to  our  modifying  the  apparatus,  and  provided  the 
experience  required  for  planning  the  subsequent 
experimental  work. 

The  second  group  of  acute  experiments  was  per- 
formed employing  unselected  mongrel  dogs  weigh- 
ing 45  to  51  pounds.  Our  purpose  in  this  series  of 
experiments  was  to  perfect  the  technique  of  the 
team,  working  together,  as  well  as  to  further  test 
the  reliability  of  the  earlier  model  heart-lung  ma- 
chine. After  fifteen  such  experiments,  we  felt  that 
our  method  of  cannulating  the  great  vessels  of  the 
animal  and  operating  the  apparatus  was  sufficiently 
advanced  to  undertake  a limited  number  of  sur\  ival 
experiments. 

For  the  third  group  of  experiments  our  objec- 
tives were  : ( 1 ) to  conduct  successful  experimental 
total  body  perfusion  in  dogs  for  varying  periods  of 
time,  in  a manner  entirely  comparable  to  that  which 
would  ultimately  be  employed  clinically  in  the  oper- 
ating room  and,  (2)  to  study  the  chemical,  hema- 
tological, and  other  physiologic  alterations  pro- 
duced in  animals  by  the  methods  and  apparatus  we 
employed.  These  physiological  studies  were  essen- 
tially the  responsibility  of  the  cardiologists  who 
participated  in  all  experiments. 

Nineteen  unselected  mongrel  dogs,  weighing  42 

*Custom  machined  according  to  our  specifications  by 

Mr.  Raymond  C.  Hill  and  George  Clentimack,  North 

Attleboro,  Massachusetts. 

**Designed  by  Dr.  Robert  E.  Gross,  Boston,  Massachusetts. 


Schematic  drawing  of  extracorporeal  circuit:  1.  supe- 
rior vena  cava  cannula,  2.  inferior  vena  cava  cannula, 
3.  coronary  sinus  and  cardiotomy  return  reservoir,  4. 
venous  collecting  reservoir,  5.  rotating-disc  oxygenator, 
6.  roller-pump,  7.  filter  and  bubble  trap,  and  8.  arterial 
cannula. 

to  69  pounds,  were  subjected  to  total  body  perfu- 
sion in  a third  category  of  experiments.  The  ani- 
mals were  anesthetized  with  intravenous  nembu- 
tal, in  a dosage  of  20  to  25  mgm.  per  kilogram  of 
body  weight,  and  intultated.  The  anesthesiologist 
controlled  the  respirations  throughout  the  opera- 
tive procedure  except  during  the  period  of  cardio- 
pulmonary bypass.  The  animal’s  chest  was  opened 
either  through  a right  4th  intercostal  space  or  a 
median  sternal  splitting  incision.  Simultaneously, 
the  femoral  artery  and  vein  were  exposed  in  the 
groin.  Meticulous  attention  was  paid  to  hemostasis 
since  all  animals  were  to  be  anticoagulated.  The 
inferior  vena  cava  was  cannulated  with  as  large  a 
plastic  catheter  as  could  he  introduced  through  the 
common  femoral  vein.  The  superior  vena  cava  was 
cannulated  with  a similar  sized  catheter,  introduced 
through  a stab  wound  in  the  right  atrial  appendage 
and  secured  with  a purse  string  suture.  Both  vena 
cavae  were  encircled  with  umbilical  tape  close  to 
where  they  entered  the  atrium.  A stainless  steel 
cannula*  was  introduced  into  the  common  femoral 
artery  and  secured  with  an  encircling  ligature.  At 
the  start  of  the  cannulation,  the  animal  was  anti- 
coagulated with  Heparin  (1  mgm.  per  pound  body 
weight).  In  most  experiments,  the  left  heart  was 
decompressed  at  the  beginning  and  end  of  the  per- 
fusion, by  a catheter  introduced  into  the  left 
atrium,  through  the  left  atrial  appendage  or  the 

*Cannulae  together  with  tapered  adapting  plastic  catheters 
generously  supplied  by  the  Davol  Rubber  Company, 
Providence  2,  Rhode  Island. 
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right  inferior  pulmonary  vein.  All  catheters  were 
connected  to  the  heart-lung  machine  via  Mayon  or 
Tygon  plastic  tubing  with  an  inside  diameter  of 

inch. 

The  mean  arterial  pressure  and  the  central 
venous  pressures  were  recorded  continuously 
through  polythene  catheters  which  were  inserted 
through  the  opposite  femoral  vessels  and  connected 
to  Sanborn  transducers  and  a Sanborn  Polyviso 
Recorder.  The  electroencephalogram  (single  lead, 
brow  to  occiput ) was  monitored  throughout  the 
perfusion.  Blood  for  chemical  and  hematological 
studies  was  drawn  at  the  appropriate  intervals 
throughout  each  perfusion.  Samples  were  also 
drawn  during  the  post-operative  course  of  the  sur- 
viving animals. 

P)lood  for  priming  the  apparatus  was  collected 
immediately  before  each  perfusion  from  donor 
animals  who  had  been  lightly  anesthetized  with 
ether.  The  blood  was  collected,  by  gravity  without 
vacuum,  in  siliconized  bottles  containing  25  mgm. 
Heparin  for  each  500  cc.  of  blood.  The  duration  of 
total  perfusion  varied  from  17  minutes  to  1 hour 
and  7 minutes.  The  shorter  perfusions  were  asso- 
ciated with  our  efforts  to  determine  the  bypass 
requirements  for  certain  specific  types  of  intracar- 
diac procedures  such  as  creating  and  closing  atrial 
septal  defects.  The  majority  of  the  animals  were 
perfused  for  30  minutes  or  more  and  eight  animals 
were  perfused  for  1 hour.  Cardiac  arrest,  by  the 
Melrose  Method^'*  utilizing  2.5  per  cent  potassium 
citrate  in  whole  blood,  was  employed  in  seven 
experiments.  .A.  right  ventriculotomy  or  atriotomy 
was  performed  in  all  hut  two  animals. 

At  the  completion  of  total  cardiopulmonary  by- 
l)ass  the  Heparin  effect  was  neutralized  by  Poly- 
hrene.*  The  amount  of  Polyhrene  given  was  cal- 
culated to  equal  twice  the  Heparin  dose.  Half  of 
the  Polyhrene  was  administered  rapidly  over  a 
j^eriod  of  5 to  10  minutes.  The  remaining  dose  was 
then  infused  slowlv  with  the  aid  of  a microdrip* 
over  a period  of  30  minutes.  Venous  clotting  times 
were  performed  at  intervals  of  10  minutes  and  the 
Polvbrene  drip  discontinued  when  the  clotting  time 
returned  to  normal. 

Results 

-Among  the  19  animals  subjected  to  survival  ex- 
periments there  were  five  that  died  during  per- 
fusion. These  were  animals  whose  heart  action 
could  not  he  resuscitated  after  the  pump  had  been 
turned  off.  Refractory  ventricular  fibrillation  oc- 
curred in  all  five  animals.  One  instance  of  ventricu- 
lar fibrillation  followed  elective  cardiac  arrest  with 
potassium  citrate.  A second  occurred  in  an  animal 
who  had  had  an  anoxic  arrest  before  the  start  of 
the  operation.  .Although  the  heart  had  been  suc- 

*Geiieroiisly  supplied  by  -Abbott  I.aboratories,  North  Chi- 
cago, Illinois. 
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cessfully  resuscitated,  its  action  had  remained  fee- 
ble throughout  the  perfusion.  The  remaining  three 
instances  were  the  result  of  air  emboli  due  to  tech- 
nical errors. 

Three  animals  died  within  two  hours  following 
total  cardiac  bypass.  A technical  error  resulted  in 
massive  hemothorax  accounting  for  one  death.  A 
second  animal  succumbed  to  a diffuse  hemorrhagic 
diathasis.  Xo  obvious  cause  of  death  was  found  at 
postmortem  in  the  third  animal. 

Two  animals  died  at  12  and  27  hours  post-oper- 
atively  of  pulmonary  complications.  All  other  ani- 
mals survived  the  perfusions  and  are  either  alive 
at  this  time  or  have  been  deliberately  sacrificed. 
Homes  have  been  found  for  several  animals  and 
they  are  being  kept  as  long-term  survivors.  It  is 
interesting  that  five  of  the  surviving  animals  were 
perfused  for  one  hour. 

Data  concerning  alterations  in  serum  electrolyte, 
acid  base  balance,  and  hematology  were  collected  in 
all  our  preliminary  experiments.  Our  results,  in 
general,  confirm  the  findings  of  others. The 
electrolyte  pattern  of  the  blood  was  not  signifi- 
cantly altered  by  total  body  perfusion.  Variations 
in  electrolytes  tended  to  reflect  the  state  of  hydra- 
tion of  the  animal  or  were  the  result  of  hemodilu- 
tion  by  fluids  used  during  the  perfusion. 

The  acid  base  balance  of  the  animal  throughout 
the  bypass  period,  in  general,  followed  an  orderly 
pattern  and  was  predictable.  At  the  onset  of  per- 
fusion, a respiratory  alkalosis  was  induced  bv  the 
anesthesiologist  by  hyperventilating  the  animal.  At 
flows  approximating  or  slightly  exceeding  the  rest- 
ing cardiac  output  there  was  usually  no  significant 
change  in  the  pH  of  the  blood.  However,  the  effects 
of  anoxia  or  shock  were  apparent  when  difficulties 
were  encountered  which  resulted  in  diminished  or 
low-flow  from  the  machine.  Tissue  metabolites, 
notably  lactic  acid,  accumulated  and  resulted  in  a 
metabolic  acidosis.  W hen  an  appropriate  sized  oxy- 
genator and  high-flow  (2.0  to  2.4  liters  per  IM-  body 
surface ) were  employed  acidosis  did  not  occur. 

Our  studies  on  the  formed  blood  elements  were 
directed  toward  eliciting  evidence  of  trauma  by  the 
machine.  Plasma  hemoglobin  levels  and  platelet 
counts  indicated  that  our  apparatus  compared 
favorably  with  others  being  used  successfully  in 
other  clinics.  In  general,  the  platelet  counts  were 
reduced  by  one-half  the  pre-perfusion  value  by  a 
one  hour  perfusion  and  plasma  hemoglobin  varied 
from  35  to  150  mgm.  per  cent. 

.A  normal  systemic  Idood  pressure  was  main- 
tained by  the  pump  when  its  output  was  adjusted 
to  deliver  2.0  to  2.4  liters  per  ]\I“  body  surface  or 
75  to  85  cc.  per  kilogram  of  body  weight.  When 
ap])ropriate  sized  venous  catheters  were  employed 
with  the  apparatus  the  central  venous  pressure 
rarelv  exceeded  5 to  10  mm.  of  Hg.  The  adequacy 
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of  our  oxygenator  was  demonstrated  by  consistent 
arterial  oxygen  saturations  of  94  to  98  per  cent  at 
flows  of  2.0  to  2.4  liters  per  minute.  The  relatively 
unchanged  electroencephalograms  at  high-flows 
confirmed  the  ability  of  the  pump  to  deliver  an  ade- 
quate amount  of  well-oxygenated  blood  to  the 
brain. 

Encouraged  by  our  preliminary  laboratory 
efforts,  together  with  the  lessons  learned  from 
other  groujis”  after  numerous  animal  experiments, 
we  elected  to  employ  the  method  clinically.  None- 
theless, our  animal  experiments  have  continued 
without  interruption  to  this  date  even  though  the 
technique  has  been  clinically  successful. 

Clinical  Case  Reports 

Case  1.  J.  C.  (R.I.H.  609336).  A forty-year-old 
woman  was  admitted  on  January  26,  1959  with 
severe  congestive  heart  failure.  She  was  said  to 
have  had  rheumatic  fever  at  age  11  hut  had  re- 
mained relatively  free  of  symptoms  until  12  years 
before  admission.  At  that  time  she  developed  con- 
gestive heart  failure  during  her  first  pregnancy. 
Digitalis  and  salt  restriction  controlled  her  cardiac 
decompensation  and  in  the  ensuing  years  she  had 
noted  increasing  dyspnea,  palpitation  and  intermit- 
tent peripheral  edema. 

Examination  disclosed  a pale,  orthopneic  female 
with  congested  neck  veins  and  marked  peripheral 
edema.  Blood  pressure  was  110/60  and  the  heart 
rate  was  60  per  minute.  The  heart  was  clinically 
enlarged.  A harsh  systolic  murmur  with  an  asso- 
ciated thrill  was  maximal  in  the  second  left  inter- 
costal space  and  was  transmitted  to  the  apex,  hack, 
and  into  the  base  of  the  neck.  A softer  early  dia- 
stolic murmur  was  heard  over  the  apex.  The  sec- 
ond pulmonic  sound  was  loud. 

Electrocardiography  showed  atrial  fibrillation 
and  evidence  of  right  ventricular  hyjiertrophy. 
Roentgenograms  of  the  chest  revealed  enlargement 
of  the  left  atrium  and  a prominent  j^ulmonary 
artery  segment.  The  hilar  shadows  were  enlarged. 
Right  heart  catheterization  showed  a hi-directional 
interatrial  shunt  which  was  predominantly  left  to 
right.  The  mean  pressure  in  the  pulmonary  artery 
was  42  mm.  of  Hg.  and  the  total  pulmonary  vas- 
cular resistance  was  6.9  Wood’s  units  indicating 
a moderate  hut  significant  elevation. 

On  April  25,  1959,  a transverse  bilateral  thorac- 
otomy through  the  fourth  intercostal  spaces  with 
transection  of  the  sternum  was  performed.  The 
superior  vena  ca\a  was  cannulated  through  the 
right  atrial  appendage  and  the  inferior  vena  cava 
from  helow  through  an  incision  in  the  right  com- 
mon femoral  vein.  Both  cannulae  were  connected 
to  the  pump-oxygenator.  Arterial  return  was 
through  a stainless  steel  cannula  introduced  into  the 
right  femoral  artery.  Complete  heart-lung  bypass 
was  carried  out  at  a flow  rate  of  3.5  liters  per  minute 


for  twenty-three  minutes.  The  right  atrium  was 
opened  widely.  A large  volume  of  blood  trapped 
within  the  plethoric  pulmonary  circuit  was  aspi- 
rated within  the  first  20  seconds  of  open  cardi- 
otomy  and  slowly  returned  to  the  pump-oxygen- 
ator. A large  septum  secundum  defect,  measuring 
3 cm.  in  its  long  axis,  was  clearly  visualized.  Care 
was  taken  to  avoid  a.spirating  hlood  from  the  left 
atrium  to  prevent  air  embolism.  Closure  of  the 
defect  was  accomplished  with  a doulile  row  of  con- 
tinuous silk  sutures.  The  inferior  caval  tourniquet 
was  momentarily  released  to  permit  the  atrium  to 
fill  with  hlood  and  displace  any  trapped  air.  The 
atrium  was  closed  with  a running  mattress  suture 
of  silk.  The  patient  tolerated  the  procedure  well. 
Her  post-operative  recovery  was  marred  only  by 
the  development  of  a small  area  of  pneumonitis  at 
the  right  base  which  cleared  with  appropriate  treat- 
ment. She  was  up  walking  on  her  seventh  post- 
operative day  and  was  discharged  from  the  hos- 
pital three  weeks  later.  Efforts  to  revert  her  rhythm 
to  a normal  sinus  mechanism  post-operatively  were 
unsuccessful.  However,  after  ten  months  she  has  a 
normal  sinus  rhythm,  marked  improvement  in 
exercise  tolerance,  and  a significant  diminution  of 
her  heart  size  hy  X ray. 

Case  2.  P.  L.  (R.I.H.  616028).  A six-year-old 
hoy  was  admitted  on  May  16,  1959  because  of  easv 
fatiguahility  and  dyspnea.  He  had  had  a heart  mur- 
mur since  birth.  Although  his  physical  develop- 
ment appeared  to  be  somewhat  retarded,  he  had 
been  free  of  symptoms  until  several  months  before 
admission. 

Examination  disclosed  a small  hut  well-nourished 
hoy  who  was  not  cyanotic.  Blood  pressure  was 
110/68  and  the  heart  rate  was  92  and  regular.  A 
loud  systolic  murmur,  radiating  widely  over  the 
precordium,  was  heard  best  over  the  pulmonic  area 
and  a systolic  thrill  was  palpable  over  the  same 
area.  The  second  pulmonic  sound  was  diminished. 

The  electrocardiogram  revealed  right  ventricular 
hypertrophy.  A chest  X ray  showed  an  enlarged 
heart  with  a bulging  pulmonary  artery  segment. 
Data  obtained  hv  right  heart  catheterization  dis- 
closed no  evidence  of  an  intracardiac  shunt.  The 
pressure  in  the  right  ventricle  was  markedly  ele- 
vated at  rest,  140/7  mm.  Hg.  The  pressure  in  the 
pulmonary  artery  was  48/12  mm.  Hg.  This  drop 
in  pressure  occurred  at  the  level  of  the  pulmonary 
valve,  indicating  pure  pulmonary  stenosis. 

On  May  23,  1959,  the  heart  was  exposed  through 
a vertical  median  sternotomy  incision.  The  pul- 
monarv  arterv  showed  the  typical  post  stenotic 
dilatation  and  a prominent  thrill  in  the  main  pul- 
monary artery  was  palpable.  The  superior  and 
inferior  vena  cavae  were  cannulated  through  the 
right  atrial  appendage.  A stainless  steel  cannula 
was  Inserted  into  the  right  common  femoral  artery. 
After  connecting  all  cannulae  to  the  pump-oxy- 
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genator.  total  heart-lung  bypass  was  carried  out 
for  17  minutes  at  a flow  rate  of  1.7  to  1.8  liters  per 
minute.  The  pulmonary  artery  was  incised  verti- 
cally from  just  above  the  annulus  for  a distance  of 
2 cm.  The  valve  orifice  measured  2 mm.  in  diameter 
and  there  were  three  distinct  fused  rudimentary 
commissures.  Each  commissure  was  carefully  in- 
cised to  the  annulus.  The  surgeon  then  inserted  his 
finger  through  the  opened  vah  e into  the  right  ven- 
tricle to  ascertain  that  no  subvascular  obstruction 
existed.  After  allowing  the  right  ventricle  and  pul- 
monary artery  to  fill  with  blood  from  the  coronary 
sinus  return,  the  pulmonary  artery  was  closed  using 
a continuous  coapting  suture  of  fine  silk.  The 
])atient  tolerated  the  procedure  without  incident 
and  reacted  while  still  on  the  operating  table.  His 
post-operative  course  was  entirely  uneventful  and 
he  was  discharged  on  his  twenty-third  post-opera- 
tive day.  In  the  eight  months  following  operation 
he  has  returned  to  full  activity  and  is  completely 
asymptomatic.  The  preoperative  systolic  murmur 
can  no  longer  be  heard. 

Case  3.  J.  C.  (R.I.H.  622472).  A nine-year-old 
girl  had  had  a heart  murmur  since  infancy.  Except 
for  frequent  upper  respiratory  infections  during 
her  first  two  years  of  life  she  had  developed  nor- 
mally. Increasing  dyspnea  at  play  in  the  preceding 
year  led  to  her  admission  on  September  11.  1939. 

Examination  revealed  a plump  healthy  appear- 
ing girl.  Blood  pressure  was  104/70  and  the  heart 
rate  was  80.  The  precordium  was  not  deformed.  A 
harsh  systolic  murmur  could  he  heard  over  the 
entire  anterior  chest  wall  but  was  maximal  at  the 
left  third  intercostal  space.  A thrill  was  palpable 
over  the  same  area.  The  second  jnilmonic  sound 
was  present  but  thought  to  be  somewhat  dimin- 
ished. 

The  electrocardiogram  revealed  right  and  left 
ventricular  enlargement.  X-ray  studies  showed  an 
enlarged  heart  with  a prominent  pulmonary  artery 
segment.  Cardiac  catheterization  disclosed  a sharp 
fall  in  pressure  from  the  right  ventricle  to  the  pul- 
monary artery,  a systolic  pressure  gradient  of  100 
mm.  Hg.  The  precise  point  in  the  outflow  tract 
where  this  pressure  drop  occurred  was  thought  to 
he  the  pulmonary  valve.  Oxygen  saturation  deter- 
minations showed  no  evidence  of  intracardiac 
shunt. 

On  September  19,  1939,  the  mediastinum  was 
entered  through  a vertical  median  sternotomy. 
After  opening  the  pericardium,  it  was  apparent 
that  the  right  ventricle  was  divided  into  two  cham- 
bers beating  out  of  phase  with  each  other.  The 
infundibular  chamber  expanded  during  early  sys- 
tole, then  contracted  during  ventricular  diastole. 

distinct  line  of  demarcation  between  the  ven- 
tricle and  the  infundibular  chamber  was  clearly  vis- 
ible. After  cannulating  the  superior  and  inferior 
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vena  cavae  through  the  right  atrial  appendage  and 
the  right  femoral  artery,  total  heart-lung  bypass 
was  initiated  at  a flow  rate  of  2.6  liters  per  minute. 
The  right  \ entricle  was  incised  vertically  through 
the  area  of  infundibular  stenosis.  The  pulmonary 
valve  was  normal.  The  parietal  and  septal  bands 
of  the  crista  supraventricularis  were  markedly  hy- 
pertrophied and  displaced  downward,  forming  a 
musculo-fibrous  obstruction  in  the  mid-right  ven- 
tricle. The  aperture  through  this  partition  was 
approximately  2 mm.  in  diameter.  Under  direct 
vision,  this  obstructing  ring  was  carefully  trimmed 
away  by  sharp  dissection  until  the  infundibular  and 
ventricular  chambers  became  one.  The  incision  in 
the  ventricle  was  closed  with  a double  row  of  con- 
tinuous silk  sutures.  Total  heart-lung  bypass  lasted 
d.-'  minutes  and  was  well  tolerated.  The  patient 
awakened  on  the  operating  table  during  the  appli- 
cation of  the  dressing  and  complained  that  she  was 
hungry. 

The  post-operative  course  was  complicated  bv  a 
small  stitch  abscess  at  the  lower  end  of  the  anterior 
chest  wound.  A protracted  low  grade  temperature 
ultimately  responded  to  steroid  therapy  and  was 
thought  to  be  due  to  the  post-cardiotomy  syndrome. 
She  was  discharged  on  her  thirty-ninth  post-oper- 
ative day.  at  which  time  her  heart  murmur  was 
barely  audible.  In  the  four  months  since  her  oper- 
ation, she  has  returned  to  full  vigorous  activity 
and  is  free  of  symptoms. 

Case  4:  L.  M.  (R.I.H.  627213).  A fifty-three- 
year-old  woman  was  admitted  December  6,  1939 
with  intractable  cardiac  failure.  She  was  known  to 
have  had  mitral  stenosis  for  43  years.  She  had  had 
three  uncomplicated  pregnancies  and  had  been  rela- 
tively free  of  symptoms  until  one  and  one-half  years 
before  admission.  At  that  time,  dyspnea,  cough  and 
peripheral  edema  responded  to  treatment  with 
digitalis,  mercurials  and  salt  restriction.  Three 
months  before  admission  an  effort  to  anesthetize 
her  for  the  removal  of  several  carious  teeth  was 
frustrated  by  the  development  of  severe  cardiac 
arrhythmias.  Later  she  developed  atrial  fibrillation, 
a dry  nonproductive  cough  and  recurrent  edema 
refractory  to  full  doses  of  digitalis  and  diuretics. 
In  spite  of  increasing  dyspnea,  it  was  of  interest 
that  the  patient  obtained  maximum  relief  in  her 
breathing  hv  lying  prone  in  bed.  All  other  positions 
except  sitting  upright  resulted  in  severe  dyspnea 
and  paroxysms  of  coughing. 

Examination  disclosed  a small,  thin,  chronically 
ill  woman  lying  on  her  abdomen  in  bed.  Her  nose, 
fingers  and  toes  were  cyanotic.  Her  neck  veins 
were  distended.  There  were  rales  at  toth  lung 
bases.  The  heart  was  enlarged  to  the  left.  Blood 
pressure  was  113/80  and  the  heart  rate  was  100 
and  totally  irregular.  A loud,  high-pitched,  squeak- 
ing murmur  was  heard  along  the  left  sternal  bor- 
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der.  A softer  diastolic  murmur  was  heard  over  the 
apex.  The  second  sound  in  the  pulmonary  area  was 
accentuated.  The  liver  was  felt  five  finger-breadths 
below  the  costal  margin.  There  was  pitting  edema 
of  the  sacrum  and  the  lower  extremities. 

An  electrocardiogram  showed  atrial  fibrillation 
with  right  ventricular  hypertrophy.  Fluoroscopy 
disclosed  an  enlarged  heart  with  a prominent  pul- 
monary conus,  evidence  of  calcification  in  the 
region  of  the  mitral  valve  and  bilateral  pleural 
effusion. 

In  spite  of  intensive  medical  treatment,  the  pa- 
tient’s symptoms  became  worse  and  it  was  the  con- 
census that  her  prognosis  was  hopeless  without 
surgical  treatment.  Since  her  mitral  valve  was 
known  to  be  extensively  calcified  and  the  clinical 
findings  suggested  the  presence  of  an  occluding 
intra-atrial  thrombus,  open  operation  with  the  aid 
of  a pump-oxygenator  was  elected.  In  preparation 
for  the  definitive  cardiac  operation,  a tracheotomy 
was  performed  with  the  patient  in  a sitting  position. 

On  December  19,  1959,  a right  thoracotomy 
through  the  bed  of  the  resected  fifth  rib  was  per- 
formed. The  caval  and  arterial  cannulations  were 
performed  as  were  those  described  in  Case  1.  Total 
heart-lung  bypass  was  carried  out  for  one  hour  and 
56  minutes.  The  left  atrium  was  opened  widely 
posterior  to  the  interatrial  sulcus.  After  emptying 
the  left  atrium  of  blood,  a pedunculated  thrombus, 
measuring  3x3x4  cm.,  was  found  attached  to  a 
thrombus  filling  the  left  atrial  appendage.  The 
mitral  valve  was  extensively  calcified  and  tightly 
stenosed.  A gauze  sponge  was  packed  into  the 
stenosed  valve  orifice  to  trap  any  thrombotic  frag- 
ments and  the  friable  thrombus  was  evacuated  in 
several  pieces.  The  orifice  of  the  atrial  appendage 
was  then  closed,  from  within  the  atrium,  with  a run- 
ning suture  of  silk.  A mitral  commissurotomy  was 
achieved  under  direct  vision  with  the  use  of  appro- 
priate instruments.  Although  both  the  anterior  and 
posterior  commissures  were  adequately  incised  to 
the  valve  annulus,  dense  calcification  in  the  region 
of  the  posterior  commissure  rendered  the  valve 
leaflets  immobile. 

The  edematous  atrial  w'all  was  closed  with  diffi- 
culty. After  the  circulation  had  been  re-established, 
it  was  necessary  to  return  to  partial  cardiopul- 
monary bypass  several  times  in  order  to  finally 
achieve  a blood  tight  closure  of  the  atrium.  The 
patient  tolerated  the  procedure  well  and  was  awake, 
responding  to  questions,  as  the  last  skin  sutures 
were  being  placed. 

Her  post-operative  course  was  gratifying  in  the 
first  24  hours.  She  was  alert  and  co-operative.  The 
serum  electrolytes  and  pH  showed  no  deviation 
from  normal.  Venous  pressure  varied  from  10  to 
15  mm.  Hg.  and  systolic  arterial  blood  pressure 
remained  at  100  mm.  Hg.  Early  on  her  second  post- 


operative day,  however,  she  developed  digital  cya- 
nosis with  a progressive  fall  in  blood  jiressure 
despite  an  adequate  blood  volume  and  normal  blood 
chemistries.  Death  occurred  abruptly  48  hours  fol- 
lowing operation. 

Autopsy  revealed  no  obvious  anatomic  cause  of 
death.  All  suture  lines  were  intact.  The  heart  was 
enlarged,  pale  and  flabby.  Microscopically  the  left 
ventricular  myocardium  was  infiltrated  with  fat. 
The  cause  of  death  was  considered  due  to  chronic 
left  ventricular  insufficiency. 

Conmient 

Successful  clinical  use  of  a pump-oxygenator 
depends  upon  careful,  painstaking  preparation  in 
the  laboratory.  Rapid  evolution  and  development 
of  new  instrumentation  requires  constant  modifi- 
cation and  refinement  of  existing  equipment  and 
subsequent  evaluation  of  these  changes  on  animals 
in  order  to  insure  a clinically  reliable  pump-oxy- 
genator.  Even  after  a clinical  program  has  been 
successfully  launched,  it  is  essential  that  the  oper- 
ating team,  cardiologists  and  technologists  continue 
to  work  together  in  the  laboratory  at  weekly  inter- 
vals if  continued  success  in  the  operating  room  is  to 
be  assured. 

Wuth  the  development  of  any  new  technique  for 
treating  a disease  or  lesion,  there  is  a natural  tend- 
ency among  practicing  physicians  to  relate  mortal- 
ity to  failure  of  the  method.  Thus,  fatalities  in 
open-heart  surgery  are  frequently  ascribed  to  the 
pump-oxygenator.  Clearly,  technical  errors  in  can- 
nulation  and  the  operation  of  the  heart-lung  ma- 
chine will  sometimes  result  in  death.  In  the  hands 
of  a properly  trained  team  using  high  quality,  thor- 
oughly tested  equipment,  such  errors  should  occur 
infrequently,  if  at  all.  On  the  other  hand,  sufficient 
experience  in  a number  of  active  clinics  has  now 
accrued  to  indicate  that  the  nature  of  the  patient’s 
cardiac  lesion  and  the  resulting  physiologic  altera- 
tions created  by  that  lesion  are  the  most  important 
factors  determining  the  outcome  of  the  surgical 
correction. 

There  is  now  general  agreement  among  surgeons 
and  cardiologists  that  the  success  — or  failure  — 
of  surgical  repair  of  septal  defects  with  long-stand- 
ing left  to  right  shunts  depends  upon  the  condition 
of  the  pulmonary  vascular  bed.  When  pulmonary 
vascular  resistance  results  in  a pulmonary  artery 
pressure  approximating  or  equal  to  the  systemic 
aortic  pressure  with  a consequent  diminution  in 
pulmonary  blood  flow,  closure  of  the  defect  by  any 
method,  open  or  closed,  imposes  an  overwhelming 
load  on  the  right  ventricle  which  may  fail  acutely. 
In  the  first  patient  reported  above,  this  risk  was 
clearly  recognized  and  accepted.  Correction  of  her 
defect  was  carried  out  successfully  and  her  subse- 
quent course  suggests  that  her  pulmonary  vascular 
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changes  have  reversed  to  some  degree. 

The  limiting  factors  in  effectively  treating  pa- 
tients with  calcific  cardiac  valvular  disease  are.  the 
extent  to  which  the  valve  can  be  opened  and  mobil- 
ized. and  the  myocardial  reserve.  Case  4 reported 
above  represents  a patient  whose  valve,  although 
successfully  opened,  could  not  be  mobilized  to  any 
great  extent,  even  under  direct  vision.  Moreover, 
ber  myocardial  reserve  was  severely  compromised. 
It  is  doubtful  that  the  left  ventricle  could  have  suc- 
cessfullv  handled  the  increased  stroke  volume  even 
if  good  mobility  of  the  mitral  valve  had  been  re- 
stored. W e have  bad  similar  experiences  with  cer- 
tain Class  R’  patients  operated  upon  by  closed 
methods. 

In  children  with  isolated  cardiac  anomalies,  such 
as  those  demonstrated  in  Case  2 and  Case  3.  the 
results  of  open  correction  are  good  and  the  risk  is 
small.  Wdiile  correction  of  some  of  these  defects 
has  been  achieved  under  bypotbermia  with  a high 
degree  of  success,  the  method  is  generally  unsuit- 
able if  unsuspected  and  more  complicated  anomalies 
are  encountered  at  operation.  This  was  clearly 
demonstrated  in  our  third  case  operated  upon  for 
what  was  thought  to  be  pure  pulmonary  valvular 
stenosis.  At  operation  the  patient  was  found  to 
have  a severe  infundibular  stenosis  which  required 
complete  heart-lung  bypass  for  effective  correction. 

SUMMARY 

Extracorporeal  circulation  with  the  aid  of  a 
clinicallv  reliable  pump-oxygenator  is  an  essential 
adjunct  in  treating  certain  cardiovascular  lesions. 
Its  employment  in  larger  community  hospitals  is 
feasible  and  necessary.  However,  its  successful 
clinical  use  requires  careful  and  meticulous  prep- 
aration in  a suitably  equipped  animal  experimental 
laboratory.  It  is  also  essential  that  the  team  utiliz- 
ing the  method  continue  to  work  together  regularly 
in  the  laboratory  if  continued  clinical  success  is  to 
be  assured. 

The  initial  clinical  experience  with  the  use  of  a 
rotating-disc  pump-oxygenator  is  presented.  It  is 
pointed  out  that  while  technical  errors  in  perform- 
ing whole  body  perfusion  can  sometimes  result  in  a 
fatality,  such  errors  should  occur  infrequently  in 
the  hands  of  a well-trained  team  employing  thor- 
oughly tested  equipment.  Of  greater  importance  in 
determining  success  — or  failure  — is  the  nature  of 
the  patient’s  cardiac  abnormality  and  the  physio- 
logical changes  resulting  from  the  lesion. 
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DIET  AND  THE  ABDOMINAL  CRISIS  IN  ESSENTIAL  HYPERLIPEMIA 

Lt.  Ralph  L.  Nachman,  mc  (usnr) 


The  Author.  Lt.  Ralph  L.  Nachman,  MC  (USNR), 
Staff  Member,  Department  of  Medieine,  United 
States  Naz’al  Hospital,  Nezvport,  Rhode  Island. 


Essential  or  idiopathic  hyperlipemia  is  a rela- 
tively rare  disease  of  fat  metabolism  charac- 
terized chemically  hy  a marked  increase  in  the  total 
serum  lipids,  most  predominately  in  the  neutral  fat 
fraction.  Much  interest  has  centered  on  this  clin- 
ical state  in  the  last  few  years,  particularly  from  a 
metabolic  and  dietary  standpoint.  Apj^roximately 
ninety  cases  have  been  reported  in  the  literature.^”® 
One  of  the  outstanding  clinical  features  of  the  dis- 
ease seen  in  over  half  the  reported  cases  is  the 
presence  of  recurrent  abdominal  pain  sometimes 
closely  simulating  an  acute  surgical  abdomen.®  The 
course  of  the  disease  has  been  significantly  altered 
hy  diet.’^  The  following  case  illustrates  the  relation- 
ship of  an  abdominal  crisis  to  diet  and  concomitant 
serum  lipid  changes.  A short  trial  of  steroid  treat- 
ment and  the  effect  on  serum  lipids  is  noted. 

Case  Report 

R.  J.,  a 25-year-old  white  male,  was  admitted  in 
June,  1958  to  the  U.  S.  Naval  Hospital  at  Newport, 
Rhode  Island  for  evaluation  of  recurrent  episodes 
of  acute  abdominal  pain.  The  patient  gave  a history 
of  recurrent  attacks  of  abdominal  pain,  since  age 
15.  The  attacks  occurred  at  intervals  of  ten  to  fif- 
teen weeks  and  were  characterized  hy  severe  stab- 
bing, colicky  pains  in  the  right  lower  and  right 
upper  quadrants  of  the  abdomen,  lasting  at  times 
up  to  twenty-four  hours  in  duration.  At  age  16, 
an  exploratory  laparotomy  revealed  “telescoped 
bowels.”  He  was  hospitalized  subsequently  (m  five 
different  occasions,  during  which  time  repeated 
gastrointestinal  X-ray  studies  were  negative.  In 
1957,  grossly  milky  serum  was  noted.  The  diag- 
nosis of  chronic  relapsing  pancreatitis  was  made, 
however  there  was  no  elevation  of  serum  lipase  or 
amylase.  The  patient’s  military  service  was  punc- 
tuated hy  intermittent  attacks  of  acute  abdominal 
pain.  On  repeated  examinations  he  was  found  to 
have  grossly  milky  serum.  Family  history  was 
unremarkable. 

Physical  examination  revealed  a slightly  obese, 
well-developed,  white  male,  approximately  twelve 


pounds  overweight.  Vital  signs  were  normal.  The 
skin  showed  no  evidence  of  cutaneous  xanthomata. 
Fundoscopic  examination  revealed  creamy  white 
streaking  of  the  retinal  veins-lipemia  retinalis.  The 
smooth,  non-tender  liver  edge  was  palpable  two 
finger  breadths  below  the  right  costal  margin.  The 
spleen  was  not  felt.  The  remainder  of  the  physical 
examination  was  negative. 

The  laboratory  studies  on  admission  revealed  an 
initial  white  blood  count  of  14,000.  The  serum 
throughout  the  entire  hospital  stay  was  grossly 
milky  (Figure  1).  Electrolytes  were  normal.  Tests 
of  hepatic,  thyroid  and  renal  function  were  normal. 
A glucose  tolerance  test  was  normal.  Urinalyses, 
including  porphyrin  studies  were  negative.  Re- 
peated pancreatic  studies  including  multiple  deter- 
minations of  the  serum  amylase  and  lipase  were 
normal.  Electrocardiogram  was  negative.  Roent- 
genographic  studies  of  the  chest,  gall  liladder, 
upper  gastrointestinal  tract  including  small  bowel, 
and  the  barium  enema  were  within  normal  limits. 
There  was  no  evidence  of  pancreatic  calcification. 
Serum  electrophoresis  showed  a slight  increase  in 
the  alph  2 and  beta  protein  levels. 

Figure  2 illustrates  the  pattern  of  the  serum  lipid 
changes  as  correlated  with  the  amount  and  type  of 
fat  in  the  diet. 

In  the  initial  period  the  patient  was  maintained 
on  a moderately  low  fat  intake  of  55-60  grams  of 
fat  per  day.  The  serum  remained  grossly  milky 
throughout  the  study  regardless  of  the  total  fat 
intake.  After  twenty- four  days  the  diet  was 
changed  to  a high  fat  intake  with  170  grams  of 
total  fat  per  day.  After  twenty-eight  days,  follow- 
ing a steady  and  progressive  rise  in  the  serum  cho- 
lesterol, the  patient  developed  an  acute  abdominal 
crisis  lasting  for  approximately  eight  hours.  During 
this  period  the  patient  complained  of  severe  colicky 
pains  in  the  right  upper  and  right  lower  quadrants. 
Physical  examination  revealed  generalized  guard- 
ing with  hypoactive  bowel  sounds.  The  liver  re- 
mained palpable  two  finger  breadths  below  the 
right  costal  margin  at  the  same  level  as  prior  to 
the  attack.  Flat  and  upright  films  of  the  abdomen 
showed  a reflex  ileus  pattern.  The  serum  choles- 
terol preceding  the  abdominal  attack  hy  approxi- 
mately ten  hours  was  630  mgm.  per  cent.  Three 
days  later  it  was  200  mgm.  per  cent.  Unfortunately 
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fractionated  seriuni  level  studies  were  not 

available  until  after  the  abdominal  crisis.  The  third 
phase  of  the  study  was  begun  on  hospital  day  57 
shortlv  following  the  acute  abdominal  crisis  and 
consisted  of  a high  unsaturated  fat  diet  (170 
grams  ) approximately  60%  unsaturated  fattv  acid. 
During  this  period  special  lipid  studies  were  ob- 
tained showing  unequivocal  evidence  of  essential 
hyperlipemia.  The  patient  remained  asvmptomatic 
throughout  this  entire  period  although  the  neutral 
fats  and  total  lipids  showed  striking  elevations. 
Over  the  last  phase  of  the  study,  the  patient  was 
fed  a low-fat  diet  (25-30  grams  fat).  He  main- 
tained an  asymptomatic  state  as  the  serum  lipid 
levels  diminished,  except  for  the  serum  phospho- 
lipids which  seemed  to  follow  an  inverse  relation- 
ship to  the  serum  total  lipids  and  neutral  fats.  Dur- 
ing this  final  stage  after  following  the  low  fat  diet 
for  two  weeks  Prednisolone  was  added  to  the  regi- 
men in  a dosage  of  30  mgm.  dailv  for  a period  of 
fourteen  days.  There  was  no  change  in  the  clinical 
picture  nor  in  the  gross  turbidity  of  the  serum ; 
however,  there  was  a general  downward  trend  in 
the  serum  lipid  levels  most  marked  in  a precipitous 
fall  of  the  phospholipids. 


FIGURE  1 

Milky  appearance  of  the  patient’s  fasting  serum. 
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Comynents 

One  of  the  more  intriguing  features  of  essential 
hyperlipemia  is  the  recurrent  abdominal  crisis. 
There  is  no  doubt  that  in  some  patients  bona  fide 
pancreatitis  has  been  established.®  Klatskin  and  Gor- 
don- concluded  from  their  well-studied  case  that 
the  pancreatitis  was  the  result  not  the  cause  of 
essential  hyperlipemia.  They  postulated  that  the 
alteration  in  the  physical  state  of  the  serum  might 
have  led  to  vascular  occlusions  in  the  visceral  ves- 
sels particularly  those  going  to  the  pancreas  and 
liver.  Sudden  enlargement  of  the  liver  and  spleen 
has  been  reported  during  an  abdominal  attack.® 
Our  patient  showed  no  increase  in  hepatomegalv 
during  the  abdominal  crisis  nor  was  there  any  evi- 
dence chemically  of  pancreatitis.  The  attack  char- 
acteristically followed  a steady  progressive  rise  in 
the  serum  lipids  manifested  by  a spiking  rise  in 
the  serum  cholesterol. 

It  has  been  shown  by  previous  observers  that  the 
total  fat  in  the  diet  has  a direct  bearing  on  the 
degree  of  hyperlipemia  and  the  abdominal  crises. 
Holt  was  able  to  precipitate  attacks  when  raising 
the  serum  lipids  to  eight  per  cent.®  It  is  interesting 
to  note  that  the  high  fat  diet  with  the  large  propor- 
tion of  unsaturated  fatty  acids  did  not  precipitate  an 
abdominal  crisis  in  our  patient  even  though  the 
serum  total  lipids  and  neutral  fats  showed  marked 
elevations.  Although  the  cholesterol  rose,  there  was 
no  sudden  peaking  as  was  seen  on  the  normal  fat 
diet. 


FIGURE  2 

Correlation  of  the  patient’s  serum  lipid  levels  with  the 
total  fat  in  the  diet. 
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Sustained  low  fat  diet  is  the  choice  of  treatment 
in  this  disease.  Recently,  other  approaches  ha\e 
included  heparin  and  chlorpromazine  with  benefi- 
cial eft'ects.^'’  \\'ith  regard  to  steroids,  animal  ex- 
periments have  shown  that  these  hormones  play  a 
role  in  blood  lipid  regulation  by  a direct  action  on 
lipid  or  lipoprotein  metabolism.  However,  studies 
in  man  have  been  inconclusive.” Klatsin  and 
Gordon  treated  their  ])atient  during  a period  of 
fat  restriction  with  corticotrophin  and  reported  an 
increase  in  serum  turbidity  without  very  much 
change  in  the  serum  cholesterol  or  fatty  acid  levels. - 
The  phospholipids,  neutral  fats,  and  total  lipids 
were  not  reported.  They  postulated  that  the  corti- 
cotrophin probably  acted  by  effecting  a change  in 
the  physical  state  of  the  lipid  in  the  serum.  The 
patient  in  our  case  showed  a general  downward 
trend  in  the  cholesterol,  total  lipid  with  an  initial 
fall  and  then  rise  of  the  neutral  fat.  The  phospho- 
lipids showed  a marked  and  almost  precipitous  fall. 
This  steroid  effect  was  exerted  while  on  a low  fat 
diet.  During  the  time  on  steroids  the  patient  re- 
mained completely  symptom  free  and  the  serum 
continued  to  show  the  same  gross  degree  of  tur- 
bidity as  throughout  the  entire  hospital  stay. 

SUMMARY 

A case  of  essential  hyperlipemia  has  been  pre- 
sented. Serum  lipid  studies  were  correlated  with 
the  dietary  fat  intake. 

An  abdominal  crisis  was  precipitated  on  a high 
fat  diet  following  a steady  progressive  rise  in  the 
serum  cholesterol.  A high  fat  diet  consisting  of 
sixty  per  cent  unsaturated  fatty  acids  failed  to  pro- 
duce an  abdominal  crisis. 

A trial  of  steroid  treatment  with  a low  fat  diet 
produced  a general  downward  trend  in  the  serum 
lipids  with  a pronounced  fall  in  the  phospholipids. 
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DID  YOU  KNOW.’ 

• That  a recent  study  showed  that  blood  banks 
were  available  in  53  per  cent  of  hospitals  in  1957, 
compared  to  25  per  cent  in  1948. 

• That  in  1957,  a total  of  87  million  outpatient 
visits  were  made  to  hospitals. 

• That  estimates  indicate  that  from  25  to  50  per 
cent  of  the  patient  days  in  general  hospitals  are  for 
chronically  ill  patients,  excluding  mental  illness 
and  tuberculosis. 

• That  in  fiscal  year  1961,  the  National  Institutes 
of  Health  will  spend  $295  million  on  medical 
research. 

• That  before  World  War  II,  three  out  of  every 
four  hospital  admissions  involved  surgery;  today 
about  three  out  of  every  five  admissions  involve 
surgery. 

• That  three  out  of  every  ten  persons  involved  in 
motor  vehicle  accidents  require  hospitalization. 

• That  nearly  one  out  of  every  seven  Americans 
has  a chronic  or  permanent  health  impairment. 


Sanik^ium 

Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Max  Faintych,  M.D.  Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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SURGICAL  TREATMENT  OF  MALIGNANCIES  OF  THE  EYELIDS 
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Rhode  Island.  Assistant  Surgeon.  Dcfartnicnt  of  .Sur- 
gery (Plastic).  Rhode  Island  Hosfital. 


‘T^eaths  occur  witli  an  ophthalmic  malignancy 
from  the  metastases,  and  these  deaths  are 
directly  due  to  the  method  of  handling  the  primary 
lesion ; hence  the  responsibility  for  treatment  of 
these  cases  is  a serious  one,”  so  wrote  Doctor 
Edmund  B.  Spaeth.^  \\’hile  the  majority  of  malig- 
nant tumors  of  the  eyelids  are  superficially  placed 
basal  cell  carcinomas,  a small  percentage  are  squa- 
mous cell  carcinomas.  W'hen  they  are  diagnosed 
early  and  treated  adequately,  a high  rate  of  cure  is 
possible.  Adequate  treatment  implies  complete 
eradication  of  the  tumor  with  preservation  of  lid 
function.  This  objective  is  sometimes  difficult  to 
attain,  even  with  small  tumors,  due  to  the  close 
proximity  of  so  many  vital  structures  in  a confined 
area.  This  is  especially  true  in  the  vicinity  of  the 
inner  canthus  where  the  duct  system  courses  just 
beneath  the  lid  margins. 

In  the  majority  of  cases,  the  defect  created  by  the 
surgical  removal  of  an  operable  malignancy  can  be 
corrected  through  plastic  surgery  at  the  time  of  the 
original  operation.  In  a smaller  number  of  cases, 
judgment  may  dictate  the  removal  of  the  malig- 
nancy without  attempt  at  primary  lid  reconstruc- 
tion. In  such  cases  reconstruction  may  be  delayed 
until  complete  eradication  has  been  assured. 

There  is  a growing  feeling  that  irradiation  ther- 
apy should  not  he  used  as  a common  therapeutic 
modality  in  eyelid  malignancies.  The  indefiniteness 
of  radiation  therapy,  coupled  with  its  unselective 
destruction  of  adjacent  tissues  serves  to  complicate 
treatment  in  many  instances.  Direct  complications 
are  obstruction  to  the  lacrimal  duct  system  in  inner 
canthal  lesions  or  corneal  injury  due  to  improper 
shielding  of  the  globe.  The  most  important  con- 
sideration. however,  is  the  confusing  differential 
diagnosis  between  recurrent  tumor  and  radiation 
dermatitis.  Its  presence  ]X)ses  a dilemma  that  has 
many  facets.  Following  apparently  successful  ra- 
diation treatment,  the  ajipearance  of  a roughened 
or  ulcerated  area  defies  accurate  diagnosis  by  any 
method  short  of  total  excision  and  serial  micro- 
scopic examination.  Recurrent  tumor,  radiation 


dermatitis  with  or  without  necrosis,  or  malignant 
degeneration  as  a late  radiation  effect  are  all  possi- 
bilities. Although  secondary  therapy  in  such  cases 
is  perforce  surgical,  healing  is  impaired  by  the 
presence  of  the  obvious  radiation  changes  as  well 
as  the  subtle  changes  in  the  periphery  of  the  treated 
area. 

Small  skin  tumors  can  be  excised  and  the  defect 
closed  directly  without  jeopardizing  lid  function. 
As  with  all  resected  specimens,  the  edges  must  be 
examined  carefully  by  a pathologist  to  he  certain 
of  the  adequacy  of  the  surgery. 

Larger  defects  may  require  free  skin  grafts  ( fig- 
ures la  and  lb).  These  function  very  well  on  the 
upper  lids,  hut  their  use  on  the  lower  lids  is  fraught 
with  some  danger.  The  well-known  property  of 
free  grafts  to  contract,  coupled  with  the  ease  of 
production  of  ectropion  of  the  lower  eyelids,  should 
engender  caution  in  their  use.  In  the  absence  of 
frank  ectropion,  tearing  may  be  a complication 
when  the  puncta  has  been  pulled  away  from  contact 
with  the  globe,  thereby  removing  the  suction  effect 
so  necessary  to  proper  drainage. 

Other  tumors,  by  virtue  of  their  large  size  or 
their  position  on  the  lid  margins,  require  that  flaps, 
alone  or  with  grafts,  he  used  to  preserve  lid  func- 
tion following  adequate  excisional  therapy.  It  is 
preferable  that  adjacent  tissue  he  used  in  recon- 
struction since  its  texture  approximates  that  of  the 
normal  lid.  When  insufficient  adjacent  tissue  is 
available  or  conditions  of  impaired  healing  are  en- 
countered, flaps  of  indifferent  texture  must  be 
brought  in  from  distant  donor  areas.  Although 
these  function  well  after  they  have  been  adequately 
defatted,  they  are  never  as  pliable  nor  do  they  blend 
as  well  as  the  adjacent  tissues  which  have  proper- 
ties similar  to  the  resected  tissues. 

Surgical  defects  of  the  lower  lids  may  he  resur- 
faced hv  utilizing  flaps  rotated  into  the  defect  from 
the  adjacent  cheek.  The  flaps  may  be  rotated  up- 
ward from  the  infraorbital  area  (figures  2a  and 
2b)  (Imre  flap)  or  may  be  rotated  in  from  the 
malar  region  (figures  3a  and  Ah').  There  is  avail- 
able an  unlimited  amount  of  tissue  that  can  he  ro- 
tated especially  by  the  latter  method.  Great  care 
must  he  taken  when  developing  the  flaps  to  avoid 
severing  the  motor  nerve  to  the  orbicularis  oculi 
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Figures  la,  lb,  2a,  2b,  3a  and  3b,  left-hand  column 
la.  Tumor  of  the  inner  canthal  region  and  side  of  nose, 
lb.  Tumor  was  excised  and  the  area  resurfaced  utilizing 
a free  skin  graft. 

2a.  Tumor  of  lower  lid  and  side  of  nose.  2b.  Tumor 
excised  and  the  area  resurfaced  by  advancing  a flap  up- 
ward from  the  infraorbital  area. 

3a.  Tumor  of  lower  eyelid.  3b.  Tumor  excised  and  the 
area  resurfaced  by  rotating  a flap  in  from  the  malar 
region. 


Figures  4a,  4h,  5a,  5b,  6a  and  6b,  right-hand  column 

4a.  Tumor  of  the  lower  lid  near  the  outer  canthus. 
4b.  Tumor  excised  and  the  area  resurfaced  by  rotating  a 
pedicle  flap  from  the  upper  eyelid. 

3a.  Tumor  of  the  inner  canthal  region.  5b.  Tumor 
excised  and  the  area  resurfaced  by  rotating  a pedicle  flap 
from  the  upper  eyelid. 

6a.  Tumor  of  inner  canthal  region  involving  the  upper 
and  lower  lid  margins.  6b.  Tumor  excised  and  the  area 
reconstructed  utilizing  a pedicle  flap  from  the  upper  lid. 
The  flap  was  folded  in  such  a way  as  to  resurface  each 
lid  margin  and  preserve  the  sulci. 


muscles  since  the  resulting  paralysis  of  the  lower 
lid  leaves  the  globe  without  adequate  protection, 
disrupts  lacrimal  drainage,  and  is  very  unsightlv. 

Outer  canthal  lesions  are  favorable  ones  for  exci- 
sion and  immediate  rotation  of  adjacent  flaps,  usu- 
ally from  the  upper  lid  (figures  4a  and  4h  ).  Ban- 
ner-shaped flaps  can  be  outlined  and  transposed 
along  the  lid  margin.  These  are  of  fine  texture  and 
blend  in  well  with  the  host  tissues.  Function  at  the 
outer  canthus  is  undisturbed  by  the  procedure. 

At  the  inner  canthal  region,  tumors  present  a 
much  greater  surgical  challenge.  The  close  proxim- 
ity of  the  punctae  and  lacrimal  duct  system  and  the 
medial  canthal  ligament,  all  of  which  are  vitally 
important  to  good  lid  function,  pose  problems  to 


adequate  excisional  therapv  and  reconstruction. 
Tumors  in  this  area  may  spread  along  the  duct  sys- 
tem to  involve  the  nasal  hones  and  the  orbital  rim 
or  they  may  spread  to  the  periorbital  tissues. 

\\4th  the  less  extensive  inner  canthal  lesions, 
banner-shaped  flaps  similar  to  the  type  already  de- 
scribed are  very  satisfactory  (figures  5a  and  51) ). 
In  the  more  extensive  lesions  where  there  is  in- 
volvement of  the  lid  margins,  the  flap  may  he  folded 
in  such  a way  as  to  resurface  each  lid  margin  as 
well  as  the  sulci,  thereby  preserving  the  inner 
canthal  fissure  (figures  6a  and  6b).  \\’hen  the 
tumor  involves  the  infraorbital  area,  a graft  may 
he  used  in  conjunction  with  the  banner  flap  to  pre- 
serve lid  function  (figures  7a  and  7h  ). 

continued  on  next  page 
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Figures  la,  lb,  8a,  8b,  8c,  8d, 

9a,  9b  and  9c  left-hand  column 
7a.  Tumor  of  the  inner  canthal  region  and  the  infraor- 
bital area.  Tumor  involves  both  lid  margins.  7b.  Tumor 
excised  and  the  inner  canthal  region  reconstructed  utiliz- 
ing a pedicle  flap  from  the  upper  eyelid.  The  infraorbital 
region  was  resurfaced  with  a free  graft. 

8a.  Tumor  of  the  right  lower  lid  margin.  It  involves 
approximately  one  third  of  the  lower  lid  and  commences 
just  lateral  to  the  punctum.  8b.  Tumor  excised  and  the 
area  reconstructed  using  a tarso-conjunctival  flap  and  a 
pedicle  flap  from  the  upper  eyelid,  (photograph  taken 
prior  to  separation  of  the  two  lids).  8c  and  8d.  Photo- 
graphs show  lid  function  following  release  of  the  eyelids. 

9a.  Radiation  necrosis  of  upper  eyelid,  inner  canthal 
region,  side  of  nose  and  infraorbital  area.  9b.  Area  excised 
and  resurfaced  utilizing  a midline  forehead  flap  applied 
to  the  inner  canthal  region  and  free  grafts  to  the  upper 
and  lower  lids.  Photograph  taken  prior  to  defatting  of 
flap.  9c.  Photograph  taken  following  defatting  of  flap. 

Figures  10a,  10b,  10c,  lOd  and  lOe,  right-hand  column 
10a.  Radiation  necrosis  of  entire  lower  lid,  infraor- 
bital ridge  and  inner  canthal  region.  10b.  Area  excised. 
Superiorly  based  cheek  flap  was  rotated  into  the  infra- 
orbital region.  A tarso-conjunctival  flap  was  developed 
and  advanced  to  the  free  edge  of  the  conjunctiva.  A free 
graft  was  placed  over  the  exposed  undersurface  of  the 
tarso-conjunctival  flap.  10c.  Separation  of  the  two  lids. 
lOd  and  lOe.  Postoperative  photographs  showing  lid 
function. 
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W hen  a tumor  involves  the  lid  margin,  the  need 
for  conjunctival  lining  and  cartilagenous  support 
of  the  lid  is  added  to  the  need  for  skin  coverage 
(figure  8a).  Conjunctiva  is  available  as  either  a 
free  graft  or  as  a pedicle  flap,  while  the  tarsal  plate 
of  the  uninvolved  lid  serves  as  a source  for  carti- 
lage. A tarso-conjunctival  flap  can  be  brought  into 
the  defect  from  the  area  opposite  to  the  tumor  ( fig- 
ure 81)).  It  may  be  covered  with  a skin  pedicle  and 
detached  after  three  weeks  (figures  8c  and  8d). 
There  are  many  variations  of  these  cross-eyelid 
fla])s,  hut  they  all  have  in  common  the  potential  for 
serving  as  excellent  lid  replacements. 

X’ariations  of  the  methods  described  become  nec- 
essary when  dealing  with  more  extensive  tumors 
or  when  radiation  changes  are  superimposed  on  the 
problem  of  malignancy.  Pedicle  tissue  freriuently 
has  to  l)e  introduced  from  a distant  source.  The 
forehead  is  an  excellent  source  for  a flap  to  resur- 
face the  inner  canthal  region.  Such  a flap  may  be 
used  alone  or  in  conjunction  with  free  grafts  (fig- 
ure 9a).  Initially  it  may  he  unsightly  because  of 
its  great  thickness,  but  following  defatting  it  will 
become  quite  acceptable  (figures  9b  and  9c  ).  Func- 
tionally it  is  excellent,  especially  if  the  tip  is  forked 
to  surround  the  inner  canthal  region  and  to  extend 
onto  each  lid.  Distance  precludes  the  use  of  a fore- 
head flap  for  resurfacing  the  infraorbital  region. 

When  total  lid  reconstruction  is  indicated,  con- 
junctiva, cartilage,  and  skin  must  be  supplied  (fig- 
ure 10a).  A tarso-conjunctival  flap  may  be  devel- 
oped on  the  opposite  lid  and  then  advanced  and 
sutured  to  the  free  edge  of  the  conjunctiva  at  the 
site  of  resection.  The  lid  margin  is  released  from 
the  underlying  tissues  and  permitted  to  drift  away 
from  its  normal  position.  A free  graft  is  generally 
utilized  for  skin  coverage,  hut  a pedicle  flap  may  be 
used  if  tbe  defect  is  not  large.  In  tbe  presence  of 
radiated  tissue,  it  usually  becomes  necessary  to 
utilize  a cheek  flap  to  resurface  the  infraorbital 
region  when  it  is  involved  (figure  10b).  The  lids 
are  kept  fused  for  approximately  one  month,  after 
which  time  they  are  separated  by  dividing  tbe  lids 
just  beneath  the  lashes  (figure  10c).  The  skin, 
tarsal  plate,  and  conjunctiva  are  divided  from  can- 
thus  to  canthus,  thereby  re-establishing  the  inde- 
pendency of  the  two  lids  (figures  lOd  and  lOe  ). 

SUMMARY 

In  summary,  it  is  my  feeling  that  the  treatment 
of  ophthalmic  malignancy  is  surgical.  An  attempt 
has  been  made  to  present  a representative  group  of 
cases  to  demonstrate  the  role  of  reconstructive 
surgery  in  the  therapy  of  this  disease. 
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LICENSURE  OF  PHYSICAL  THERAPISTS 
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The  Author.  O.  D.  Cinqucgrana,  M.D.,  of  East  Prov- 
idence, Rhode  Island.  Chief,  Physical  Medicine  and 
Rehabilitation,  Roger  Williams  General  Hospital;  and 
Acting  Chief  .Veterans  Administration  Hospital ; Con- 
sultant, Our  Lady  of  Fatima,  St.  Joseph’s,  and  C.  V. 
Chapin  hospitals. 


PURPOSE  OF  this  paper  is  to  point  out  the 
advantages  and  necessity  of  a mandator}’  type 
law  for  licensing  physical  therapists.  A law,  accord- 
ing to  Webster  is  The  binding  custom  or  practice 
of  a community ; the  rules  of  conduct  enforced  by 
a controlling  authority.  By  having  a law.  we  have 
the  author itv  to  command  proper  performance  of 
practices  and  forbid  improper  activities  whether 
these  be  in  medicine  or  other  fields  of  endeavor. 
The  chief  purpose  of  “a  law”  is  to  promote  the 
general  good  by  protecting  the  individual  from 
other  individuals,  groups,  etc.,  from  malpractice 
or  other  activities  that  are  not  beneficial  to  his  well- 
being. The  law  provides  restrictions  within  which 
there  is  a measurable  amount  of  freedom  to  draft 
functions,  standards  and  qualifications  for  prac- 
tice. Today,  in  all  areas  of  human  endeavor  there 
are  restrictions  and  protective  legislation  to  insure 
ethical  practices,  and  a minimal  level  of  perform- 
ance for  the  welfare  of  the  people.  In  the  legal  pro- 
fession, there  are  standards  of  ethical  practice  gov- 
erning the  qualifications  of  the  man  who  wishes  to 
practice  law.  In  medicine,  we  must  meet  certain 
standards  of  education  and  training  to  insure  a 
minimal  level  of  knowledge  and  skill  in  the  care 
of  the  patient. 

The  need  for  governing  legislation  exists  in  the 
paramedical  field  of  physical  therapy  as  well.  As 
in  medicine  and  other  professions,  minimal  stand- 
ards of  practice  are  established  from  the  very 
beginning,  at  the  educational  level,  by  the  accredi- 
tation of  schools. 

By  the  establishment  of  criteria  for  acceptability 
of  schools  of  physical  therapy,  these  criteria  en- 
deavor to  secure  that  type  of  physical  therapist, 
who  will  function  for  the  safety,  general  welfare 
and  health  of  the  people  through  the  regulation  of 
the  schools  that  prepare  him.  The  accredited  school 
is  a major  step  toward  our  objective  of  providing 
maximal  care  and  of  conforming  to  ethical  practice 


standards.  However,  if  these  standards  of  accredi- 
tability  are  not  maintained  at  the  practice  level  and 
if  unqualified  people  who  are  graduated  from  non- 
accredited  schools,  are  permitted  to  practice  ac- 
cording to  their  own  moral  standards  without  a 
governing  law,  various  practices  will  ensue  which 
may  not  benefit  the  patient  and  which  mav  be  detri- 
mental to  his  well-being.  This  is  contrarv  to  our 
principles  of  medical  practice  to  provide  maximum 
medical  care.  If  there  are  minimal  standards  of 
education  at  the  academic  level  there  must  be  min- 
imal standards  of  education  and  practice,  or  laws, 
within  the  framework  of  the  state  to  insure  proper 
and  ethical  practices. 

The  physical  therapists’  activity  is  auxiliary  to 
other  therapeutic  measures  of  a medical  and  sur- 
gical nature.  In  other  words,  it  is  a part  of  the  over- 
all care  of  our  patients.  In  the  use  of  physical  ther- 
apy. a prescribed  treatment  program  is  requested 
from  a skilled  therapist  who  is  directed  in  his  form 
of  treatment  with  specific  instructions  as  to  the  type 
of  treatment  and  the  goals  to  be  accomplished.  This 
prescription  writing  is  the  same  as  the  procedure 
used  in  directing  a prescription  to  a registered 
pharmacist.  In  physical  disabilities  of  joints,  mus- 
cles and  nervous  system,  the  use  of  physical  thera- 
peutic measures  is  designed  specifically  to  accom- 
plish an  end  and  should  be  utilized  to  the  maximum. 
Only  through  the  establishment  of  standards  of 
practice  can  this  be  assured.  This  is  one  of  the  ob- 
jecti\  es  of  an  accredited  school  of  physical  therapy, 
and  it  should  be  one  of  the  standards  that  a state 
deems  necessary  that  a physical  therapist  fulfill. 

Licensing  is  a function  of  the  state,  and  under 
such  a license,  a person  has  the  privilege  of  offer- 
ing his  skills  and  knowledge  to  the  public  where 
otherwise  it  would  be  unlawful  to  do  so.  These 
licenses  should  be  given  to  applicants  who  have 
fulfilled  certain  requirements.  As  in  the  nursing 
profession,  the  R.x.  indicates  a licensed  registered 
nurse,  so  also  the  therapist  should  be  licensed  in 
order  to  indicate  to  the  physician,  that  he  has  been 
trained  in  the  principles  of  his  particular  discipline. 

Today  the  term  physical  therapist  has  a broad 
connotation.  It  may  refer  to  a masseur  or  to  per- 
sons onlv  partly  or  little  trained  in  the  use  of  phys- 
ical modalities,  to  aides,  students,  or  physical  thera- 
pists graduated  from  non-approved  schools,  as  well 
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as  to  the  professionally  qualified  and/or  licensed 
physical  therapists.  The  purpose  of  professional 
licensing  is  to  provide  society  with  the  benefits  that 
come  from  the  services  of  a highly  skilled  group, 
and  on  the  other  hand,  to  protect  society  from  those 
who  are  either  unskilled  or  being  highly  skilled  are 
nevertheless  so  unprincipled  as  to  misuse  their 
knowledge  to  the  disadvantage  of  the  public. 

Licensing  of  any  kind  is  provided  primarily  to 
protect  the  public  and  assures  this  protection  as 
completely  as  possible.  Legal  control  would  insure 
education  in  institutions  that  meet  minimum  re- 
quirements for  accreditation ; also  certain  mini- 
mum skills  would  be  assured  before  a physical 
therapist  could  pass  beyond  the  portals  of  the 
accredited  school. 

There  will  he  some  who  will  complain  that  there 
are  so  few  physical  therapists  available  that  a 
licensing  law  would  make  the  supply  of  physical 
therapists  much  smaller.  This  reasoning  is  harmful 
to  institutions  offering  such  services  since  a cer- 
tain amount  of  legal  responsihilitv  falls  upon  the 
institution  itself  when  bodilv  injury  is  incurred. 
Because  the  state  of  Rhode  Island  is  the  only  state 
in  New  England  not  requiring  licensure,  there  is 
a constant  influ.x  of  unqualified  personnel  into  our 
state  who  set  themselves  up  as  physical  therapists 
so  that  our  available  people  are  somewhat  higher 
than  in  other  states.  Nevertheless,  these  organiza- 
tions leave  themselves  liable  to  suit  because  they 
do  not  have  people  who  are  responsible  and  who 
have  met  certain  minimum  standards  of  training. 
By  licensure  we  would  be  insured  of  only  qualified 
people. 

Negligence  is  a common  cause  term  in  legal  cases 
of  malpractice.  In  the  case  of  a department  running 
with  unqualified  personnel,  negligence,  combined 
with  inadequately  trained  people,  is  a much  larger 
word  and  in  fact,  it  is  underlined  in  red,  and  leaves 
an  institution  more  prone  to  legal  suit.  Lack  of 
training  or  experience  does  not  excuse  one  from 
an  act  of  negligence  in  a suit  of  mal])ractice.  By 
licensure,  a positive  step  to  minimize  this  fault  as 
much  as  is  humanly  possible  is  attempted.  A cer- 
tain degree  of  care  is  necessary  in  tbe  application 
of  ])bysical  therapeutic  measures  and  failure  to 
exercise  such  care  is  no  sound  reason  for  depriving 
a patient  of  the  benefits  that  may  be  derived  from 
the  proper  application  of  these  modalities.  There- 
fore, by  licensing  we  would  minimize  the  negli- 
gence that  would  result  from  lack  of  experience 
and  knowledge  in  the  use  of  the  modalities  peculiar 
to  this  field. 

In  discussing  the  need  for  licensure,  the  question 
arises  where  does  the  practice  of  irhysical  therapy 
end  and  the  practice  of  medicine  begin.  Members 
of  the  APTA  are  bound  by  its  code  of  ethics  which 
states  that  the  physical  therapist  should  carry  on 


the  techniques  of  the  profession  only  under  specific 
medical  direction ; that  the  diagnosis  of  the  patient’s 
condition  and  the  prescription  of  ])hysical  therapy 
are  the  responsibility  of  the  physician ; that  in  no 
instance  shall  a physical  therapist  assume  the  re- 
sponsil)ility  of  prescribing  treatment ; that  before 
treating  a patient,  the  physical  theraifist  shall 
obtain  from  the  physician,  clear  and  adequate  in- 
formation regarding  diagnosis,  instructions  for 
treatment  and  if  possible,  re-examination  dates; 
and  finally  that  the  physical  therapists  shall  comi)ly 
with  the  doctor’s  directions.  As  the  practice  of 
physical  therapy  has  developed,  certain  procedures 
have  become  accepted  functions  of  the  physical 
therapist.  To  circumvent  malpractice  from  the 
physical  therapy  standpoint,  these  therapeutic  pro- 
cedures should  be  undertaken  under  the  super- 
vision of  duly  licensed  physicians  or  under  such 
physician’s  written  prescription.  Thus,  licensing 
protects  the  physical  therapist  who  treats  only 
under  written  prescription  ; and  by  the  same  token, 
protects  the  physician  who  is  responsible  for  the 
patient’s  care  by  assuring  him  that  the  licensed 
person  to  whom  he  directs  his  prescription  can  fol- 
low its  directions.  Physical  therapy  is  prescribed 
only  after  the  patient  has  been  duly  examined  and 
the  feasibility  of  physical  treatment  decided.  There- 
after, physical  therapy  is  prescribed  and  in  areas 
where  qualified  people  are  practicing,  the  proper 
procedures  will  be  undertaken  that  are  within  the 
scope  of  the  therapist’s  abilities. 

Under  the  law,  the  physical  therapist  is  primarily 
responsible  for  any  injury  or  bodily  barm  resulting 
from  his  application  of  physical  therapy.  The  next 
question  is,  “Can  anyone  else  he  held  responsible 
for  improper  practices?’’  Here  the  master-servant 
rule  is  involved.  The  employer  is  also  liable  for  any 
injury  or  harm  that  occurs  in  pursuing  an  author- 
ized procedure  incorrectly.  This  covers  many  neg- 
ligence cases.  If  the  employer  engages  a physical 
therapist  it  is  his  responsibility  if  he  has  chosen 
an  unqualified  or  an  ineffective,  careless  or  un- 
reliable employee.  With  licensure,  an  employer  can 
be  at  least  assured  of  tbe  minimum  standards  of 
eligibility  for  licensure  as  regards  education,  train- 
ing and  experience. 

In  New  England,  Rhode  Island  is  the  only  state 
without  a registry  law  to  restrict  the  practice  of 
physical  therapy  to  those  qualified  and  from  an 
accredited  school.  As  a consequence,  there  is  an 
influx  of  unqualified  personnel  into  our  state.  In 
addition,  there  are  many  unqualified  physical  thera- 
pists who  enter  the  state  and  set  up  private  prac- 
tices. They  follow  the  old  method  of  treating  the 
patient  with  heat  and  massage  without  medical  pre- 
scription or  supervision.  With  our  broadening 
horizon  of  therapeutics,  it  no  longer  suffices  or  is 
beneficial  to  the  patient  to  allow  the  family  to  call 
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Arecent  press  release  pointed  out  that  only 
one  hospital  in  Rhode  Island  received  its  full 
quota  of  interns  for  the  ensuing  year  through  the 
national  intern  matching  program.  Rhode  Island 
Hospital  is  to  be  congratulated  on  procuring  its 
total  allotment  of  eighteen  men.  IMany  university- 
affiliated  institutions  have  not  done  as  well.  Xot  a 
single  vacancy,  however,  was  filled  through  this 
program  in  any  of  the  remaining  five  hospitals, 
having  a total  of  forty-two  vacancies.  This  is  not 
to  be  construed  as  a measure  of  the  lack  of  intern 
service  in  these  other  institutions.  They  have  been 
successful  in  varying  degrees  and  in  proportion  to 
their  devotion  to  medical  education  in  obtaining  as 
interns  graduates  of  foreign  medical  schools.  Some, 
perhaps  many,  of  the  men  now  serving  are  of  a 
caliber  quite  equal  to  that  of  graduates  of  Amer- 
ican medical  schools,  and  they  are  almost  uniformly 
eager  to  learn  and  to  he  indoctrinated  in  modern 
American  medical  practice. 

Yet  neither  the  recent  success  of  Rhode  Island 
Hospital  in  this  matter,  nor  the  qualified  success  of 
other  local  hospitals  in  meeting  the  problem  of 
intern  services  in  other  ways,  is  an  indication  of 
the  magnitude  of  the  problem  now  upon  us  or  to 
he  faced  in  the  foreseeable  future. 

In  the  country  at  large  only  some  fifty-four  per 
cent  of  the  available  12,000  accreditated  internships 
were  filled  for  the  coming  year  by  candidates  pro- 
cured through  the  intern  matching  program.  A few 
more  may  well  have  been  filled  by  American  grad- 
uates outside  tbe  plan.  There  are  always  a few  men 
who,  for  example,  fail  to  be  matched  through  some 
tactical  error  in  planning.  But  this  leaves  in  excess 
of  5,000  vacancies  to  be  filled  by  other  means.  For- 
eign graduates  of  foreign  schools  have,  since  World 
\\  ar  H,  been  an  important  source  of  manpower  in 
this  critical  situation.  American  hospitals  have  re- 
ciiwocated  in  varying  degree  in  providing  these 
men  with  educational  opportunities.  As  a result  of 
the  competitive  situation  and  in  resjranse  to  the 
need  for  meeting  accreditation  standards,  the  edu- 
cational programs  have  been  progressively  im- 
proved. This  is  generally  evident  in  all  of  the  local 
hospitals  concerned.  In  each  of  the  six  Rhode  Is- 
land hospitals  in  the  matching  program,  for  exam- 


ple, there  is  a full-  or  part-time  director  of  medical 
education  and  a formally  organized  educational 
program.  In  some  instances  these  programs  are  of 
superior  quality. 

Yet  the  impending  impact  of  the  examinations 
conducted  bv  the  Educational  Council  for  Foreign 
Medical  Graduates  and  the  certification  attendant 
thereon  has  worried  greatly  those  hospitals  that 
have  been  dependent  upon  such  graduates.  The 
July  1,  1960  deadline  for  such  certification,  even 
with  its  various  escape  clauses,  is  a most  serious 
matter,  particularly  for  those  institutions  whose 
success  in  the  past  has  been  marginal. 

In  a recent  address  in  Providence.  Mr.  John 
Fogarty,  Congressman  from  Rhode  Island,  whose 
interest  in  these  matters  has  been  genuine  and  con- 
sistent, stated  that  one  answer  to  the  problem  is 
his  plan  for  the  Federal  government  to  underwrite 
the  establishment  of  twenty-two  more  medical 
schools,  including,  as  he  again  emphasized,  one  in 
Rhode  Island.  Increased  enrollment  in  the  existing 
schools  would  also  be  encouraged  tbrough  subsidies 
and  scholarships.  Allowing  for  an  a\  erage  of  100 
graduates  per  new  school,  a round  total  of  2,000 
additional  graduates  could  he  expected  from  this 
source,  and  perhaps  another  1,000  from  already 
existing  schools.  These  additional  graduates  would 
cut  the  deficit  by  some  3,000.  He  further  indicated, 
however,  that  the  expected  deficit  in  1970,  accord- 
ing to  the  Bayne-Jones  report  based  on  the  ex- 
pected increase  in  population  and  bed  capacity, 
would  be,  not  5,000,  but  7,000. 

This  discouraging  prospect  makes  it  imperative 
that  we  seek  additional  means  of  solving  the  prob- 
lem of  intern  shortage.  If  we  add  together  all  poten- 
tial resources  of  American  and  foreign  medical  edu- 
cational institutions,  the  deficit  in  interns  will  still 
be  of  major  magnitude.  In  answer  to  a question 
regarding  this  aspect  of  the  problem,  Mr.  Fogarty 
stated  that  perhaps  research  in  hospital  administra- 
ti\  e practices  may  suggest  an  answer.  We  might 
add  that  the  large  numbers  of  interns  soaked  up 
by  the  university  teaching  centers  is  another  area 
urgently  requiring  critical  inspection.  In  the  mean- 
time, however,  the  outlook  is  bleak  indeed. 


EDITORIALS 

IT’S  ANNUAL  MEETING  TIME 

Physicians  un(loul)teclly  attend  more  meetings 
than  any  otlier  group  of  citizens.  And  rightly  so, 
for  medicine  is  not  an  exact  science,  and  therefore 
its  demands  are  never  ending  upon  one  who  would 
keep  abreast  of  what  is  new,  tested  and  proved  in 
the  field  of  the  healing  arts. 

The  annual  meeting  of  the  state  medical  society 
rarely  produces  any  unusual  or  eye-catching  press 
notices,  but  for  the  physician  it  provides  lectures 
on  important  phases  of  medical  practice  that  can 
aid  him  in  his  daily  tasks. 

For  the  busy  doctor  the  state  medical  society’s 
annual  meeting  is  also  a time  saver.  No  long  trips 
away  from  home  are  involved.  On  the  contrary, 
the  program  brings  outstanding  physicians  to  Prov- 
idence, less  than  an  hour’s  distance  from  the  far- 
thest parts  of  our  state,  and  the  local  physician  can 
adjust  his  daily  schedule  to  allow  of  his  attending 
the  scientific  lectures  that  appeal  most  to  him. 

The  cost  involved  in  staging  the  annual  meeting 
is  far  greater  than  the  average  physician  realizes. 
In  return,  therefore,  he  owes  it  to  himself,  his 
patients  and  his  colleagues  to  give  to  the  meeting 
the  complete  support  that  it  warrants. 

The  dates  when  YOU  are  expected  at  the  Med- 
ical Library  are;  TUESDAY  evening.  May  10th, 
and  Wednesday,  May  11th  from  11:00  a.m.  to 
5 :00  p.M. 

GOBBLEDYGOOK  AND  THE  "OLOGIES” 

A wise  old  New  Englander,  himself  a master  of 
clear  and  convincing  expression,  once  said  to  his 
teenage  grandson,  “Never  use  a fifty-cent  word 
when  a ten-center  will  do.” 

In  this  connection  a story  that  is  probably  en- 
tirely without  foundation  has  it  that  once  the  late 
President  Eliot  of  Harvard  ran  aground  on  a reef 
while  canoeing  and  shouted  to  friends  on  the  shore, 
“I  was  aware  of  the  proximity  of  the  rock  but  had 
miscalculated  the  force  of  the  tide.”  Another  more 
striking  example  is  the  absurd  remark  of  the  little 
girl  who  was  told  to  keep  her  baby  brother  away 
from  the  water.  Innocently  aping  the  conversation 
she  was  used  to  hearing  on  the  part  of  her  father 
she  cried,  “Oh  ! Daddy,  Daddy,  come  quick,  John- 
nie is  adjacent  to  the  periphery  of  the  mill  pond.” 

At  a hospital  recently  a visitor  who  had  come  to 
study  staff  activities  asked  the  Administrator,  “Do 
you  think  the  members  of  your  staff  will  be  upset 
if  you  apply  the  penalties  listed  in  your  rules?” 
This  was  the  answer,  “The  implementation  of  sanc- 
tions will  inevitably  eventuate  in  subsequent  reper- 
cussions.” In  other  words,  “Yes.” 

Such  language  is  silly  in  conversation  and  why 
must  we  use  it  in  scientific  articles  except  when  it 
is  needed  to  express  an  exact  meaning  that  cannot 
be  stated  in  simpler  terms?  W'diy  must  we  use  a 


257 

style  that  is  stilted  and  often  even  obscure  to  the 
casual  reader? 

In  a leading  article  recently  published  in  a ven- 
erable medical  journal,  a paragraph  begins,  “Phe- 
nomenologically the syndrome  is,”  etc.  Phe- 

nomenologically ! What  a word ! On  the  basis  of 
what  we  have  been  saying  it  rates  at  least  a value 
of  a dollar  and  fifteen  cents.  And  there  are  many 
“ologies”  in  more  common  use  than  is  phenomenol- 
ogy  (described  as  the  science  concerned  with  the 
study  of  phenomena)  than  which  nothing  could  be 
more  general,  one  would  suppose.  Consider  this 
question  on  an  examination  paper,  “Describe  the 
methodology  used  in  studying  the  symptomatology 
and  the  pathology  in  the  affected  tissues.”  What 
the  professor  meant  was,  “Describe  the  methods 
used  in  studying  the  symptoms  and  the  lesions  in 
the  affected  tissues.” 

Usage,  it  is  said,  makes  language  and,  sad  to  say, 
it  may  be  that  in  time  the  “ologies”  used  as  de- 
scribed may  be  considered  correct.  At  present,  at 
least,  methodology  means  the  science  and  study  of 
methods,  and  symptomatology  the  science  and 
study  of  symptoms.  In  the  same  way  pathology  is  a 
science,  not  a condition,  as  we  all  know.  We  can 
confirm  these  facts  by  consulting  our  dictionaries. 
Should  we  go  out  of  our  way  to  add  new  and 
strange  meanings  to  words  in  an  abortive  attempt 
to  make  our  language  sound  impressive  and  tech- 
nical? Should  we  not  rather  make  it  a rule  to  say 
in  as  simple  and  straight-forward  a manner  as 
possible  exactly  what  we  mean  — deploring  con- 
temporaneous manifestations  of  sesquipedalianism  ? 


"A  physician  cannot,  if  he  values  this  nation’s 
high  standard  of  medical  care,  divert  his  gaze  from 
the  social,  economic  and  political  issues  which 
affect  the  practice  of  medicine.” 

"If  governments  are  good,  men  and  women 
have  made  them  so.  If  governments  are  bad,  men 
and  women  have  allowed  them  to  become  so. 

"Politics  is  not  an  activity  that  should  be  en- 
trusted to  the  venal  or  the  second  rate.  Nor  is  the 
word  'politician’  a term  of  opprobium. 

"Therefore,  I think  we  have  a double  duty  — as 
physicians  and  as  citizens  — to  take  an  even  more 
active  part  in  the  political  and  civic  life  of  our 
nation,  state  and  community.” 

. . . Louis  M.  Orr,  m.d..  President  of  the 
American  Medical  Association  in  an 
address  at  Dallas,  December  1,  1959 
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in  someone  Mrs.  Jones  had  in  for  a massage  when 
she  had  her  stroke.  Today,  tlie  use  of  physical  mo- 
dalities and  therapeutic  exercises  has  a definite 
place  in  the  armamentarium  of  medication.  There- 
fore. it  is  important  that  these  physical  therapeutic 
iwasures  he  regulated  by  medical  prescription  and 
medical  supervision. 

In  considering  legislation  for  the  registering  of 
physical  therapists,  there  are  two  types  of  law : the 
permissive  law  and  the  mandatory  law.  Under  the 
permissive  law  a physical  therapist  cjualified  or 
unqualified  can  enter  the  state  and  practice  with- 
out medical  prescription  and  without  direction  or 
supervision  by  a physician.  This  is  contrary  to  the 
best  practice  in  medicine  and  contrary  to  our  re- 
sponsibility to  our  patient.  The  mandatory  law, 
however,  allows  that  patients  be  treated  onl\-  under 
the  direct  supervision  of  a physician  and  thus  con- 
forms to  the  APTA  code  of  ethics.  In  this  way. 
our  physical  therapists  are  qualified,  and  protected, 
and  since  they  are  liable  for  the  proper  care  of 
their  ])atients,  they  are  in  turn  protected  in  cases 
of  liability.  It  is  of  tbe  utmost  importance  that  these 
therapists  know  what  they  are  treating,  and  it  is 
only  the  diagnosis  and  prescription  of  the  physician 
which  will  guide  our  qualified  people  in  the  proper 
treatment  of  the  patient.  No  bill  should  prohibit 
any  person  from  making  use  of  such  treatment  as 
heat,  massage  and  w’hirlpool  baths  if  he  is  qualified 
and  fullv  trained  in  their  use,  provided  he  does  not 
represent  himself  as  a physical  therapist  if  he  is 
not  duly  qualified  and  licensed  as  such. 

A proposed  bill  should  include  a grandfather 
clause,  and  no  person  should  be  legislated  out  of  his 
livelihood.  A bill  should  not  efifect  those  already  in 
the  state  and  practicing  since  at  the  onset  there  will 
be  a numl)er  of  people  wbo  must  be  protected. 
However,  under  the  mandatory  law  or  bill,  people 
with  limited  qualifications  should  be  allowed  to 
maintain  tbeir  practices  only  within  the  scope  of 
their  qualifications  and  not  as  fully  qualified  and 
licensed  therapists. 

'I'hrough  the  objectives  and  functions  set  down 
in  tbe  code  of  etbics  of  tbe  APTA,  this  organization 
has  fostered  and  encouraged  enactment  of  legisla- 
tion and/or  licensure  laws  in  various  states.  There 
are  now  thirty-two  such  laws.  To  meet  the  ])hvsical 
thera])y  needs  of  the  people  and  to  safeguard  the 
welfare  of  the  public,  a mandatory  licensure  law  is 
necessary.  In  states  where  physical  therapy  is  not 
regulated  by  mandatory  laws,  there  are  unknown 
numbers  of  pseudo-physical  therapists,  graduates 
of  unap])roved  schools,  or  those  who  have  no  formal 
training,  who  practice  physical  therai)y  without 
prescription  and  direction  from  a jdiysician,  and 
who  are  not  bound  by  a code  of  ethics  l)ut  merely 
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by  their  individual  moral  code.  These  independent 
practitioners  are  large  in  number,  and  due  to  the 
fact  that  the  name  and  value  of  physical  therapy  is 
now  becoming  known,  this  number  is  ever  increas- 
ing and  will  continue  to  do  so.  A review  in  1957  of 
the  content  and  administration  of  existing  physical 
therapy  practice  acts  revealed  that  there  has  been  a 
trend  toward  stronger  legislation.  From  1913  to 
1952  there  w’ere  eleven  permissive  laws  and  four 
mandatory  laws  in  effect;  in  the  period  from  1953 
to  1958,  five  permissive  laws  and  eleven  manda- 
tory laws  were  enacted.  That  a permissive  law 
does  not  effectively  protect  the  public  becomes  evi- 
dent by  inspection  of  the  telephone  directories  in 
tile  major  cities  and  states  where  such  laws  have 
been  enacted.  Health  studios,  massage  parlors, 
unqualified  practitioners,  at  times  far  outnumber 
those  who  are  listed  with  qualifications.  Through 
mandatory  legislation  that  requires  physical  thera- 
pists to  practice  under  prescription,  and  only  by 
this  means,  can  the  practitioner  of  physical  therapy 
be  inseparably  connected  with  the  physician.  Mem- 
bers of  the  APTA  are  bound  by  a code  of  etbics. 
This  code  should  be  in  force  on  a state  level  as 
well.  All  of  these  principles  set  up  in  the  APTA 
can  be  enforced  and  can  be  used  to  elevate  the 
standards  of  this  state  by  mandatory  legislation  to 
protect  those  who  are  ethically  and  professionally 
qualified  to  practice.  Voluntary  registration  with 
the  APTA  which  includes  graduation  from  an 
accredited  school,  has  no  legal  status  in  the  various 
states,  and  therefore  the  unqualified  and  unethical 
])hysical  therapist  may  function  with  equal  privi- 
leges and  status,  and  may  continue  this  practice 
unless  he  is  subject  to  action  by  the  state  under  an 
enforcement  law.  The  primary  purpose  of  govern- 
mental licensure  and/ or  registration  is  to  protect 
the  public.  While  such  legislation  has  a concom- 
mitant  effect  of  legal  recognition  of  the  physical 
therapy  i)rofession,  we  believe  that  such  legislation 
is  in  the  best  interest  of  all  physicians,  all  hospitals 
and  treatment  centers. 

By-j^roducts  of  the  mandatory  law  would  neces- 
sarily follow : 

1.  The  patients  will  find  it  necessary  to  seek  the 
advice  of  a physician  and  are  protected  from  “the 
man  down  the  street.’’  Thus  the  patient  is  protected 
and  is  treated  only  for  his  existing  illness. 

2.  Physicians  and  hospitals  are  assured  that 
those  who  are  licensed  to  practice  have  met  the 
minimum  requirements  of  training  and  experience 
held  by  the  state  to  be  necessary.  Because  physical 
therapy  is  a relatively  new  adjunct  to  patient  care, 
not  all  physicians  and  hospital  administrators  are 
fully  aware  of  the  necessary  educational  qualifica- 
tions of  ])hysical  therapists.  By  licensure  minimal 
standards  of  education,  training  and  experience  are 
assured  and  will  serve  as  a safeguard  for  those  who 
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whenever  there  is  i7ifl animation, 
swelling,  pain 


VARIDASE 


STREPTOKINASE-STREPTOOORNASE  leoerle 


BUCCAL 


Tablets 


conditions  for  a 
fast  comeback... 

as  in  acute 
hemorrhoids... 

SUNDAY,  9 A.M.:  VARIDASE  for  painful 
thrombotic  hemorrhoid.  2:30  P.M.:  pain 
greatly  reduced,  less  swelling  and 
inflammation. 

MONDAY:  size  down  to  small  tab;  acute 
inflammation  disappeared!* 

Varidase  activates  natural  fibrinolytic  factors, 
to  limit  undesirable  inllamniatory  response 
and  speed  healing. 

Dramatic  reduction  of  pain  is  often  the  first 
sign  of  improvement;  swelling  and  redness 
rapidly  diminish.  Drugs  and  natural 
regenerative  factors  readily  penetrate  the 
inflammatory  barrier  to  effect  tot;il  remission 
faster  ...  in  trauma  or  infection. 

X'aridase  Buccal  Tablets  contain: 

10,000  Ibiits  Streptokinase,  2„')00  Units  Streptoilornase. 

Supplied:  Boxes  of  24  and  100  tablets 

*Peterman,  R.  A.:  Clinical  report  cited  with  permission. 

LEDERLE  LABORATORIES, 

a Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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must  engage  such  services. 

3.  A physician  may  still  employ  his  own  agent 
who  works  under  his  supervision  and  treats  only 
patients  under  his  care. 

4.  A hospital  may  still  employ  aides  or  nonpro- 
fessional assistants  to  support  or  assist  the  work  of 
a licensed  physical  therapist. 

Present  administrative  regulations  in  Rhode  Is- 
land specify  that  any  person  who  can  pass  the 
examination  for  a physical  therapist  is  permitted 
to  enter  employment  in  those  facilities  that  hire 
only  therapists  who  qualified  under  the  examina- 
tion. This  specific  type  of  regulation  is  contrary  to 
the  best  interests  of  the  physical  treatment  of  the 
ill  and  disabled  patient  and  certainly  requires 
revision. 

The  United  States  Department  of  Labor  in  its 
Occupational  Outlook  Handbook  of  1959  outlines 
the  qualifications  and  training  of  the  physical  thera- 
pist. Admission  to  an  approved  school  to  receive  a 
certificate  course  generally  includes  a baccalaureate 
degree  and  prior  studies  specifically  in  biology, 
physical  and  social  science ; and  the  physical  thera- 
pist’s work  is  described  as  providing  physical  ex- 
ercise. mechanical  apparatus  and  application  of 
massage,  heat,  light,  water  or  electricity  to  treat 
disorders  of  muscle,  nerve,  joint  or  bone  disease. 
They  also  perform  muscle  and  nerve  tests  and 
obtain  information  necessary  for  further  diagnosis 
and  further  treatment.  They  also  instruct  patients 
in  care  and  use  of  braces,  crutches  and  artificial 
limbs.  Our  present  licensing  law  in  Rhode  Island 
is  certainly  inadequate  for  the  protection  of  this 
group,  and  revision  of  the  law  at  the  state  level 
certainly  is  warranted.  An  essential  qualification 
for  licensing  should  include  an  accredited  course 
emphasizing  therapeutic  exercise,  its  physiologic 
application  as  well  as  its  hazards  in  various  dis- 
eases. To  accept  people,  who  have  an  understand- 
ing of  the  use  of  lamps  and  whirlpool  or  bodily 
manipulation,  as  physical  therapists,  is  to  deprive 
us  of  the  full  advantages  derived  from  the  proper 
use  of  physical  therapy  in  its  true  connotation. 

Physical  therapy  has  a definite  place  in  the  arma- 
mentarium of  medical  therapeutics.  To  delegate 
such  therapeutics  to  non-trained  or  unqualified 
people  is  contrary  to  the  best  interests  of  our  pa- 
tients. W'e  are  morally  bound  to  protect  this  group 
of  paramedical  specialists,  and  by  the  same  token 
to  insure  that  this  sphere  of  patient  care  will  be 
carried  out  to  its  fullest  extent  with  the  safeguard 
and  welfare  of  the  patient  uppermost  as  the  objec- 
tive as  stated  in  the  APTA  code  of  ethics. 
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DISTRICT  MEDICAL  SOCIETY  MEETING 

PAWTUCKET  MEDICAL  ASSOCIATION 

The  annual  meeting  of  the  Pawtucket  Medical 
Association  was  held  on  March  17,  1960  at  the 
IMemorial  Hospital.  The  meeting  was  called  to 
order  by  Doctor  Rudolph  Jaworski. 

The  minutes  of  the  previous  meeting  and  the 
minutes  of  the  pre\  ious  annual  meeting  were  read 
and  accepted.  The  treasurer’s  report  was  read  and 
accepted. 

In  his  annual  address  Doctor  Jaworski  reviewed 
the  year,  mentioning  that  the  highlights  of  the  year 
were  the  stand  that  the  Pawtucket  IMedical  Asso- 
ciation took  against  Group  Insurance  and  the  in- 
formal discussions  concerning  the  Social  Securitv 
program.  The  Economic  Committee,  which  has  in- 
vestigated various  types  of  insurance,  was  com- 
mended for  its  efforts.  Doctor  Jaworski  expressed 
the  opinion  that  greater  efforts  were  in  order  by 
the  membership  to  honor  deceased  members,  espe- 
cially those  who  have  not  been  active  in  the  Societv 
in  their  later  years.  He  also  expressed  the  hope 
that  in  the  future  the  Society  would  remain  alert 
to  activities  in  the  medico-social  and  medico-eco- 
nomic areas,  and  that  steps  could  be  taken  to  antic- 
ipate and  to  prevent  problems  from  arising  in  these 
fields. 

The  report  of  the  Nominating  Committee  was 
submitted  and  the  following  slate  of  officers  was 
elected  for  the  coming  year  : 


President Eugene  Gaudet,  m.d. 

ITcr  President John  E.  Hog.\n.  m.d. 

Secretary Edmund  Billings,  m.d. 

Treasurer Rocco  Bruno,  m.d. 


Delegates  to  the  Rhode  Island  IMedical  Society: 
Earl  Kelly,  m.d.,  Robert  Hayes,  m.d.,  Harry 
Hecker,  m.d.,  Alexander  Jaworski.  ii.D..  and 
Bencel  Schiff,  m.d. 

Councillor:  Henrv  Hanley,  m.d. 

Alternate:  John  Gordon,  m.d. 

Doctor  Gaudet  was  escorted  to  the  chair  by 
Doctors  Mdlliam  Pinault  and  Edward  Trainor.  He 
expressed  his  thanks  to  the  membership  for  his 
election  and  stated  that  he  would  make  appoint- 
ments to  the  various  committees  at  a future  date. 

The  meeting  was  adjourned  at  12:00  noon. 

Respectfully  submitted. 

John  J.  Cunningham,  m.d..  Secretary 
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in  a wide  variety  of  infectious  diseases  encountered 
in  daily  practice.  More  than  120  published  clinical 
reports  attest  to  the  superiority  and 
effectiveness  of  oleandomycin-tetracycline. 


witii  triacetylolcandojnycin 


antibiotic  of  choice  when  sensitivity  testing  is  difficult 
or  impractical. 

THE  HOUSE-CALL  ANTIBIOTIC 

available  as: 

Capsules  Oral  Suspension  Pediatric  Drops 

raspberry -flavored 

125  mg.  2 oz.  bottle,  125  mg.  10  cc.  bottle  (with  cali- 

250  mg.  per  teaspoonful  (5  cc.)  brated  dropper),  5 mg. 

per  drop  (100  mg.  per  cc.) 

Each  250  mg.  of  Cosa-Signemycin  contains;  glucosamine- 
potentiated  tetracycline— 167  mg.,  triacetyloleandomycin— 83  mg. 

Bibliography  and  professional  inf ormation  booklet  on  cos.\-SIGNEMYCIN 
available  on  request. 

'0^^Science  for  the  tvorld’s  iceff-betnp™ 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 
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Amherst  College  Selects  Physician  as  President 

For  the  second  time  within  a decade  and  a half 
a Columbia  University  professor  will  relinquish 
his  teaching  duties  in  Xew  York  to  become  presi- 
dent of  Amberst  College  in  Massachusetts. 

Doctor  Calvin  Hastings  Plimpton,  associate 
professor  of  clinical  medicine  at  Columbia,  will 
succeed  President  Charles  Cole,  who  is  retiring 
from  Amherst  in  June  to  join  the  Rockefeller 
Foundation. 

Thus  Doctor  Plimpton  adds  to  a long-standing 
Columbia  tradition  of  training  for  university  lead- 
ership. 

It  was  in  1946  that  Doctor  Cole  left  his  post  as 
professor  of  history  at  Columbia  to  become  twelfth 
president  of  Amherst. 

The  139-year-old  Xew  England  institution's 
13th  president,  like  Doctor  Cole,  is  also  a Columbia 
alumnus.  The  University  awarded  Doctor  Plimp- 
ton a Doctor  of  Medical  Science  degree  in  19.M. 
Doctor  Cole  holds  two  Columbia  degrees — a Mas- 
ter's degree  in  1928,  and  a Ph.D.  in  1931.  Both 
received  their  undergraduate  degrees  at  Amherst. 

Doctor  Plimpton,  who  joined  the  faculty  of 
Columbia’s  College  of  Physicians  and  Surgeons  in 
1949,  also  ser\  es  as  assistant  dean  of  the  medical 
school.  He  is  also  assistant  attending  physician  at 
Presbyterian  Hospital  in  the  Columbia-Presby- 
terian  iMedical  Center.  He  has  served  on  admissions 
committee  of  the  College  of  Physicians  and  Sur- 
geons since  1930. 

Asked  about  how  a physician  feels  about  bead- 
ing a liberal  arts  college.  Doctor  Plimpton  said  he 
is  “idealistic”  enough  to  hope  that  a “good  doctor 
is  a liberal  fellow,  and  is  interested  in  education  as 
much  as  anybody  else.” 

Medical  Costs  Lag  in  20-Year  Price  Study 

Despite  the  rapid  increase  in  medical  care  costs 
in  recent  years,  this  expense  has  not  risen  as  much 
as  several  other  items  since  pre-World  War  H 
days,  the  Health  Insurance  Institute  reported 
recently. 


During  the  20-year  period  from  1938  to  1938, 
the  cost  of  food  and  apparel  lioth  increased  at  a 
faster  pace  than  medical  care,  the  Institute  said  in 
its  report  based  on  official  figures  of  the  Bureau  of 
Labor  Statistics’  Consumer  Price  Index. 

In  addition,  the  all-items  index  also  has  climbed 
more  sharply  than  the  medical  care  index,  said  the 
Institute. 

From  1938  to  1938,  the  all-items  index  rose  103 
per  cent,  while  medical  care  went  up  99  per  cent, 
apparel  increased  100  per  cent,  and  food  soared 
149  per  cent. 

In  that  same  period,  the  cost  of  transportation 
climbed  95  per  cent,  but  in  the  1936-36  period  even 
transportation  rose  faster  than  medical  care,  said 
the  Institute. 

One  of  the  reasons  for  the  more  rapid  climb  in 
cost  of  medical  services  in  recent  years  was  stated 
in  the  Department  of  Labor’s  Monthly  Labor 
Review. 

“From  1936  to  1946,”  said  the  publication,  “con- 
sumer prices  of  commodities  rose  52  per  cent ; of 
services,  characteristically  slow  in  responding  to 
general  economic  developments,  only  half  as  much. 
From  1946  to  1956,  however,  commodity  prices 
went  up  by  another  37  per  cent  while  service  prices 
rushed  ahead,  gaining  50  per  cent.” 

From  the  base  period  of  1947-49  to  1958,  the 
rise  in  the  cost  of  medical  care.  44  per  cent,  was 
greater  than  the  increase  of  any  other  kind  of  per- 
sonal expense. 

In  this  same  1948-58  decade,  the  number  of 
Americans  covered  by  health  insurance  doubled, 
while  benefits  paid  through  health  insurance  in- 
creased five  times,  said  the  Institute. 

Occupational  Illnesses  Increases 
W'ith  New  Diseases 

Occupational  illnesses,  which  presently  number 
about  3.000  in  this  country,  are  increasing  at  the 
rate  of  appro.ximately  200  new  disease  entities  a 
year,  according  to  a recent  issue  of  Patterns  of 
Disease,  a Parke,  Davis  & Company  publication 
prepared  for  the  medical  profession. 
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no  irritating  crystals’-  uniform  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEOHVDELTRASOl 

PREDNISOLONE  21- PHOSPHATE-NEOMYCl N SULFATE 


2,0  0 0 TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL'.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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The  publication  reports  that  occupational  ill- 
nesses now  account  for  an  estimated  10%  of  the 
total  annual  U.  S.  wage  loss  of  $4,200,000,000  clue 
to  illness. 

The  increased  incidence  of  occupational  diseases 
is  attributed  mainly  to  new  chemical  compounds 
being  introduced  by  industry  at  the  rate  of  1 every 
24  minutes.  Patterns  asserts.  “Of  these,  a signifi- 
cant number  possess  properties  potentially  harmful 
to  workmen.” 

One  possible  danger  in  this  constantly  increas- 
ing production  is  the  risk  of  exposing  workmen  to 
new  and  unknown  carcinogens,  the  publication 
says.  It  warns  that  “new  products  and  methods  of 
production  should  be  carefully  studied  in  order  to 
guard  workers  against  such  harmful  exposure.” 

Health  hazards  in  industry  range  from  fiber  glass 
to  actinic  rays,  according  to  Patterns.  In  one  study 
of  more  than  300,000  civil  serHce  personnel,  18% 
of  injuries  and  medical  conditions  were  of  occupa- 
tional origin.  Physical  agents  (e.g.  actinic  rays, 
heat.  cold,  pressure)  produced  the  highest  incidence 
rate  of  these  occupational  conditions,  accounting 
for  42%  ; skin  irritants  (e.g.  oils,  greases,  acids 
and  alkalies,  fiber  glass)  ranked  second,  with  33%  ; 
and  inhalation  hazards  (e.g.  mists  and  fumes,  dusts, 
gases  ) were  third,  with  20%. 

Commonest  industrial  health  problem  is  occupa- 
tional dermatitis.  Patterns  reports,  and  about  90% 
of  dermatoses  are  caused  by  contact  with  chemicals. 
In  the  manufacturing  industries,  slightly  less  than 
half  of  occupational  dermatitis  cases  are  attributed 
to  petroleum  products. 

Still  the  Xo.  1 occupational  disease  in  the  U.  S. 
in  terms  of  disability  and  compensation  costs,  de- 
spite advances  in  dust  control  measures,  is  silicosis. 
Patterns  says.  Silicosis  claims,  for  example,  which 
represent  only  3%  of  claims,  account  for  more  than 
one  quarter  of  all  compensation  awarded  in  occu- 
pational disease  cases  by  the  Xew  York  State 
Workmen’s  Compensation  Board. 

Fiftx-Year  Club  of  Doctors  Forniing 

Doctor  J.  H.  McCurry.  of  Cash,  Ark.  advises 
that  he  has  the  approval  of  the  American  2^Iedical 
Association  to  organize  a Fifty  Year  Club  within 
the  A.!M..-\.  Dr.  HeCurry  is  anxious  to  hear  from 
physicians  who  have  been  in  practice  fiftv  years  or 
more  who  desire  to  become  members  of  this  club, 
giving  their  name  and  a complete  address. 

The  first  meeting  is  to  he  held  in  W ashington, 
D.  C.  at  the  Clinical  meeting  X'ovember  29  to  De- 
cember 2.  1960. 

.More  Spent  on  Recreation  Than  Medical  Care 

Americans  are  spending  twice  as  much  money 
for  recreation,  alcoholic  beverages  and  tobacco  as 
they  are  for  medical  care,  the  Health  Insurance 
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Institute  reports.  Two  out  of  every  18  dollars  the 
public  spends  for  its  personal  needs  goes  for  rec- 
reation, alcohol  or  tobacco  compared  to  an  expendi- 
ture for  medical  care  of  one  out  of  every  18  dollars, 
said  the  Institute. 

.\ccording  to  data  based  on  1958  figures  and 
released  by  the  U.  S.  Department  of  Commerce, 
Americans  spent  $293  billion  on  their  personal 
needs. 

Some  $17  billion  of  this  sum,  or  5.8  per  cent, 
was  spent  for  recreation  while  $9.2  billion  (3.1  per 
cent  ) went  for  alcohol  and  $6.3  billion  (2.1  per 
cent)  was  used  to  purchase  tobacco  products,  for  a 
total  of  S32.5  billion,  or  1 1 per  cent  of  total  personal 
consumption  expenditures. 

In  comparison,  $16.4  billion  ( 5.6  per  cent)  was 
spent  on  medical  care,  stated  the  Institute.  Other 
public  expenditures  in  1958  included  $67  billion 
for  food,  $38  billion  for  housing,  nearly  $34  billion 
for  transportation,  $32  billion  for  clothing,  acces- 
sories and  jewelry,  almost  $4  billion  for  religious 
and  welfare  activities,  and  $3.4  billion  for  education 
and  research. 

The  distribution  of  each  dollar  spent  for  medical 
care  changed  sharply  in  the  period  from  1938  to 
1958,  said  the  Institute. 

In  1958,  physicians  and  dentists  received  a 
smaller  share  of  the  medical  care  dollar  than  they 
did  in  1938,  while  hospitals,  medicines  and  appli- 
ances received  a larger  share. 

Doctors  Drop 

From  each  dollar  of  the  $2.7  billion  spent  for 
medical  care  in  1938.  physicians  received  30  cents, 
but  by  1958  doctors  were  getting  26  cents  out  of 
each  dollar. 

An  e\  en  sharper  drop  in  distribution  of  the  med- 
ical care  dollar  was  experienced  by  dentists,  whose 
share  of  15  cents  on  the  dollar  was  reduced  to 
10  cents. 

The  slack  was  taken  up  by  hospitals,  medicines 
and  appliances,  declared  the  Institute.  Twenty-two 
cents  out  of  every  medical  care  dollar  spent  in  1938 
was  for  hospital  services,  but  by  1958,  this  slice  of 
the  dollar  was  up  to  31  cents.  Hospitals  attribute 
this  rise  to  the  expansion  of  hospital  services  and 
their  greater  utilization  which  has  increased  the 
number  and  \ ariety  of  skilled  personnel  required. 

The  rise  was  less  dramatic  in  medicines  and 
appliances,  which  climbed  from  26  cents  to  27 
cents. 

The  amount  spent  for  all  other  medical  needs, 
which  include  other  professional  services  and  nurs- 
ing home  care,  dropped  from  seven  cents  to  six 
cents. 

Improvement  of  Medical  Management  of 
Surgical  Patient  Sought 

A grant  of  $146,275  by  The  John  A.  Hartford 
Foundation,  Inc.,  of  X^ew  York,  to  the  American 
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College  of  Surgeons  to  inaugurate  a program  for 
improving  the  medical  management  of  the  surgical 
and  injured  patient  was  announced  recently. 

The  new  program  will  permit  immediate  estab- 
lishment of  pilot  projects  in  selected  cities,  employ- 
ment of  a field  staff  to  provide  personal  guidance 
— both  to  the  public  and  to  the  profession  — 
throughout  America,  and  initiation  of  an  evalua- 
tion program,  all  wdth  the  primary  goal  of  improv- 
ing care  of  the  surgical  and  injured  patient.  It  is 
expected  that  the  College’s  current  efforts  in  this 
field  will  also  be  imiilemented  by  the  grant,  jiarticu- 
larly  in  the  following  problem-area  programs : 
effective  safe  transportation  of  the  injured,  first 
aid  and  self-aid,  organization  and  staffing  of  the 
several  elements  of  hospitals  involved  in  the  emer- 
gency medical  care  of  the  injured,  demands  caused 
by  disasters  and  education  of  the  medical  profes- 
sion in  the  management  of  trauma  at  the  under- 
graduate and  graduate  levels. 

American  Philanthropy  Still  Exists  in 
Large  Measure 

American  philanthropy  totaled  $7.8  billion  in 
1959,  $700  million  more  than  1958,  it  is  revealed 
in  GIVING,  USA^  a publication  of  The  American 
Association  of  Fund-Raising  Counsel,  Inc. 

The  AAFRC  is  a nonprofit  organization  of  31 
professional  firms  specializing  in  directing  and 
counseling  fund-raising  programs  in  the  United 
States  and  Canada. 

Religion,  by  far  the  largest  recipient  of  American 
giving,  received  about  half  of  all  philanthropy, 
while  education  received  approximately  15  per 
cent,  and  health  14  per  cent  in  1959. 

According  to  the  Association,  individuals  con- 
tributed an  estimated  $6.1  billion  or  approximately 
78  per  cent  of  all  philanthropy  while  corporations 
accounted  for  $526  million — a slight  increase  over 
1958,  and  foundations  made  grants  of  $700  million, 
an  increase  of  36  per  cent  over  the  $505  million 
given  in  1958.  Charitable  bequests  totaled  $510 
million — also  an  increase.  The  Association  also 
noted  that  one  in  four  of  the  population,  or  45 
million  Americans,  volunteered  time  and  talent  to 
one  or  more  causes  in  1959 — an  increase  of  4 
million. 

The  nation  spent  $22.7  million  for  health  in  1959, 
or  nearly  5.2  per  cent  of  the  gross  national  product. 

Total  giving  for  health  in  1959  exceeded  $1 
billion.  In  1940,  it  was  $71  million. 

Demand  for  additional  facilities  far  outstripped 
capability  in  1959.  The  needs  of  the  nation  for  new 
hospital  beds  are  estimated  at  880,000  in  addition 
to  323,000  more  needed  in  nursing  homes.  One  new 
bed  is  needed  every  18  hours  merely  to  keep  pace 


with  population  growth.  This  translates  itself  into 
$500  million  needed  annually  for  several  years  to 
come.  An  estimated  $300  million  annually  may 
have  to  come  from  private  contrihutious. 

Mortality  Data  for  1958  Issued 

Heart  disease,  cancer,  strokes  and  accidents  ac- 
counted for  71  per  cent  of  all  deaths  in  1958,  accord- 
ing to  final  data  on  1958  mortality  released  recently 
l)y  the  Public  Health  Service’s  National  Office  of 
Vital  Statistics. 

The  1,647,886  deaths  that  occurred  in  1958  gave 
the  nation  a death  rate  of  9.5  per  1,000  population, 
compared  to  a rate  of  9.6  in  1957.  The  number  and 
the  rates  per  100,000  population  for  each  of  the 
four  leading  causes  of  death  in  1958  follow : 

Number  Rate 


Heart  disease  637,246  367.9 

Malignant  neoplasms,  or  cancer  254,426  146.9 

\Ascular  lesions  (chiefly  strokes)  190,758  110.1 

Accidents,  all  forms  90,604  52.3 

Motor-vehicle  accidents  36,981  21.3 

All  other  accidents  53,623  31.0 


The  death  rates  for  heart  disease  and  cancer  in 
1958,  367.9  and  146.9  respectively,  were  slightly 
lower  than  the  comparable  rates  in  1957,  369.6  and 
148.7.  The  rate  for  vascular  lesions  remained  about 
the  same.  The  death  rate  for  accidents,  52.3,  was 
almost  7 per  cent  lower  than  the  rate  of  56.0  in 
1957,  with  the  percentage  decrease  being  slightly 
lower  for  motor  vehicle  accidents  than  for  all  other 
forms  of  accidents. 

Chiefly  as  a result  of  the  influenza  epidemic  of 
1957-58,  the  toll  of  deaths  from  influenza  and  pneu- 
monia remained  high  in  1958 — 57,439  deaths,  or  a 
death  rate  of  33.2  per  100,000  population.  The 
death  rate  for  these  conditions  in  1958,  the  second 
highest  in  10  years,  was  more  than  7 jier  cent  lower 
than  the  rate  of  35.8  recorded  in  1957. 

Services  Account  for  Health  Cost  Rises 

The  typical  American  family  now  spends  about 
$294  annually  for  personal  health  ser\  ices.  or  42 
per  cent  more  than  it  did  five  years  ago.  Health 
Information  Foundation  reports.  The  Foundation 
said  this  is  due  mostly  to  increased  use  of  services, 
with  rising  costs  as  a second  important  factor. 

In  its  monthly  statistical  bulletin.  Progress  in 
Health  Services,  the  Foundation  published  prelim- 
inary results  of  a study  made  in  cooperation  with 
the  National  Opinion  Research  Center  of  the  Uni- 
versity of  Chicago.  A representative  cross-section 
of  American  families  was  interviewed  at  length 
about  what  kinds  of  services  they  used  in  a 12- 
month  period  during  1957-58  and  how  they  paid 
for  these  services. 

According  to  the  Foundation,  the  average  fam- 
ily’s total  expenditures  for  health  were  42  per  cent 
higher  during  the  1957-58  period  than  during  a 
comparable  survey  made  five  years  earlier.  Less 
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than  half  of  tlie  increase  was  clue  to  increased  costs 
of  health  care,  while  somewhat  more  than  half  was 
due  to  increased  use  of  services.  “Use,"  as  esti- 
mated by  the  Foundation,  was  taken  to  be  the  equi- 
valent of  increased  expenditures  in  constant  dollars, 
with  prices  adjusted  according  to  the  U.  S.  Depart- 
ment of  Labor’s  Consumer  Price  Index. 

“An  increase  in  use,”  the  Foundation  added, 
“mav  not  necessarily  mean  an  increase  in  quantitv 
. . . It  may  mean  a more  expensive  type  of  service 
. . . e.g.,  consultation  with  a specialist,  a private 
room  in  a hospital,  or  a more  complex  form  of 
medication. 

The  two  groups  at  either  end  of  the  age  scale- 
children  under  six  and  persons  65  and  over — in- 
creased their  “use”  of  medical  services  by  about  45 
per  cent  during  the  five-year  period. 

“Increases  in  these  groups  are  particularly  grati- 
fving,”  said  George  Bugbee,  Foundation  President. 
“ — at  younger  ages  because  early  treatment  is 
likely  to  ward  off  more  serious  trouble  in  later  life, 
at  the  older  ages  because  there  has  been  so  much 
discussion  recently  as  to  whether  people  65  and 
over  utilize  services  at  an  adequate  rate.” 

Among  other  survey  findings  described  by  the 
Foundation : 
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The  largest  single  component  of  spending  for 
health  in  1957-58  was  for  services  of  phvsicians 
(34  per  cent  of  the  overall  health  dollar).  Then 
came  hospitals.  23  per  cent : drugs  and  medications, 
20  per  cent ; dental  services.  15  per  cent ; and  other 
medical  goods  and  services  (eyeglasses,  special- 
duty  nursing,  etc.),  8 per  cent. 

AuM.A.  Establishes  Scholarship  Prograiyi 

The  American  iMedical  Association  has  initiated 
action  on  the  establishment  of  a scholarship  pro- 
gram for  medical  students  with  the  appointment 
of  a s])ecial  study  committee. 

\\  illiam  F.  Xorwood.  Ph.D.,  chairman  of  the 
division  of  legal  and  cultural  medicine.  College  of 
^ledical  Evangelists,  Los  Angeles,  has  been  named 
staff  director  of  the  committee. 

The  House  of  Delegates,  policy-making  body  of 
the  A.iM.A.,  in  December  adopted  a resolution  that 
a scholarship  fund  should  be  established  to  aid  de- 
serving students  to  enter  the  field  of  medicine  and 
that  such  a fund  be  liacked  by  the  A.M.A.  as  a 
primary  sponsor.  It  acted  on  the  recommendation 
of  the  A.M.A.  Council  on  iMedical  Education  and 
Hospitals  which  reported  it  had  found  sufficient 
evidence  of  a real  need  for  a scholarship  program. 
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Specifically,  the  coniniittee  is  empowered  to : 

Present  a scholarship  program,  its  development, 
administration,  and  the  role  of  the  American  Med- 
ical Association  in  fulfilling  it. 

Ascertain  the  maximum  to  which  medical  schools 
could  expand  their  student  bodies  while  maintain- 
ing the  quality  of  medical  education. 

Ascertain  what  universities  can  support  new 
medical  schools  with  qualified  students  and  suffi- 
cient clinical  material  for  teaching — either  on  a 
two-year  or  a full  four-year  basis. 

Investigate  the  securing  of  competent  medical 
faculties. 

Investigate  financing  of  expansion  and  establish- 
ment of  medical  schools. 

Investigate  financing  of  medical  education  as  to 
the  most  economical  methods  of  obtaining  high 
quality  medical  training. 

Develop  methods  of  getting  well-qualified  stu- 
dents to  undertake  the  study  of  medicine. 

Investigate  the  possibility  of  relaxing  rigid  geo- 
graphic restrictions  on  the  admission  of  students 
to  medical  schools. 

"Voice  of  Medicine"  to  be  Issued 
by  Excerpta  Medica 

The  Excerpta  Medica  Foundation  has  an- 


nounced that  it  will  attempt  a new  development 
in  medical  publishing.  An  editorial  advisory  hoard 
of  some  150  members  will  supervise  tbe  publica- 
tion of  a recorded  medical  journal  under  the  title 
“Voice  of  Medicine.”  To  be  published  will  be  re- 
cordings of  discussions  and  interviews  taken  during 
national  and  international  medical  congresses, 
clinical-pathological  conferences,  world  health  as- 
semblies, medical  meetings  and  symposia. 


Butterfield's 
DRUG  STORE 

CHARLES  BUTTERFIELD,  Ph.  G. 
Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 

Pharmacy  License  #193 


effective  in  and  simplifies 
the  management  of 

stable  adult  diabetes 


“In  our  experience  the  action  of  DBI  on  the  adult  stable  type  of 
diabetes  is  impressive ...  88%  were  well  controlled  by  DBI. ”2 

“Most  mild  diabetic  patients  were  well  controlled  on  a biguanide  compound 
[DBI] . . . regardless  of  age,  duration  of  diabetes,  or  response  to  tolbutamide. ”3 

“DBI  has  been  able  to  replace  insulin  or  other  hypoglycemic  agents 
with  desirable  regulation  of  the  diabetes  when  it  is  used  in  conjunction  with 
diet  in  the  management  of  adult  and  otherwise  stable  diabetes.’’^ 

well  tolerated  — On  a “start-low,  go-slow’’  dosage  pattern  DBI  is  relatively 
well  tolerated.  DBI  enables  a maximum  number  of  diabetics  to  enjoy  the 
convenience  and  comfort  of  oral  therapy  in  the  satisfactory  regulation  of , . . 

stable  adult  diabetes  • sulfonylurea  failures 
unstable  (brittle)  diabetes  • juvenile  diabetes 

DBI  (N'-/3-phenethylbiguanide  HCI)  is  available  as  white,  scored  tablets 
of  25  mg.  each,  bottles  of  100.  Send  for  brochure  giving  complete  information. 

an  origuKtl  development  from  the  research  laboratories  of 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Labs.,  division  • 250  E.  43rd  St.,  New  York  17,  N.  Y. 


Trademark, 
brand  of 
Phenformln  HCI 


1.  Pomeranze,  J.  et  al.;  J.A.M  A.  171:252,  Sept.  19,  1959. 

2.  Walker,  R.  S.:  Brit,  M J.  2:405,  1959.  3.  Odell,  W.  D.,  et  al.: 
A.M.A.  Arch.  Int.  Med.  102:520,  1958.  4.  Pearlman,  W.: 

Phenformln  Symposium,  Houston,  Feb.  1959.  5.  Lambert,  T.  H.;  ibid. 
6.  Skillman,  T.  G.,  et  al.:  Diabetes  8:274,  1959,  7.  Sugar, 

S.  J.  N.,  et  al.:  Med,  Ann.  Dist.  Columbia  28:426,  1959. 
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STANDING  ORDERS  FOR  NURSES  IN  CONVALESCENT  HOMES 
GUIDE  FOR  MEDICAL  CARE  IN  NURSING  HOMES 
AND  RELATED  FACILITIES^ 

Appendices  to  the  report  of  the  Committee  on  Social  Welfare  adopted  by  the 
House  of  Delegates  of  the  Rhode  Island  Medical  Society,  January  27,  I960 


*Concluded  from  page  204, 

Rhode  Island  Medical  Journal,  March,  1960. 

Appendix  A 

Standing  Orders  for  Nurses  in  Nursing 
and  Convalescent  Homes 

For  some  time  the  medical  and  nursing  profes- 
sions have  been  concerned  aliout  the  employment 
of  nurses  in  nursing  homes,  convalescent  homes, 
etc.,  and  their  adequate  medical  supervision. 

General  Relationships 

Standing  orders  represent  a preliminary  under- 
standing between  physician  and  assisting  personnel 
about  routine  conduct  of  a medical  service.  In  es- 
tablishing such  orders  in  a nursing  home,  several 
considerations  need  to  be  borne  in  mind : 

1.  The  greater  the  amount  of  personal  super- 
vision exercised  by  the  physician  directly  with 
his  patient,  the  better  is  the  nursing  health 
service. 

2.  Standing  orders  cannot  be  written  to  meet 
every  situation  likely  to  arise.  They  must  be 
modified  to  meet  specific  requirements  and  in 
accordance  with  the  training  and  professional 
competence  of  the  assisting  personnel.  They 
should  be  signed  by  the  supervising  medical 
authority  and  posted  prominently  in  the  med- 
ical department. 

3.  The  nurse  in  the  home  should  assume  no  re- 
sponsibility for  service  outside  the  field  of  her 
professional  training.  This  applies  particu- 
larly to  individual  case  management,  from 
which  the  nurse  should  rigidly  abstain  except ; 

fa)  In  emergencies  demanding  immediate 
independent  judgment  and  action. 

Emergency  Procedure  in  Nursing  Homes,  etc. 

General  principles  which  operate  in  all  emer- 
gency situations  apply  to  nursing  homes  as  well. 
They  are : 

1.  Call  a physician  immediately. 

2.  Sto])  bleeding. 

3.  Restore  breathing. 

4.  Prevent  shock  and  infection. 

5.  Do  no  more  than  is  actually  needed. 


The  supervising  physician  should  assure  himself 
that  these  instructions  are  thoroughly  understood 
and  should  institute  special  training  when  neces- 
sary. Nurses  should  qualify  as  first  aid  instructor. 

Emergency  Supplies.  An  emergenev  pack  with 
essential  sterile  supplies  should  be  available  at  all 
times  in  the  medical  department.  Regular  inspec- 
tion is  necessary. 

Hemorrhage.  Bleeding  calls  for  immediate  atten- 
tion. The  nurse  should  notify  the  physician  and, 
until  he  arrives,  proceed  as  follows  : 

1.  Expose  the  wound. 

2.  Remove  obvious  foreign  matter. 

3.  Apply  pressure. 

Direct  manual  or  bandage  pressure  firmly  ap- 
plied over  sterile  gauze  packing  at  the  bleeding  site 
will  effectively  control  moderate  hemorrhage.  In- 
direct compression  is  indicated  in  excessive  bleed- 
ing not  controllable  by  direct  methods.  Digital  com- 
pression over  the  vessel  against  underlying  struc- 
tures either  adjacent  to  the  wound  or  at  the  nearest 
pressure  point  will  usually  suffice  until  the  physi- 
cian arrives.  Indirect  pressure  should  be  applied 
proximal  or  distal  to  the  wound,  in  keeping  with 
the  arterial  or  venous  character  of  the  bleeding. 
Hemostats  or  clamps  should  be  applied  whenever 
the  emergency  warrants  it. 

Avoid  applying  a tourniquet  if  possible.  If  severe 
bleeding  in  an  extremity  suggests  the  use  of  a 
tourniquet,  apply  a blood  pressure  cuff’. 

The  nurse  should  remember  that : 

1 . A direct  pressure  bandage  should  not  act  as  a 
tourniquet. 

2.  A tourniquet  must  be  periodically  released  at 
least  every  fifteen  minutes. 

3.  No  dressing  should  be  applied  over  a tourni- 
quet. 

4.  Asepsis  must  be  observed  at  all  times. 

Asphyxia.  Cessation  of  breathing  from  any 
cause  demands : 

1.  Artificial  respiration  at  once  and  at  the  site  of 
the  accide)it. 

2.  Notification  of  the  physician. 

3.  Maintenance  of  body  warmth.  Avoid  exces- 
sive heating. 

continued  Oft  page  270 
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in  taste-tern ptimj 
cherry  Pavor 

Average  dosage,  1 teaspoonful 
(5  cc.)  contains: 


l-Lysine  HCI 300  mg. 

Vitamin  B12  Crystalline  ...  25  mcgm. 

Thiamine  HCI  (Bi) 10  mg. 

Pyndoxme  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 

Sorbitol 3.5  Gm. 

Alcohol 75% 


Bottles  of  4 and  16  fl.  oz. 


promote 
|)rotein  uptake 

with  the 

potentiating  effect 
of  l-Lysine  on 
low-grade 
protein  foods 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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STANDING  ORDERS  FOR  NURSES 

continued  from  page  268 

All  nurses  should  demonstrate  ability  to  apply 
artificial  respiration  by  currently  accepted  tech- 
niques, and  should  realize  the  need  for  its  continu- 
ous application  until  breathing  is  restored  or  until 
careful  repeated  medical  examination  advises 
otherwise. 

Shock.  Early  and  adequate  shock  treatment  is 
life  saving.  Do  not  delay. 

Common  symptoms  of  shock  following  injury 
are  pallor,  perspiration  and  rapid  threadv  pulse. 
Emergency  management  by  the  nurse  should  in- 
clude : 

1.  Xotification  of  the  physician. 

2.  Removal  of  cause.  If  shock  is  due  to  hemor- 
rhage, control  it.  If  it  is  due  to  trauma  not 
associated  with  bleeding,  all  active  treatment 
of  injury  should  be  deferred  until  shock  man- 
agement has  been  instituted.  Wounds  should 
be  covered  with  sterile  dressings  to  prevent 
infection. 

3.  Relief  of  pain:  1/6  to  1/4  grain  (0.010  to 

0.016  Gm.)  of  morphine  sulfate,  repeated  if 
necessary,  or  barbiturates  as  routinely  ordered 
except  in  injuries  to  the  head  or  trunk. 

4.  Keeping  the  patient  warm,  dry  and  on  his 
back  with  his  head  low.  Avoid  overheating. 


One  Caution  When 
You  Buy  Mink...<:S^ 

S') 


Consult  a reliable  furrier  who  is 
interested  in  protecting  your  in- 
terests, with  honest  value  and 
guaranteed  quality.  Come  to 
Harris,  and  buy  with  confidence! 

, 

WILLIAM  * 

New  England’s  Largest  Exclusive  Furrier 
400  Westminster  Street 

Our  2nd  Half-Century  of  Fine  Fur  Tradition 
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Routine  Xursing  Care  of  Injuries 

Successful  medical  management  of  injuries  de- 
pends on : 

1.  Prompt  treatment. 

2.  Meticulous  cleaning  and  dressing. 

3.  Examination  of  deep  as  well  as  of  superficial 
structures. 

To  accomplish  these  aims  the  routine  functions 
of  the  nurse  should  be  confined  to  care  of  minor 
wounds  as  follows : 

1.  Protect  wound  with  sterile  gauze  while  adja- 
cent area  is  cleaned  with  soap  and  water  or 
solvent. 

2.  Discard  protective  dressing  and  clean  wound 
margins. 

3.  Irrigate  wound  with  sterile  water  or  isotonic 
solution  of  sodium  chloride. 

4.  --^pply  antiseptic  of  physician’s  choice. 

5.  Apply  dry  sterile  dressing,  interfering  as  lit- 
tle as  possible  with  function. 

The  nurse  should  do  no  more  than  is  actually 
needed.  The  following  conditions  require  direct 
medical  supervision : 

1.  ^^'ounds  requiring  debridement. 

2.  Those  with  obvious  or  suspected  involve- 
ment of  deep  structures. 

3.  Wounds  with  edges  which  do  not  approxi- 
mate. 

4.  Wounds  about  the  head  and  face. 

5.  Contaminated  wounds  requiring  tetanus  pro- 
phylaxis. 

Management  of  Common  Injuries.  Injuries  most 
likely  to  be  encountered  include  the  following 
conditions : 

1 . Abrasions : clean  and  apply  dr}'  dressing. 
Extensive  or  deep  loss  of  skin,  especially 
about  the  fingers  and  hands,  needs  medical 
attention. 

2.  Contusions : treat  with  cold  compresses  di- 
rectlv  following  injury,  later  with  moist  heat. 
If  soreness  or  disability  persists  or  if  deep 
involvement  is  suspected,  refer  to  the  phy- 
sician. 

3.  Lacerations : clean  and  apply  dressing  as  di- 
rected. Any  possibility  of  injury  to  joints, 
nerves  or  tendons  should  be  brought  to  the 
physician’s  attention  at  once. 

4.  Puncture  Wounds  : puncture  wounds  through 
the  skin  need  direct  medical  supervision  to 
avoid  or  treat  severe  infection.  If  superficial, 
clean  and  apply  sterile  dressing. 

5.  .^livers  and  Splinters:  penetration  through 
the  skin  by  slivers  or  splinters  always  carries 
the  risk  of  an  infected  puncture  wound  and 
should  be  treated  as  such.  Those  lodged  su- 
perficiallv  and  easily  removed  without  added 
trauma  or  incision  may  be  extracted  asepti- 
callv  bv  the  nurse. 


continued  on  page  2“'2 
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STEWART  BUSINESS  EQUIPMENT  COMPANY 
DIAGNOSIS  FOR 
BUSY  DOCTORS 


SOUNDSCRIBER  SATELLITE  with  Magic  Memory 

Makes  dictation  push-button  easy. 

Only  the  mouthpiece  is  on  your  desk. 

With  combination  machine,  secretary  can  work  while  you  are  at  the  hospital. 


• Completely  transistorized 

• Records  and  plays  back  at  popular 
33V3  R.P.M.  speed 


• Discs  can  be  mailed  in  regular  busi- 
ness envelopes 

• On-the-disc  secretarial  instructions 


As  many  as  jive  separate  Satellite  stations  can  be  "tied-in”  to  one  Master 
Communicator,  or  Combination  Model. 

Soundscriber  is  the  convenient  way  to  record  case  histories,  notes 
and  observations  on  small  filable  plastic  discs.  You  simply  pick  up  the 
microphone,  push  a button  and  talk.  Soundscriber  is  the  world's  finest 
complete  and  compatible  dictating  system. 

Call  JAckson  1-7020  to  arrange  for  a demonstration,  without  obligation. 


Stewart  Business  Equipment  Co. 

433  WESTMINSTER  STREET  • PROVIDENCE,  RHODE  ISLAND 
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STANDING  ORDERS  FOR  NURSES 

continued  from  page  270 

6.  Burns  and  Scalds : clean  minor  burns  with 
soap  and  water.  Apply  petrolatum  or  5 per 
cent  boric  acid  ointment,  bandaging  firmly 
without  interfering  with  functions.  Leave 
blisters  alone. 

In  all  other  cases : 

(a)  Notify  the  physician. 

(b)  Cover  the  burned  area  with  a sterile  dress- 
ing or  sheet  moistened  with  isotonic  solu- 
tion of  sodium  chloride  or  5 per  cent  sodium 
bicarbonate  solution. 

(c)  Combat  pain  and  shock. 

In  the  absence  of  specific  orders,  chemical  burns 
should  be  treated  by  irrigation  or  immersion  in 
water  for  at  least  twenty  minutes  and  then  In- 
dressing. 

7.  Sprains  and  Strains:  Treat  first  with  cold 
compresses,  elevation  of  the  part  and  rest.  A 
physician’s  advice  is  necessary  regarding 
strapping,  other  methods  of  support  or  fixa- 
tion, further  examination  or  special  therapy. 

Fractures 

Preliminary  steps  for  the  nurse  are : 

1.  Call  the  physician  at  once. 

2.  Keep  the  patient  quiet  and  warm. 

3.  Immobilize  before  any  movement  is  at- 
tempted. 

4.  Do  not  attempt  reduction. 

5.  If  the  fracture  is  compounded,  cover  the  site 
of  the  fracture  with  a dry  sterile  dressing.  Do 
not  cleanse  or  reduce. 

Special  instruction  in  splinting  should  be  pro- 
vided every  nurse  employed  in  a nursing  home. 

Eye  In  juries 

Rigid  aseptic  technic  must  be  scrupulously  ob- 
served in  all  eye  conditions.  Never  attend  consecu- 
tive patients  without  sterilization  of  instruments 
and  careful  hand  washing.  Remember  that  earlv 
symptoms  of  infection  simulate  foreign  body. 


RHODE  ISLAND  MEDICAL  JOURNAL 

Minor  Burns.  Do  not  apply  ointments  to  minor 
burns  of  the  skin  about  the  eve.  Apply  a sterile 
dressing  and  refer  to  the  physician. 

Burns  of  the  Eye.  1.  Chemical  Burns:  Irrigate 
chemical  burns  of  the  eye  copiously  and  at  once 
with  water,  preferably  by  immersion.  Neutralizing 
solutions  are  usually  inadequate  or  unavailable, 
the  rapidity  with  which  the  irrigation  occurs  is 
more  important  than  the  type  of  solution  used. 
Continue  to  irrigate  at  least  twenty  minutes  by  the 
clock. 

2.  Hot  Metal  Burns.  Apply  a sterile  pad  and 
refer  at  once  to  the  physician.  Do  not  irrigate.  .\n 
anesthetic  should  be  applied  as  ordered  by  the 
doctor. 

Every  burn  of  the  eye  should  receive  competent 
medical  attention  early. 

Foreign  Bodies.  The  nurse  should  attempt  to  re- 
move only  those  foreign  bodies  of  the  eve  which 
can  be  readily  located  and  which  can  be  easily 
washed  out  or  removed  with  a dry  sterile  cotton 
applicator.  An  antiseptic  may  be  applied  if  the  phy- 
sician so  orders. 

Direct  medical  care  is  essential : 

1.  If  the  foreign  body  cannot  readily  be  located. 
Stains  to  aid  in  the  location  of  foreign  bodies 
should  be  used  only  on  specific  medical  order. 

2.  If  removal  requires  any  instrumentation. 

3.  If  irritation  or  pain  persists  after  removal. 

“Flash”  In  jury.  First  aid  treatment  should  in- 
clude. 

1.  Local  anesthetic  as  ordered. 

2.  Cold  compresses. 

3.  Sedatives. 

Persistent  pain  following  flash  needs  medical 
examination  and  treatment. 

Conjunctivitis.  Conjunctivitis  or  other  forms  of 
conjuctival  irritation  should  be  referred  routinely 
to  the  physicians. 

Head  Injuries 

L'ntil  the  physician  takes  over,  the  nurse  should : 


be  prepared. 


. . fast,  effective,  & long  lasting  relief  from  automobile  worries 


1.  periodic  renewal  (trade-in)  of  your  car 

2.  proper  registration 

3.  ample  insurance  coverage 

4.  local  & state  taxes 

5.  breakdowns  due  to  “tired”  automobiles 


all  these  and  other  minor  “aches”  quickly  elim- 
inated when  you  lease  with  us.  releases  capital 
for  investment. 

DOSAGE:  moderate  monthly  rental  fees.* 


PA.  3-4700 


BROADWAY  AUTO  LEASE  CO.,  INC. 

766  BROADWAY,  PAWTUCKET,  R.  I. 


‘federal  tax 
deduction 
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1.  Keep  the  patient  lying  down. 

2.  Elevate  the  head. 

3.  Apply  ice  cap  or  cold  compress.  No  sedatives. 

4.  Record  j^ulse  and  respiration  every  ten  min- 
utes. 

Clip  or  shave  and  cleanse  areas  adjacent  to  scalp 
lacerations,  and  cover  with  a sterile  pad. 

Chest  and  Abdominal  Injuries 

Contusions  of  the  chest  and  abdomen  with  or 
without  external  evidence  of  injury  may  result  in 
trauma  to  underlying  organs. 

Until  seen  hy  the  physician,  such  patients  must 
he : 

1 . Kept  warm  and  quiet. 

2.  Allowed  no  sedatives. 

3.  Have  pulse,  temperature  and  respiration  re- 
corded frequently. 

4.  Suitably  bandaged  to  avoid  contamination. 

In  case  of  abdominal  injury  give  nothing  by 
mouth. 

Care  of  Minor  Illness  and  Svinptonis 

Persistent  or  augmenting  symptoms  and  discom- 
fort should  he  reported  to  the  doctor.  The  nurse 
should  not  hesitate  to  ask  for  medical  advice  of 
patients  by  the  doctor  in  charge. 

Fever.  A rise  in  temperature  of  one  degree  sug- 
gests medical  consultation.  Findings  should  be 
checked  by  repeated  thermometer  recordings. 

Headache.  Record  temperature.  If  headache  is 
accompanied  by  dizziness,  nausea,  vomiting,  stiff 
neck,  injury,  history  of  recurrent  fever,  general 
malaise  or  other  symptoms  the  patient  needs  med- 
ical attention.  Notify  the  patient’s  doctor. 

Unconsciousness.  1.  Fainting.  Usual  symptoms 
are  pallor,  with  shallow  breathing,  slow  and  weak 
jndse.  Period  of  unconsciousness  is  of  short  dura- 
tion. 

Keep  the  patient  lying  down  with  head  lowered 
until  fully  recovered.  Be  sure  the  patient  has  plenty 
of  fresh  air.  Clothing  should  be  loosened  and  stimu- 
lating inhalants  used,  such  as  ammonia  or  smelling 
salts. 

2.  Other  causes.  If  other  signs  are  present  or  if 
unconsciousness  persists  longer  than  a few  min- 
utes, call  for  medical  assistance.  Give  nothing  hy 
mouth. 

Toothache.  If  there  is  a cavity,  the  nurse  may 
pack  it  with  cotton  dipped  in  oil  of  cloves  for  tem- 
porary relief.  For  further  examination  and  treat- 
ment refer  to  a dentist. 

Nosebleed.  Spontaneous  nosebleed  may  Ije  treat- 
ed hy  cold  packs  or  pinching  the  sides  of  the  nose 
against  the  septum.  Place  patient  in  the  recumbent 
position,  ahvays  on  the  side,  continuing  pressure  on 

continued  on  next  page 
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the  nose  as  al)ove.  If  blood  accumulates  in  the 
nasof'haryiix,  i throat ) it  can  easily  be  expectorated 
into  an  emesis  basin,  held  at  the  side  of  the  mouth. 
Advice  the  i)atient  not  to  breathe  or  blow  through 
the  nose  for  an  hour  or  two  after  bleeding  has 
stopped. 

Sore  Throat.  Patients  with  sore  throat  may  he 
given  a hot  saline  gargle  if  they  have  a normal  tem- 
perature. Do  not  “paint”  the  throat.  Anv  persistent 
sore  throat  or  one  associated  with  fe\  er  needs  med- 
ical care  by  the  doctor. 

Persons  having  acute  respiratorv  infections  with 
elevated  temperature,  cough,  sneezing  or  nasal  dis- 
charge should  he  referred  to  their  doctor  for  proper 
medical  attention. 

-•Kvailahle  medical  evidence  at  the  present  time 
cannot  support  routine  administration  of  cold  vac- 
cines or  vitamin  preparations  as  methods  of  reduc- 
ing the  incidence  or  severity  of  acute  respiratory 
infections. 

Adboui'uial  Distress.  Abdominal  distress,  nausea 
or  pain,  especially  if  severe  or  persistent,  requires 
competent  medical  diagnosis  and  management. 


Equipment  and  Supplies 
Space  which  can  command  privacy  and  which 
can  he  kept  clean  and  properly  prepared  for  emer- 
gency and  routine  services  by  the  nurse  should  he 
jirovided  in  the  home.  Special  attention  should  be 
given  to  heating,  light,  ventilation  and  accessibilitv. 

The  accompanying  check  list  of  furnishings  and 
supplies  suitable  for  a small  home  dispensary 
should  he  augmented  by  equipment  for  emergency 
treatment  or  other  special  medical  requirements  as 
ordered  by  the  physician  or  other  medical  adviser 


Furnishings  and  Supplies 
General  Furnishings: 


1.  Sink 

2.  Instrument  cabinet 

3.  Sterilizer 

4.  Dressing  table 

5.  Leg  rest 

6.  Cot 

7.  Stretcher 

8.  Mirror  10"  by  12" 


9.  Foot-pedal  waste  can 

10.  A’aste  basket 

11.  .Storage  cabinets 

12.  Paper  towel  rack 

13.  Adhesive  rack 

14.  Record  file 

15.  .Scale 


Instruments  and  .Supplies : 


1.  Scalpels 

2.  Splinter  forceps 

3.  Tissue  forceps 

4.  Hemostatic  forceps 

5.  Bandage  scissors 

6.  Surgical  scissors 

7.  Hand  magnifying  glass 

8.  Syringes 

9.  .Xssorted  hypodermic 
needles 

10.  .Assorted  surgeons' 
needles 

11.  Needle  holder 
Drugs:  (as  ordered  1 


12.  .Assorted  bandages 

13.  .Adhesive  plaster 

14.  Cotton 

15.  .Applicators 

16.  .Assorted  sutures 

17.  .Assorted  splints 

18.  .Assorted  jars  and  basins 

19.  Test  tubes 

20.  Safety  razor  and  blades 

21.  Hot  water  bottle 

22.  Ice  cap 

23.  Crutches 

24.  Tourniquet 

c the  physician  or  medical 
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adviser). 

1.  .A  stimulant  3.  .Analgesics  and  sedatives 

2.  .An  emetic  4.  .Anti.septics 

Appendix  B 

Guide  for  Medical  Care  in  Nursing  Homes 
and  Related  Facilities 

(-\pproved  Iiy  the  Council  on  iMedical  Service  of 
the  -American  Aledical  .Association,  the  .A.  AI.  .A. 
and  .American  Nursing  Home  .Association  Liaison 
Committee,  and  the  Governing  Council  of  the 
.American  Nursing  Home  .Association.) 

.A  ursing  Homes  zvith  Skdled  Xursing  Care  and 
Xursing  Homes  zoith  Skilled  Xursing  and 
Personal  Care 

1 . Each  patient  admitted  should  have  a personal 
physician  who  knows  of  the  admission 
arrangements  and  agrees  to  assume  respon- 
sibility. 

2.  Each  patient  admitted  should  come  with  a 
complete  history  and  physical  examination, 
or  should  have  such  examination  immediately 
upon  entering  the  home,  including  chest  N 
ray.  necessary  laboratory  work,  an  evalua- 
tion of  bis  potentialities  for  rehabilitation,  at 
least  to  self-care,  and  full  orders  for  treat- 
ment. These  orders  should  he  kept  up  to  date 
by  daily  nursing  notes  and  periodic  progress 
notes  by  the  physician  as  well  as  written, 
directives  for  care  and  medication  as  they 
are  changed. 

3.  Each  patient  should  have  periodic  visits  by 
his  personal  physician.  The  frequence  of  these 
visits  should  be  dictated  by  tbe  medical  needs 
of  tbe  patient. 

4.  Each  ])atient  should  be  served,  in  case  of 
emergency,  preferablv  by  his  own  physician. 

.5.  Each  skilled  nursing  home  should  have  a prin- 
cipal staff  physician  or  physicians  for  con- 
sultation in  general  medical  policies  of  the 
home.  He  or  they  would  also  he  available  for 
emergency  calls  when  the  patient's  regular 
phvsician  is  unavailable.  This  physician  or 
physicians  would  also  advi.se  the  nursing  home 
administrator  in  matters  pertaining  to  admin- 
istrative procedures,  nursing  care,  physical  or 
other  restorative  therapy,  special  dietary  ar- 
rangements. storage  and  dispensing  of  medi- 
cations. and  medical  records. 

6.  Each  skilled  nursing  home  should  make  every 
effort  to  help  patients  to  achieve  their  fullest 
]X)tential  for  self-care,  through  treatments 
and  procedures  ordered  by  the  patient’s  phy- 
sician. These  procedures  may  be  as  simple  as 
earlv  and  progressive  ambulation,  tbe  cor- 
rection of  sight,  hearing,  dental  or  orthopedic 
handicaps  with  proper  appliances,  retraining 


APRIL,  I960 

in  the  activities  of  daily  living,  the  use  of  heat 
l^acks,  or  lamps,  and  simple,  graduated  exer- 
cises for  strengthening  of  afifected  ])arts.  For 
the  more  complicated  procedures,  skilled 
nursing  homes  could  well  arrange  for  the 
part-time  or  visiting  services  of  a professional 
therapist  to  provide  (under  the  direction  of 
the  M.i). ) direct  services  and  to  train  the  home 
staiif  in  many  simple  procedures.  The  home 
may  even  maintain  special  rehahilitation  fa- 
cilities under  the  supervision  of  a professional 
thera])ist.  Rehahilitation  procedures  which 
are  heyond  the  scope  of  the  home  should  he 
provided  through  co-operative  arrangements 
with  other  appropriate  communitv  facilities 
and  agencies. 

7.  Each  nursing  home  should  have  arrange- 
ments wdth  a nearby  general  hospital  for  the 
transfer  with  minimum  delay  of  anv  patient 
whose  condition  requires  it. 

8.  Each  nursing  home  should  maintain  liaison 
with  ])hysicians  of  the  local  medical  society 
for  the  purpose  of  obtaining  consultation  and 
guidance  on  all  matters  affecting  medical  care. 

9.  Each  nursing  home  should  consider  using 
consultative  services  in  nutrition  and  diet 
therapy  provided  by  the  state  health  depart- 
ment, or  by  other  agencies  or  persons  quali- 
fied to  ])erform  such  service  and  should  assure 
that  all  dietary  regimes  ordered  hv  the  pa- 
tient’s physician  are  carried  out. 

10.  Each  nursing  home  should  he  conscious  of  the 
dental  needs  of  its  patients.  A dental  evalua- 
tion of  the  patient  should  he  included  in  the 
health  record.  The  patient  should  he  seen  as 
often  as  necessary  by  his  own  dentist,  if  avail- 
able, or  by  a principal  dentist  selected  by 
the  home. 

Homes  for  Personal  Care  and  Homes  for  the  Aged 

1.  Each  patient  should  have  named  in  his  admis- 
sion record  a personal  physician  who  could  be 
called  in  ca.se  of  need. 

2.  Any  patient  who  is  under  physician  care 
should  come  to  the  home  with  written  orders 
by  his  personal  physician  for  continuing  his 
program  of  medical  care. 

3.  Personal  care  and  old-age  homes  should  have 
arrangements  with  a physician  to  serve  as  a 
medical  adviser  for  the  home  as  a whole  and 
to  provide  emergency  care  whenever  the  pa- 
tient’s own  physician  is  unavailable.  This 
physician  should  serve  as  consultant  on  med- 
ical care  and  related  matters  such  as  restora- 
tive therapy,  special  dietary  arrangements, 
storage  and  dispensing  of  medications,  and 
medical  records. 


275 

In  general,  the  medical  activity  envisioned 
as  going  on  in  this  type  of  home  and  this  seg- 
ment of  a larger  nursing  home  is  equivalent 
to  that  type  of  medical  activity  provided  in  an 
individual’s  own  home. 

4.  Periodic  health  examinations  are  recom- 
mended. 

5.  The  maintenance  of  good  mental  and  physical 
health  is  dependent  on  supervised  physical 
activity  and  mental  exercise  and  stimulation. 
Preventive  and  rehabilitative  programs  to  this 
end  should  be  the  responsibility  of  the  admin- 
istration in  this  type  of  home.  If  patients  are 
up  and  about,  every  effort  should  be  made  to 
keep  them  ambulatory,  through  proper  diet, 
preventive  exercises,  preventing  acci(lents,  in- 
teresting and  stimulating  activities  and  imme- 
diate recognition  of  any  signs  of  deterioration. 
Every  effort  should  be  made  to  assist  hed- 
hound  patients  in  becoming  amhulatorv, 
through  progressive  bed  exercises,  and  then 
assistance  in  getting  up  for  longer  periods 
each  day,  unless  such  patients  are  hed-hound 
by  physician’s  orders. 

6.  Nutrition  and  diet  information  may  he  ob- 
tained through  consultants  at  the  state  health 
department  or  other  appropriate  agencies,  and 
all  necessary  special  diets  should  he  arranged 
for  by  the  home. 

7.  The  patient’s  dentist  should  be  known  and 
consulted  as  often  as  necessary. 

8.  Personal  care  and  old-age  homes  should  have 
arrangements  with  a general  hospital  for  im- 
mediate transfer  of  any  resident  who  needs 
intensive  medical  care. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

5 North  Union  Street  Pawtucket,  R.  I. 

SHELDON  BUILDING 

7 Registered  Pharmacists 
Pharmacy  License  ^22S 


Chapin  Oration 
by  Maxwell  Finland,  m.d. 
Tuesday,  May  10  at  9:00  P.M. 
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BOOK  REVIEWS 


SURGERY  OF  THE  FOOT  by  Henri  L.  Dii- 

A’ries.  ^I.D.  The  C.  Hosbv  Co.  St.  Louis, 
1959.  $12.50 

The  autlior  has  attempted  to  present  a book  that 
would  parallel  Bunnell's  Surgery  of  the  Hand. 
He  draws  upon  many  years  of  experience  as  a sur- 
geon and  teacher. 

The  initial  chapter,  Structure  and  Function,  is  a 
clear,  concise  review  of  the  anatomy  and  function 
of  the  different  parts  of  the  foot.  The  succeeding 
chapters  concern  themselves  with  disorders  of  the 
nails,  skin.  fat.  ligaments,  muscles,  tendons,  nerves 
and  hones.  L^nfortunately,  the  style  is  such  that  the 
]:)resentation  is  not  clear  and  frequently  is  confus- 
ing. For  the  student  learning  his  trade,  this  is  not 
an  easy  guide  hook.  For  the  practicing  surgeon  and 
orthopedist,  the  author  frequently  presents  a most 
one-sided  story.  The  Keller  operation  for  correc- 
tion of  Hallux  Valgus  and  Rigidus  is  mentioned 
by  the  author  “as  probably  the  most  widely  used 
procedure  in  the  Hnited  States.’’  He  then  mentions 
all  the  bad  points  and  dismisses  the  operation  as  a 
had  procedure.  The  DuWies  modification  of  the 
McBride  operation  is  then  detailed  for  7 pages. 
The  author  claims  90%  excellent.  8%  good,  and 
only  2 failures  in  1200  cases. 

The  chapter  on  Tumors,  Cysts  and  Exostoses  is 
a very  brief  summary,  again  frequently  confusing. 
On  page  135.  Osteoid  Osteoma  is  described  as  “a 
benign  tumor  secondary  to  trauma,  such  as  subun- 
gual exostosis,  calcaneal  spur,  and  exostosis  on  the 
dorsum  of  the  first  metatarsal,  first  cuneiform,  and 
navicular  bones,  and  also  an  uncommon  idiopathic 
type  which  may  assume  bizarre  patterns.’’ 

The  treatment  of  ankle  sprains  makes  no  men- 
tion of  the  basket  weave  strapping  taught  by  Gih- 
ney  and  reborn  in  World  War  1 1 and  widely  used 
since. 

For  the  practicing  surgeon  and  orthopedist,  this 
book  lacks  the  conciseness  and  orderliness  of  a 
Campbell’s  Orthopedic  Surgery. 

Stanley  D.  Simon,  m.d. 

STRABISMUS  OPHTHAFMIC  SYMPO- 
SIUM IF  Edited  by  James  H.  Allen,  IM.D.  The 
C.  Mosby  Co.  St.  Louis,  1958.  $16.00 

The  proceedings  of  the  second  Symposium  on 


Strabismus  sponsored  by  the  Xew  Orleans  Acad- 
emy of  Ophthalmology  constitute  this  volume. 
Eight  prominent  authorities  present  topics  of  their 
own  choosing  and  special  interest  which  in  general 
represent  a repetition,  amplification,  and  in  some 
instances  clarification  of  similar  material  published 
in  similar  form  following  the  original  symix)sium 
six  years  previously. 

The  contents  are  a curious  mixture  of  anatom- 
ical facts  and  theoretical  speculation  emphasizing 
the  wide  chasm  between  the  practical  management 
of  a child  with  crossed  eyes  and  our  rudimentary 
basic  knowledge  of  the  anatomical  and  physiolog- 
icl  facts  upon  which  that  treatment  is  based. 

Nevertheless,  this  is  by  far  the  best  strabismus 
source  and  reference  hook  available.  It  is  best 
digested  in  small  portions  and  when  time  permits 
of  speculative  reflection.  This  book  has  no  appeal 
or  value  for  non-ophthalmologists. 

Joseph  L.  Dowling.  Jr.,  m.d. 

FlUIXG  BEYOXD  YOUR  HEART  ATTACK 
by  Eugene  B.  IMozes,  M.D.  Prentice-Hall,  Inc., 
Englewood  Clift's,  X.  J.,  1959.  $3.50 

This  is  a verv  good,  clearly  written  hook  that  is 
sensible  and  not  alarming.  Reading  it  could  benefit 
everyone  over  the  age  of  forty  and  it  would  be  very 
helpful  to  the  coronary  patient  and  his  family.  It 
might  stave  oft"  a cardiac  neurosis  which  is  often 
more  harmful  to  the  patient  than  the  coronary 
attack  itself. 

I believe  that  a copy  should  be  available  in  every 
public  library  and  that  doctors  would  do  well  to 
recommend  this  hook  to  their  patients. 

Amy  E.  Russell,  m.d. 

AX  ATLAS  OF  XORMAL  RADIOGRAPHIC 
AX  ATOMY  by  Isadore  Meschan,  M.D.  with 
the  assistance  of  R.  M.  F.  Farrer-Meschan.  M.D. 
2nd  ed.  W.  B.  Saunders  Co..  Phil.,  1959.  $16.00 

Meschan’s  Textbook  and  Atlas  of  Radiographic 
Anatomy  is  designed  by  its  author  for  medical  stu- 
dents and  general  practitioners  interested  in  radio- 
graphic  technique,  residents  in  radiology  and 
X-ray  technicians.  All  of  these  can  profit  from 
using  this  hook. 

One  might  feel  that  the  average  X-ray  techni- 

concluded  on  page  278 
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more  and  more  physicians  are  prescribing  this  tripie  suifa 
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Clinical  experience  continues  to  prove  that 
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fundamental  to  successful  antibacterial  therapy. 
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cian  would  find  its  anatomic  descriptions  somewhat 
too  detailed.  The  radiologist,  on  the  other  hand, 
would  find  most  of  the  information  in  his  own 
more  specialized  texts,  especially  since  the  author, 
of  necessity,  has  had  to  borrow  from  other  sources 
for  some  of  the  detailed  techniques.  However,  both 
the  technician  and  the  radiologist  could  still  use  the 
hook  to  advantage. 

The  textbook  has  758  pages.  It  includes  chapters 
on  all  the  various  parts  and  systems  of  the  body. 
It  includes  description  of  the  more  commonly  used 
complicated  techniques,  such  as  arteriograms,  an- 
giograms and  cervical  myelograms,  among  others. 

Each  chapter  shows  the  usual  radiographs  for 
the  part  of  the  body  involved,  diagrammatic 
sketches  of  the  radiographs,  sketches  of  the  posi- 
tioning and  a moderately  detailed  anatomical  de- 
scription of  this  part.  This  format  serves  the  reader 
well.  One  might  suggest  that  in  some  places,  that 
photographs  of  positioning  and  labeled  radiographs 
might  serve  better  than  some  of  the  sketches.  One 
might  also  suggest  that  the  sketches  dealing  with 
the  skull  radiographs  he  made  larger.  Instead,  they 
are  actually  smaller  than  those  for  the  simpler  long 
hones.  These,  however,  are  small  details  and  the 
hook  should  be  considered  quite  satisfactory  for  the 
purpose  for  which  it  is  intended. 

Manuel  Horwitz,  m.d. 

PAIX  AXD  ITCH  XERVOUS  M EC H AX- 
IS MS,  Ciha  Foundation  Study  Group  Xo.  1,  in 
honor  of  Y.  Zotterman.  edited  by  G.  E.  \\\  W’ol- 
stenholme  and  M.  O’Connor,  120  pages,  41  illus- 
trations. Little,  Brown  and  Companv,  Boston 
(1960).  $2.50 

A small  hook  containing  a great  deal  on  highly 
technical  investigative  topics,  by  a group  of  schol- 
ars gathered  in  a London  conference,  March  10th, 
1959. 

The  subjects  are:  The  significance  of  the  peri- 
pheral anatomical  arrangements  of  the  nerves 
which  ser\  e pain  and  itch,  by  Weddell,  Palmer  and 
Taylor — The  peripheral  nervous  mechanism  of 
pain,  by  Zotterman — The  sensory  functions  of  the 
non-myelinated  afferent  nerve  fibres  from  the  skin, 
by  Douglas  and  Ritchie — A single  unit  analysis  of 
cutaneous  receptors  with  C alferent  fibres,  hv  Iggo 
— Some  patterns  of  activit\-  in  the  central  sensory 
pathway  with  possible  relevance  to  the  problem  of 
pain,  by  Gordon — The  thalamic  and  cortical  recep- 
tion of  alferent  impulses  from  the  tongue,  by  I^nd- 
gren- — The  jjeripheral  mechanism  of  itch  in  man.  hv 
Arthur  and  Shelley — Studies  on  the  mechanism  of 
pain  in  trigeminal  neuralgia,  by  Kugelberg  and 
Lindhlom. 

F.  Roxchese,  m.d. 
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METABOLIC  CARE  OE  THE  SURGICAL 
P AT  I EXT . By  Francis  D.  Moore,  ^l.D..  Mose- 
ley Professor  of  Surgery.  Harvard  Medical 
School ; Surgeon-in-Chief.  Peter  Bent  Brigham 
Hospital,  and  illustrated  by  Mildred  Codding. 
.■\.B..  M.A..  Surgical  Artist.  Department  of  Sur- 
gery. Harvard  Medical  School.  Y’.  B.  Saunders 
Companv.  Phil.,  1959.  $20.00 

As  has  been  noted  before  in  these  columns,  the 
surgical  research  laboratories  of  the  United  States 
ha\  e been  a major,  if  not  the  outstanding  source  of 
contributions  to  basic  human  physiology  in  the  past 
two  decades.  One  of  the  most  pregnant  sources  of 
this  progress  has  been  the  laboratory  of  Doctor 
Francis  Moore,  Moseley  professor  of  surgerv  at 
Harvard  and  surgeon-in-chief  at  Peter  Bent  Brig- 
ham Hospital  in  Boston,  Massachusetts.  His  work 
on  steroid  physiology,  particularly  as  related  to 
response  to  major  surgery,  has  been  fundamental 
and  in  the  very  vanguard  in  this  field. 

This  massive  volume  epitomizes  his  work  to  date. 
The  present  reviewer  is  constrained  to  predict  that 
this  work  will  stand  as  one  of  the  major  landmarks 
of  the  surgical  literature.  This  weighty  tome  of 
1,011  pages,  divided  into  six  parts,  covers  the  fol- 
lowing subjects  : the  normal  patient : blood  volume  ; 
body  fluid  and  electrolyte ; loss  of  body  substance  ; 
visceral  disease  in  surgical  patients ; and  fractures, 
wounds,  and  burns. 

Besides  giving  theoretical  and  didactic  discus- 
sions. the  author  presents  and  analyzes  32  cases, 
exemplifying  the  various  problems.  There  is  a 
special  appendix  containing  surgical  diets  and  par- 
ental supplements.  The  bibliography  contains  (in 
round  figures,  as  they  are  not  numbered  ) an  incred- 
ible 1,800  references!  In  his  introduction  iMoore 
quotes  from  W illiam  Beaumont’s  little  classic  on 
gastric  physiology:  “The  present  age  is  prolific  of 
works  on  physiology;  therefore  in  offering  to  the 
public  another  book  relative  to  an  important  branch 
of  this  science,  it  will  perhaps  be  necessary  to  assign 
my  motives."  In  reply  !Moore  gives  as  his  motives 
the  need  to  bring  together  in  one  volume  a "distinct 
area  of  knowledge  that  has  grown  from  many 
sources  in  the  past  fifteen  vears.”  and  “to  provide 
from  this  knowledge  the  data  that  are  of  direct 
bedside  assistance  in  the  care  of  the  sick."  He  has 
fulfilled  these  objectives  without  stint  and  with  a 
success  beyond  cavil. 

This  lx)ok  is  not  easv  reading,  nor  is  it  always 
successful  in  making  readily  intelligible  to  the 
uninitiated  the  masses  of  factual  data  assembled 
therein.  Yet  its  long-term  influence  on  the  routine 
preparation  and  postoperative  care  of  surgical 
patients  can  be  ])redicted  without  reservation. 

Seebert  J.  Goldowsky.  m.d. 


APRIL,  I960 
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Toes  are  to  wiggle 


A lap  is  so  you  don’t  get  crumbs  on  the  floor 


Rugs  are  so  dogs  have  napkins 


REDISOL^  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children's  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25, 50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful):  Redisol  Injectable, 
cyanocobalamin  injection  USP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and  10-cc.  vials). 


Drawings  reproduced  from  “A  Hole  Is  to  Dig”,  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  & Brothers. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  i Dohme,  West  Point,  Pa. 

MERCK  SHARP  & DOHME,  DIVISION  OF  MERCK  & CO.,  Inc.,  PHII  ADELPHIA  1,  PA. 

REDISOL  IS  A TRADEMARK  OF  MERCK  A CO..  INC. 
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For  Rhode  Islanders  . . . 


40  MILLION  DOLLARS  FOR 

SURGICAL-MEDICAL  CARE 


Since  Physicians  Service  was  begun  LO  years  ago,  almost  40 
million  dollars  has  been  paid  for  the  surgical-medical  bills  of 
Rhode  Islanders. 

But  what  is  more  important,  this  service  has  been  provided 
at  the  lowest  possible  operating  expense  — in  fact,  the  lowest 
in  the  nation  among  similar  non-profit  plans. 

Last  year,  your  Physicians  Service  Plan  — 

0 Enrolled  over  38,000  new  subscribers  . . . 
for  a new  high  of  560,000  Rhode  Islanders. 

% Paid  nearly  $7,000,000  for  snrgical-niedical 
care  — an  increase  of  $725,000  over  the 
previous  year. 

0 Withdrew  $218,000  from  reserves. 

0 Reduced  operating  expenses  to  a low  of 
5.7%  of  income. 

This  is  yoiir  Physicians  Service  Plan  in  action,  providing  vol- 
untary non-profit  protection  for  the  people  of  Rhode  Island. 


Rhode  Island  Medical  Society 

PHYSICIANS  SERVICE 

]\ow  a Blue  Shield  Plan  Serving 
560,000  Rhode  Islanders 


Over  ten  thousand  doctors  have 


chosen  it  for  their  own  use. 


NOW 


Sea^ 


INVITES  YOU  TO  ENJOY  A 

^39  Professional  Discount 

ON  THE  POSTUREPEDIC 
MATTRESS  & BOX  SPRING 


MAIL  TO:  SEALY  MATTRESS  COMPANY 

Sealy  Mattress  Company,  Oakville,  Conn. 

□ Enclosed  is  my  check.  Please  I I Please  send  me  the  name  of 

ship  the  Sealy  Posturepedlc  I I my  nearest  Sealy  Posture- 

Set(s)  Indicated  below  pedic  dealer 


1 Full  Size  I I 1 Twin  Size  | | 2 Twin  Size  | | 

RETAIL  PROFESSIONAL 

Posturepedlc  Mattress  each  $79.50  (add  state  tax) $60.00 

Posturepedlc  Foundation  each  $79.50  (add  state  tax) $60.00 

Posturepedlc  In  Foam  Rubber  $179.50  per  set  (add  state  tax) $140.00 


I DOCTOR 

I RESIDENCE 

I CITY ZONE STATE 

I (This  is  a saving  of  $39.00  per  set  over  the  regular  $159.00  re- 
tail price  for  innerspring  mattress  and  matching  foundation) 

For  your  professional  discount,  dip  and  mail  this  coupon, 

LIMIT- ONE  FULL  OR  TWO  TWIN  SIZE  SETS 


For  you  and  for  your  patients... 

Sscdy  Posturepedlc 

1 

NO  MORNING  BACKACHE  from  a too-soft  mattress 


■ Sealy  Posturepedlc  is  the  first  mat- 
i tress  designed  in  cooperation  with 
I leading  orthopedic  surgeons  to  pro- 
I mote  normal,  healthful  sleep  among 
I all  persons.  As  a "corrective  device” 

' it  serves  those  chronically  afflicted 
with  lower  back  syndromes.  As  a pre- 
ventive measure  Sealy  Posturepedlc 
I brings  deep  spring  buoyancy  without 
' bedboard  hardness  to  everyone.  And 

I , 

> it  supplies  level  spine  support  for 
' proper  relaxation  of  the  limbs  and 
human  musculatory  system.  We  be- 
lieve your  investigation  and  personal 
use  will  firmly  convince  you  of  its 
I distinctive  benefits  and,  we  would 
t hope,  merit  your  valued  recommen- 
dation. Why  not  prove  it  to  yourself  by 
' taking  advantage  of  this  liberal  pro- 


Sealy  Posturepedlc 
sleeps  you  . . . keeps 
you  at  your  level  best, 
with  no  more  morning 
backache 


A too-soft  mattress 
can  cause  strained 
muscles,  curved 
spine,  pinched  nerves, 
bent  back 


Posturepedlc 

world’s  largest  selling  mattress  of  its  kind 


C)  Sealy,  Inc.,  1960 


for  your  depressed  dieters... 


DEXAMYU  Spansule®  capsules 


brand  of  dextro  amphetamine  and  amobarbital 


Tablets  • Elixir 


In  overweight,  'Dexamyl’  helps  your  patients 
stick  to  their  diets  by 

1.  overcoming  the  depression  which  so 
often  causes  overeating 

2.  relieving  the  nervousness  and  irritability  so 
frequently  caused  by  strict  reducing  regimens 

When  listlessness  and  lethargy  are  problems  in  reducing,  your  patients 
will  often  benefit  from  the  gentle  stimulating  effect  of 

DEXEDRINE®  Spansul  e®  capsules  • Tablets  • Elixir 

brand  of  dextro  amphetamine 


SMITH 

KLINEiSf 

FRENCH 


MAY,  1960 


Volume  XLIII,  No.  5 
Table  of  Contents,  page  283 
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-TRAN 

(dexfro  propoxyphene  and  acetylsallcylic  acid  with  phenaglycodol,  Lilly) 

Darvo-Tran  adds  the  tranquilizing  effects  of  Ultran®  to  the  established  anal- 
gesic advantages  of  Darvon®  and  A.S.A.®. 

Usual  Dosage:  1 or  2 Pulvules®  three  or  four  times  a day. 

Ultran®  (phenaglycodol,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride,  Lilly) 

A.S.A.®  (acetylsallcylic  acid,  Lilly) 

ELI  LILLYAND  COMPANY  » INDIANAPOLIS  6,  INDIANA,  U.S.A. 


020406 


one  bridge  player  has  epilepsy. . . 


even  his  fellow  players  might  not  know-if  his  seizures  are  adequately 

controlled  with  medication  Seizures  can  be  adequately  controlled  in 
well  over  90  per  cent  of  patients,  who  can  then  lead  normal  lives/ 

for  enhanced  control  of  seizures 

■%  ■ ■ H Alf  I 1^1®  SODIUM  KAPSEALS®  time  tested— clinically  proven  in.. .grand  mal  and  psy 
1 1 1 I A Al  I I Al  chomotor  seizures.  “It  (DILANTIN)  is  one  of  the  few  useful  anticonvul 
Wmm  LsbIv  I I mM  sants  in  which  oversedation  is  not  a common  problem  when  ful 
therapeutic  doses  are  employed.  Also,  it  is  effective  in  treating  all  types  of  seizures  except  petit  mal."'- 
DILANTIN  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  available  in  several  forms  includinc, 
Kapseals  of  0.03  Gm.  and  of  0.1  Gm.  in  bottles  of  100  and  1,000. 

other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

for  grand  mal  and  psychomotor  seizures:  phelantin®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg. 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit  mal  triad:  milontin  (phensuximidt, 
Parke-Davis)  Kapseals,  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per  U cc.,  16-ounce  bottle^i 
CELONTIN  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 

LITERATURE  SUPPLYISG  DETAILS  OF  DOSAGE  A\D  ADMINISTRATION  AVAILABLE  ON  REQUESl\ 
Bibliography:  (1)  Maltby,  G.  L.:  J.  Maine  M.  A.  48:257',  1957.  (2)  Dray,  P.  F:  Pediatrics  23:151, 1959. 


PARKE,  DAVIS  & COMPANY . Detroit  32,  Michigan 


PARKE-DAVIS 
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40  MILLION  DOLLARS  FOR 

SURGICAL-MEDICAL  CARE 

Since  Physicians  Service  was  begun  LO  years  ago,  almost  40 
million  dollars  has  been  paid  for  the  surgical-medical  bills  of 
Rhode  Islanders. 

But  what  is  more  important,  this  service  has  been  provided 
at  the  lowest  possible  operating  expense  — in  fact,  the  lowest 
in  the  nation  among  similar  non-profit  plans. 

Last  year,  your  Physicians  Service  Plan  — 

0 Enrolled  over  38,000  new  subscribers  . . . 
for  a new'  high  of  560,000  Rhode  Islanders. 

# Paid  nearly  $7,000,000  for  surgical -medical 
care  — an  increase  of  $725,000  over  the 
previous  year. 

0 Withdrew  $218,000  from  reserves. 

0 Reduced  operating  expenses  to  a low  of 
5.7%  of  income. 

This  is  your  Physicians  Service  Plan  in  action,  providing  vol- 
untary non-profit  protection  for  the  people  of  Rhode  Island. 

Rhode  Island  Medical  Society 

PHYSICIANS  SERVICE 

Now  a Blue  Shield  Plan  Serving 
560,000  Rhode  Islanders 


TABLE  OF  CONTENTS 
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highly  effective, 


Substantiated  by^  published  reports  of  leading  clinicians: 


• effertive  control 
of  inllaninialory  and 

I I . 1-3.  7.  8,  12-15.  17.  1 

allei’gic  syinplonis 


bioclieinical  and  psychic 
balance  disturbance 

• • 1 1, 4-18 

minimal 


^ell-tolerated  control 


v>^vTriaroemdlbrie  LEBERLE  i-  * 


A Promise  Fulfilled 

All  corticosteroids  provide  symptomatic  control  in  rheumatoid 
arthritis,  bronchial  asthma  and  inflammatory  dermatoses.  They 
differ  in  the  frequeney  and  severity  of  side  effects.  Introduced  in 
1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efficaey 
and  relative  safety. 

Physicians  today  recognize  that  the  promise  has  been  fulfilled ...  as 
evidenced  by  the  high  rate  of  refilled  Aristocort  prescriptions. 

List  of  References  1-18  supplied  on  request. 


Precautions:  With  Aristocort  all  precautions 
traditional  to  corticosteroid  therapy  should  be 
observed.  Dosage  should  always  be  carefully 
adjusted  to  the  smallest  amount  which  will  sup- 
press symptoms. 

Supplied: 

1 mg.  scored  tablets  (yellow) 

2 mg.  scored  tablets  ( pink) 

4 mg.  scored  tablets  ( white) 

16  mg.  scored  tablets  (white) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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soothe,  protect, 
lubricate,  decongest, 
aid  healing 

NEW:  Desitin  HC 
hemorrhoidal  Suppositories 
with  Hydrocortisone 

to  control  severely  inflamed 
anorectal  conditions  — then 
maintain  comfort  with  regular 
Desitin  Suppositories. 

for  and  literature  write . . . 

DESITIN  CHEMICAL  COMPANY 


812  Branch  Avenue,  Providence  4,  R.  I. 


she  calls  it  “nervous  indigestion’’ 


diagnosis;  a wrought-up  patient  with  a functional 
gastro-intestinal  disorder  compounded  by  inade- 
quate digestion,  treatment:  reassurance  first,  then 
medication  to  relieve  the  gastric  symptoms,  calm 
the  emotions,  and  enhance  the  digestive  process, 
prescription:  new  Donnazyme— providing  the  mul- 
tiple actions  of  widely  accepted  Donnatal®  and 
Entozyme®— two  tablets  t.i.d.,  or  as  necessary. 


Each  Donnazyme  tablet  contains 
—In  the  gastric-soluble  outer  layer:  Hyoscyamine 
sulfate,  0.0518  mg.;  Atropine  sulfate,  0.0097  mg.; 
Hyoscine  hydrobromide,  0.0033  mg.;  Phenobarbi- 
tal  (V^  gr.),  8.1  mg.;  and  Pepsin,  N.  F.,  150  mg. 
In  the  enteric-coated  core:  Pancreatin,  N.  F.,  300 
mg.,  and  Bile  salts,  150  mg. 


ANTISPASMODIC  - SEDATIVE  - DIGESTANT 

DONNAZYME 


A.  H.  ROBINS  COMPANY,  INCORPORATED  • RICHMOND  20,  VIRGINIA 
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Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 
Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci, pneumococci,  susceptible 
staphylococci,  and  gonococci 


COMPARATIVE  ORAL  SERUM  LEVELS* 
Fasting  and  Non-Fastmg  States  / 250  Mg.  Dose 

as 


HOURS 


DOSAGE:  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daily.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE:  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  nig.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXI  PEN  FOR  ORAL  SOLUTION;  re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


'TBased  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details  available  on  request. 

MAXIPEN,  the  orally  maximal  penicillin, 
is  a triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


NO  SPRAIN, 
NO  STRAIN, 
OR  LOW 
BACK  PAIN 

can  resist  the  rapid 
reiaxant  reiief  of 

RELA 

CARISOPRODOL 


RELA-SCHERING'S  MYOGESI 
RELAXES  MUSCLE  TENSION 
FOR  MORE  ADEPT  MANAGEMENT 
OF  BOTH  SPASM  AND  ITS  PAIN 


Rela  is  most  useful  in  the  areas  where  narcotic  analgesics  are  unwarranted 
and  where  salicylates  are  inadequate.  Its  muscle-relaxant  properties  are 
dependable  yet  significantly  free  of  the  limitations  or  problems  often  asso- 
ciated with  other  relaxants. 

Rela  relaxes  acute  muscle  spasm.  Relief  of  muscle  spasm  (excellent  to  good 
effectiveness  in  the  majority  of  patients).^ 

Rela  provides  persistent  pain  relief  through  its  reiaxant  and  analgesic  actions. 

“Relief  from  pain  was  usually  rapid  and  sometimes  dramatic.”^ 


Rela  provides  comfort  free  of  spasm  and  pain. “A  number  of  patients  reported 
freedom  from  insomnia  which  they  attributed  to  freedom  from  pain.’” 


■ * MYOGESIC:  MUSCLE  ANALGESIC 


1-252 


1 . Kuge,  T.:  To  be  published. 
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for 

the 

tense 

and 

nervous 

patient 


proven  effective  and  outstandingly  safe 

• simple  dosage  schedule  produces  rapid,  predictable 
tranquilization  without  unexpected  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• no  danger  of  hypotension,  depression,  Parkinson- 
like  reactions,  jaundice  or  agranulocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 


Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*— 400  mg. 
unmarked,  coated  tablets. 


Miltowir 

meprobamate  (Wollace) 


WALLACE 

I 

i 


LABORATORIES/  Nciv  Brunswick,  N.  J. 


MAY,  I960 
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no  irritating  crystals'*  uniform  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEOHVDEITRASOL 

PREDNISOLONE  21- PHOSPHATE-NEOMYCl N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop."^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch  Ophth.  57:339,  March  1957 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL' . In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc, 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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THE  WASHINGTON  SCENE 

A Summary  Report  from  the  Washington  Office  of  the 
American  Medical  Association 


T^efeat  of  the  Forand  hill  in  the  House  Ways 
and  IMeans  Committee  highlighted  develop- 
ments on  the  issue  of  legislation  to  provide  more 
Federal  health  care  for  the  aged. 

The  Committee  voted  17  to  8 on  iMarch  .H  to 
shelve  the  Forand  hill  which  would  increase  Social 
Securitv  taxes  to  provide  surgical  henefits  and  lim- 
ited hospitalization  and  nursing  home  care  for 
Social  Security  heneficiaries,  except  the  disabled. 

However,  the  issue  remained  very  much  ali\e. 

The  Eisenhower  Administration  and  Congress- 
men were  separately  considering  various  alterna- 
tive projwsals  to  provide  additional  health  care  for 
the  aged,  hut  outside  the  Social  Security  system. 
And  the  action  of  the  House  Committee  did  not 
rule  out  the  possibility  of  Forand-type  legislation 
being  brought  up  in  the  Senate  later  this  session. 

The  House  Committee  vote  against  the  Forand 
hill  came  during  the  drafting  of  an  omnibus  meas- 
ure of  revisions  in  the  Social  Security  program.  The 
Committee  voted  tentativelv  to  bring  physicians 
under  Social  Security. 

The  Committee  also  favored  elimination  of  the 
requirement  that  a disabled  person  must  he  50  years 
or  older  to  he  eligible  fur  Social  Securitv  payments. 

Arthur  S.  Flemming,  secretary  of  Health,  Edu- 
cation and  \\  elfare,  said  the  Administration  was 
considering  a plan  for  Federal  payments  to  the 
states  to  help  needv  old  persons  huv  private  health 
insurance  on  a voluntary  basis.  He  said  he  hoi)ed 
the  plan  would  lie  ready  for  sulimission  to  Congress 
by  late  April. 

Sen.  Jacob  K.  Javits  ( R.,  N.  V. ) and  seven  other 
Republican  Senators  introduced  similar  legislation 
in  the  Senate.  The  hill  called  for  the  Federal  gov- 
ernment and  states  jointly  putting  up  about  $1  bil- 
lion a year  to  help  persons  65  years  and  older,  and 
their  siiouses,  to  buy  private  health  insurance.  The 
coverage  would  include  physicians’  care  in  home 
and  office,  diagnostic  services,  hospitalization  and 
nursing  home  care. 

Another  plan  being  considered  by  some  other 
members  of  Congress  would  broaden  the  Federal- 
State  jiuhlic  assistance  jirogram  to  provide  more 
health  care  for  needy  older  persons. 

Roth  President  Eisenhower  and  \’ice  President 
Xixon  reiterated  their  opposition  to  any  compul- 
sory health  plan  such  as  the  Forand  hill.  The  Presi- 
dent told  a news  conference  that  such  plans  would 


he  a definite  step  toward  socialized  medicine.  He 
projiosed  that  medical  care  for  the  aged  he  im- 
proved through  further  development  of  voluntarv 
health  insurance  programs. 

\’ice  President  Xixon  gave  his  position  in  a let- 
ter to  physicians  who  had  communicated  with  him 
about  the  matter. 

“The  \'ice  President,  throughout  his  career  as 
a public  official,  has  consistently  opposed  and  will 
continue  to  oppose  any  compulsory  health  insur- 
ance program,”  the  letter  said.  “This,  of  course, 
includes  the  Forand  hill.  . . .” 

“He  believes  that  the  best  way  to  handle  the 
jirohlem  of  people  over  65  who  do  not  have  and 
cannot  afford  health  insurance  is  through  a jiro- 
gram  which  will  enable  those  who  desire  to  do  so 
to  purchase  health  insurance  on  a voluntary  basis.” 

( )n  the  other  side,  three  candidates  for  the  Demo- 
cratic nomination  for  President — Sens.  John  F. 
Kennedy  ( Mass. ),  Hubert  H.  Humphrey  ( Minn.  ) 
and  Stuart  Symington  (Mo.) — said  thev  would 
push  for  passage  of  Forand-type  legislation. 

The  AFL-CTO  continued  its  all-out  campaign 
in  sup])ort  of  the  Forand  hill.  Leaders  of  the  labor 
union  repeatedly  attacked  the  American  Medical 
Association  for  opposing  the  hill. 

One  of  the  attacks  prompted  Doctor  Louis  M. 
Orr,  Ela.,  to  protest  in  a letter  to  AEL-CTO  Presi- 
dent Oeorge  Meany  against  the  union’s  “deliberate 
distortions  of  the  truth,  perversions  of  the  truth, 
and  outright  untruths.” 

Doctor  Orr  charged  that  allegations  in  a jiolitical 
memorandum  of  the  AFL-CTO’s  Committee  on 
I’olitical  Education  (COPE  | “not  only  . . . attempt 
to  im])ugn  the  motives  and  competence  of  the  na- 
tion’s physicians,  hut  they  seek  to  mislead  labor’s 
rank  and  file,  the  members  of  Congress,  and  the 
American  people  as  a whole.” 

“When  the  A.M.A.  ojiposes  any  legislative 
health  measure,  it  does  so  because  its  members 
believe  that  it  would  lead  to  poorer — not  better — 
health  care  for  the  people  of  this  country,”  Doctor 
Orr  said. 

Senate  Republican  Leader  E\erett  iM.  Dirksen 
(111.)  also  defended  the  A.M..\.  as  well  as  the 
Eisenhower  Administration,  against  the  attacks 
when  AFL-CIO  leaders  repeated  them  in  testi- 
monv  before  the  Senate  Subcommittee  on  Prob- 
lems of  the  Aged  and  Aging. 
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sulfa  therapy  suited 
to  young  tastes 
and 

tempers . . . 


Employs  the  acetyl  form  of  KYNEX  to  impart  high 
palatability  yet  retain  single-daily-dose  effectiveness  and 
rapid,  high  sustained  action  against  sulfa-susceptible  infec- 
tions. Dosage:  first  day,  1 tsp.  (250  mg)  for  each  20  lbs.; 
thereafter,  H tsp.  daily  for  each  20  lbs.  For  80  lbs.,  use 
adult  dosage  of  4 tsp.  (1.0  Gm.)  initially;  and  2 tsp. 
(0.5  Gm.)  thereafter.  Taken  once  a day— preferably  after 
a meal.  Supplied:  Each  tsp.  (5  cc.)  contains  250  mg. 
sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fi.  oz. 


CHERRY  LIQUID  AND  1-DOSE-DAILY 

KYNU 

N’  Acetyl  Sulfamethoxypyridazine 

ACETYL  PEDIATRIC  SUSPENSION 


LEDERLE  LABORATORIES,  a Division  of  AMERiCAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


The  first  synthetic  penicillin 
available 

for  general  clinical  use 


FOR  YOUR  XUXT  PATIEXT  WHERE  PEXICILLIX  IS  IXDK^ATEI. 


I 

I 


r 

\ 

> 


y 


IMPROVED 
AXri  BIOTIC 
ACT  I OX  FROM 
ISOMERIC 

COMPLEMEXTARITY 


SUPPLY:  SYNCILLIN  TABLETS-2oO  mg.  and  SYXCILLIN  TABLETS- 125  mg. 

SYYCILLIX  FOR  ORAL  SOLUTIOX-60  ml.  bottles-wlien  reconstituted,  125  mg.  per  5 ml. 
SYXCILLIX  FOR  PEDIATRIC  DROPS-1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg. 


PEAK  BLOOD 
LEVELS 
HIGHER  THAX 
POTASSIUM 
PEXICILLIX  V 


ORAL  ROUTE  PROVIDES 
HIGHER  IXITIAL  PEAK 
BLOOD  LEVELS  THAX 
IXTRAMUSCULAR 
PEXICILLIX  G 


I 


rOXSIDIiR  TIIKSH  a IMPORTANT  Til RRAPRUTIC  ATTRIBUTES  OF 


potassium  pheiiethicillin  (POTAS.SIUM  I’K.\lCILLIX-ir)2) 


' .\XTI BIOTIC 
[ACTIVITY 
DIRECTL  Y 
. PROPORTIONAL 
[TO  ORAL  DOSE 


REDUCED 
RA  TE  OE 
INACTIVATION 
BY  STAPH 
PENICILLINASE 


SOME  STA  PH 
STB  A INS  MORE 
SENSITIVE  TO 
SYNC  ILL  IN 
IN  VITRO 
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AS  CLEAN 
AS  MODERN 

DAIRY  SCIENCE 
CAN  MAKE  IT  . . . 


The  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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Sen.  Dirksen  denounced  them  as  ‘‘gratuitous 
slurs,”  ‘‘stinking  statements,”  “invidious  . . . insane 
charges”  which  constituted  “an  al)sohite  disservice 
to  the  country.” 

Doctor  James  .A..  Appel,  Lancaster,  Pennsyl- 
vania, a member  of  the  A.M..A..  Board  of  Trustees, 
testified  before  the  Senate  Subcommittee  that  the 
greatest  health  problem  faced  by  older  people  is 
"their  isolation  from  the  rest  of  society,”  He  said : 

"The  health  problems  of  the  aged  can  only  be 
solved  within  the  context  of  total  health.  They  in- 
volve far  more  than  hospitals  or  a doctors'  care. 
They  involve  the  older  person’s  other  requirements 
in  life,  whether  these  be  housing,  recreation,  com- 
munity understanding  and  acceptance,  the  right  to 
he  useful,  the  courtesy  of  being  treated  as  individ- 
uals, or  the  oi)portunity  of  living  as  self-reliant, 
respected  members  of  society.” 

.As  for  an  aged  person  being  denied  medical  care 
because  of  a lack  of  money.  Doctor  .Appel  said 
emphatically : 

“Aledical  care  is  available  to  every  man,  woman, 
and  child  in  the  United  States  regardless  of  his  or 
her  ability  to  pay  for  it. 

"That  care  is  not  now  denied,  nor  will  it  he 
denied.” 


Saniiaaium 


Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Max  Faintych,  M.D.  Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


GREATLY  HEIGHTENED  REACTIVITY 

to  acid  characterizes  the  action  of  New  Creamalin  Ant- 
acid Tablets.' “ They  act  faster  and  longer  than  other 
leading  tablets  and  neutralize  considerably  more  acid.' 
These  tablets  provide  virtually  the  same  effects  as  a 
liquid^  with  the  convenience  of  a tablet.  New  Creamalin 
tablets  give  faster,  greater  and  more  prolonged  relief. 

HOT  CONSTIPATING^  New  Creamalin  Antacid 

Tablets  will  not  produce  “acid  rebound”  or  alkalosis. 
They  have  a pleasant  taste. 

Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 


EACH  NEW  CREAMALIN  ANTACID 

TABLET  contains  320  mg.  of  specially  processed, 
highly  reactive,  short  polymer  dried  aluminum  hydrox- 
ide gel  (stabilized  with  hexitol),  with  75  mg.  of  mag- 
nesium hydroxide. 

Adult  dosage:  Gastric  hyperacidity— 2 to  4 tablets  as  neces- 
sary. Peptic  ulcer  or  gastritis— 2 to  4 tablets  every  two  to 
four  hours.  Tablets  may  be  chewed,  swallowed  whole  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 


How  Supplied:  Bottles  of  50,  100,  200  and  1000. 


1.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter, 
M.  L.:  J.  Am.  Pharm.  A.  (Scient.  Ed.)  48:380, 
July,  1959.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P., 
and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient. 
Ed.)  48:384,  July,  1959. 


LABORATORIES 
New  York  18,  N.  Y. 


FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 
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PRESIDENT’S  MESSAGE 

T N THIS  YEAR  of  1960  — kiiown  as  a “political”  year  — we  are  again  seeing  printed  criticisms 
and  hearing  loose  statements  to  the  effect  that  the  American  Medical  Association  does  not  speak 
for  the  American  doctors,  and  even  at  the  local  level,  that  the  Rhode  Island  Medical  Society  does 
not  reflect  the  thinking  of  local  physicians. 

Every  physician  should  recognize  how  dangerous  such  generalizations  are,  and  every  physician 
should  he  in  the  forefront  in  challenging  such  attacks. 

We  individually  practice  medicine  to  the  best  of  our  ability.  We  also  recognize  fully  the  impor- 
tance of  the  organization  of  physicians  in  local,  state  and  national  medical  associations  in  order 
that  the  art  and  science  of  medicine  and  the  betterment  of  public  health  may  be  promoted.  And. 
as  our  own  by-laws  state,  we  also  seek  “to  promote  friendly  intercourse  among  physicians,  and  we 
seek  to  enlighten  and  direct  public  opinion  in  regard  to  the  problems  of  medicine.” 

There  is  no  more  democratic  organization  in  tbe  nation  than  so-called  “organized  medicine.” 
and  every  physician  should  be  aware  of  it. 

At  the  local  level  the  physician  has  complete  authority  to  voice  his  views  through  his  county  or 
district  medical  society.  Here  the  policies  of  medicine  must  and  should  he  formulated.  As  with 
state  government,  the  local  district  elects  designated  representatives  to  convey  its  opinions  to  the 
state  group.  Thus  we  have  our  House  of  Delegates,  with  one  representative  for  each  twenty 
active  members,  or  major  fraction  thereof,  of  each  district  society. 

The  House  of  Delegates  of  your  state  medical  society  seeks  to  present  the  thinking  of  the 
physician  population  in  Rhode  Island.  To  this  body  you  have  given  legislative  power  to  determine 
the  general  policies  for  the  medical  profession.  Every  physician,  therefore,  should  take  a very 
active  interest  in  work  of  the  House  of  Delegates,  should  know  what  policies  it  enunciates  in  the 
interest  of  every  individual  member. 

Unlike  the  United  States  Senate  which  has  two  representatives  for  each  state,  regardless  of 
state  population,  the  House  of  Delegates  of  the  American  Medical  Association  has  one  delegate 
for  each  one  thousand  physician  members,  or  major  fraction  thereof,  in  each  state.  Thus  medicine 
seeks  to  have  spokesmen  in  proportion  to  the  Medical  population  of  the  nation  and  thereby  to 
secure  a conclusive  opinion  of  wbat  the  majority  of  American  physicians  want  as  sound  policy  for 
the  advancement  of  medicine  and  public  health  in  this  nation.  Any  member  of  the  A.M.A.  may 
attend  the  meeting  of  the  House  of  Delegates  at  either  the  annual  or  the  interim  meeting. 

Your  Society  does  not  solicit  members.  The  physician  applies  for  membership,  and  with  the 
acceptance  of  that  request  there  is  a corresponding  obligation  placed  on  him  to  give  active  support 
to  the  organization  by  regular  attendance  at  its  meetings,  and  by  a willingness  to  accept  committee 
and  other  assignments  in  the  interest  of  the  Society  and  the  public  generally. 

In  tbe  year  ahead  we  may  anticipate  that  there  will  be  a continuance  of  the  pressures  for 
control  of  the  medical  profession  by  third  parties.  If  concession  after  concession  is  made  to  various 
groups  — management,  labor,  government,  insurance,  press,  politicians  — there  is  bound  to  l)e 
reached  a point  at  which  the  private,  confidential  and  sacred  relationship  between  the  doctor  and 
his  patient  will  cease  to  exist.  Only  through  the  individual  doctor’s  zeal  and  application  to  the 
principles  of  organization  of  his  local,  state  and  national  medical  associations  can  this  threat  to  the 
physician-patient  relationship  be  eliminated. 

The  Rhode  Island  Medical  Society  does  speak  for  the  medical  profession  of  Rhode  Island,  and 
the  .American  Medical  Association  does  properly  reflect  the  thinking  of  the  majority  of  American 
physicians.  I urge  you  not  only  to  keep  that  fact  in  your  mind,  but  also  to  be  ready  to  emphasize 
it  to  your  friends,  your  patients,  and  the  public  generally. 

YOU  are  the  Rhode  Island  Medical  Society  and  the  American  Medical  Association! 

Earl  J.  Mara,  m.d.,  President 
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Samuel  Adelson,  m.d. 
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President-elect  of  the  Rhode  Island 
Medical  Society,  1960-1961 
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OFFICERS  AND  ELECTED  COMMITTEES  — I960  - 1961 

THE  RHODE  ISLAND  MEDICAL  SOCIETY 


OFFICERS 

President:  Earl  J.  Mara,  m.d.,  Pawtucket 
Vice  President:  Frank  W.  Dimmitt,  m.d.,  Providence 
President-Elect:  Samuel  Adelson,  m.d.,  Newport 
Secretary:  Arthur  E.  Hardy,  m.d.,  Warwick 
Treasurer:  J.  Murray  Beardsley,  m.d..  Providence 

STANDING  COMMITTEES 
(Providence  unless  indicated  otherwise  after  name) 

President  and  Secretary,  ex  officio,  and  members  elected  by  the  House  of  Delegates 


Industrial  Health 

Stanley  Sprague,  M.D.,  Chairman,  Pawtucket 
George  F.  Conde,  m.d. 

G.  Edward  Crane,  m.d. 

Thomas  J.  Dolan,  M.D. 

John  C.  Ham,  M.D. 

Joseph  C.  Johnston,  m.d. 

A.  Lloyd  Lagerquist,  M.D. 

Francis  L.  McNelis,  m.d. 

Paul  J.  Rozzero,  m.d. 

Library 

Francesco  Ronchese,  M.D.,  Chairman 
Donald  DeNyse,  m.d.,  Cranston 
Robert  W.  Drew,  m.d.,  Warren 
Janis  Gailitis,  M.D.,  Newport 
Seebert  J.  Goldowsky,  m.d. 

Robert  W.  Riemer,  m.d. 

Philip  H.  Sheridan,  M.D.,  Woonsocket 
Jeannette  E.  Vidal,  M.D.,  West  Warwick 
Elihu  S.  Wing,  Jr.,  M.D. 

Medical  Economics 
Stanley  D.  Simon,  M.D.,  Chairman 
Charles  B.  Ceppi,  m.d.,  Jamestown 
Charles  L.  Farrell,  M.D.,  Pawtucket 
John  F.  W.  Gilman,  M.D. 

James  McGrath,  m.d.,  Wakefield 
Gustavo  A.  Motta,  m.d. 

Michael  G.  Pierik,  m.d. 

John  Turner  II,  m.d. 

Joseph  Wittig,  M.D.,  West  Warwick 

Publications 

John  E.  Donley,  M.D.,  Chairman 
Alex  M.  Burgess,  Sr.,  m.d. 

John  A.  Dillon,  M.D. 

Charles  L.  Farrell,  M.D.,  Pawtucket 
Seebert  J.  Goldowsky,  M.D. 

Robert  V.  Lewis,  m.d. 

Peter  L.  Mathieu,  M.D. 

Jose  M.  Ramos,  m.d.,  Newport 
Bencel  L.  Schiff,  m.d.,  Pawtucket 


Medical  Defense  and  Grievance 
Francis  B.  Sargent,  M.D.,  Chairman 
Earl  F.  Kelly,  M.D.,  Pawtucket 
Samuel  Adelson,  m.d.,  Newport 
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THE  CARE  OF  THE  AGED  IN  ISRAEL 
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Doctor  Burgess  recently  returned  from  a month’s 
visit  to  Israel  as  member  of  an  exchange  team  of 
Rhode  Island  physicians  from  the  staff  of  Miriam 
Hospital,  Providence.  He  is  chairman  of  the  State 
Conference  on  Aging  for  Rhode  Island,  and  there- 
fore this  short  summary  of  the  care  of  the  elderly  in 
Israel  is  of  particular  interest. 

. . . The  Editors 

*  *  * * 

ISRAEL,  newly  established  as  an  independent 
nation,  small,  surrounded  by  enemies,  and  low 
in  natural  resources,  has  accomplished  things  that 
have  seemed  almost  impossible.  The  defeat  of  in- 
vading armies,  the  control  of  endemic  disease,  and 
the  reception  and  care  of  hoards  of  immigrants 
are  spectacular  achievements.  Less  well  known, 
but  by  no  means  the  least  of  its  accomplishments, 
is  Israel’s  care  of  its  aged  and  infirm  citizens.  This 
might  well  serve  as  a model  which  many  more 
prosperous  countries  would  be  wise  to  imitate. 

The  great  majority  of  elderly  Israeli  citizens  who 
need  assistance  are  found  among  those  who  have 
immigrated  to  the  country  since  the  establishment 
of  the  independent  state  in  May,  1948.  Aid  to  this 
group  is  one  of  the  functions  of  Malben,  the  exec- 
utive organization  in  Israel  of  the  American  Joint 
Distribution  Committee.  While  this  Committee  is 
represented  in  Israel  by  Malben,  its  home  head- 
quarters are  in  New  York,  and  its  operative  head- 
quarters in  Paris.  This  report  is  concerned  with 
the  work  of  this  organization  in  dealing  with  the 
problems  of  the  elderly  immigrants  of  whom  there 
are  said  to  be  about  five  thousand  in  Israel  at  the 
present  time. 

Eligibility  for  such  aid  is  established  on  the  basis 
of  the  following  criteria : (1)  Age  and  (2)  Social 
need,  which  includes  financial  and  other  handicaps 
such  as  physical  disability.  To  qualify  as  to  age,  a 
woman  must  be  at  least  60  years  old.  while  a man 
must  have  reached  the  age  of  65  years,  at  the  time 


of  their  arrival  in  Israel.  The  second  factor,  social 
need,  is  determined  by  careful  studies  as  described 
below. 

When  accepted,  the  recipient  of  assistance  is 
classified  in  one  of  the  following  four  groiqis : 

1.  Able-bodied  aged. 

2.  Infirm  aged,  requiring  non-skilled  assistance. 

3.  Persons  requiring  attention  of  trained  nurses. 

4.  Chronically  ill  patients  who  need  hospitaliza- 
tion. 

People  in  groups  1,  2,  and  3 can  be  cared  for  in 
homes  for  the  aged  while  those  in  the  4th  category 
are  placed  in  hospitals  for  chronic  diseases  which 
are  operated  either  as  separate  institutions  or  as 
anne.xes  to  general  hospitals.  W’hen  a patient  who 
has  been  accepted  for  care  by  Malben  develops  an 
acute  medical  or  surgical  condition  requiring  more 
than  four  or  five  days  in  a sick  bay  such  as  is  found 
in  the  larger  institutions,  he  is  transferred  to  a hos- 
j)ital  for  acute  diseases. 

Admission  to  care  by  Malben  is  accomplished  as 
follows : The  social  worker  in  the  area  in  which  an 
elderly  person  resides  for  whom  she  deems  such 
care  is  appropriate  fills  out  a detailed  form  which 
describes  the  patient  and  his  needs.  This  form  she 
sends  to  the  central  office  in  Tel  Aviv  where  it  is 
carefully  studied  jointly  by  a physician  and  a 
Malben  social  worker.  If  at  this  point  eligibility  is 
found,  the  social  worker  goes  to  the  home  of  the 
person  and  further  checks  on  the  situation.  She 
then  arranges  for  a medical  assessment  of  the  appli- 
cant in  an  Out-patient  Clinic  or,  if  need  be,  for  a 
hospital  admission  for  more  complete  study. 

In  case  the  physician  and  social  worker  do  not 
find  that  the  person  is  eligible,  the  application  form 
is  passed  on  to  a higher  authority,  the  Admission 
Board,  which  will  further  attempt  to  assess  the 
person’s  needs  and  which  is  authorized  to  recom- 
mend special  consideration  of  his  problem  if  it  sees 
fit.  After  this  the  report  goes  to  the  Admission 
Board  which  sits  weekly.  At  this  meeting  the  social 
worker  who  saw  the  patient  is  present.  The  director 
of  the  Department  for  Care  of  the  Aged  of  Malben 
is  chairman,  and  a number  of  responsible  officials 
participate.  Agreement  is  almost  always  reached 
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without  difficulty. 

^^'l^en  accepted  for  care  a person  is  studied  to 
determine  his  work  alnlity.  If  it  is  found  that  he 
is  able  to  work,  even  for  a short  time  each  day. 
arrangements  are  made  for  him  to  do  so.  As  far  as 
possible,  this  work  is  along  the  line  of  his  training 
or  profession.  Thus,  for  example,  a number  of  phy- 
sicians who  receive  aid  from  Malhen  are  working 
as  doctors  in  old  age  homes  and  clinics.  Besides 
aiding  in  obtaining  employment  for  its  clients  both 
inside  and  outside  its  institutions,  Malhen  also  car- 
ries out  a program  of  extramural  care  for  the  aged. 
This  involves  such  things  as  aid  in  obtaining  ade- 
quate housing,  provision  for  various  interests  of 
elderly  people  in  their  daily  lives,  the  organization 
of  clubs  (there  are  slightly  over  thirty  “Golden- 
Age  Clubs”  in  Israel ) and  in  many  instances  day 
care  in  appropriate  institutions  from  which  the 
people  can  return  to  their  own  homes  at  night.  The 
subject  of  providing  “meals  on  wheels,”  that  is. 
the  delivery  of  at  least  one  hot  meal  a day  to  the 
elderlv  in  their  own  homes,  is  being  studied,  but  a 
definite  plan  has  not  yet  been  made  to  accomplish 
this. 

It  is  of  interest  that  in  the  homes  for  the  aged 
there  are  over  400  diabetics  and  no  cases  of  dia- 
betic coma  have  occurred.  Also,  an  equal  number 
of  definite  or  suspicious  cases  of  glaucoma  have 
been  found.  For  the  treatment  of  these  and  other 
conditions,  specialist  consultants  are  available  to 
supervise  treatment.  Of  course  there  are  many 
instances  of  malignant  tumors,  and  these  patients 
are  made  as  comfortable  and  happy  as  possible 
when  definitive  therapy  is  not  feasible.  For  radium 
or  X-ray  therapy,  twenty  beds  are  maintained  on 
contract  with  a French  (Catholic  ) hospital  in  Jeru- 
salem where  the  patients  are  cared  for  most  kindly 
hv  the  nuns.  Chronic  cardiac  disease  is  also  com- 
mon in  the  group,  hut  pulmonary  edema,  which 
used  to  be  of  frequent  occurrence,  is  now  relatively 
rare.  A study  of  pulmonary  insufficiency  is  to  he 
carried  out  in  the  future. 

Psychiatric  problems  are  not  uncommon  among 
the  elderly  group.  It  has  been  emphasized  that 
about  90  per  cent  of  these  are  of  environmental 
origin  and  can  be  improved  or  even  corrected  by 
proper  management.  In  definite  j)sychiatric  cases 
assessment  by  a specialist  is  indicated,  and  a very 
able  e.xpert  in  this  field  is  available. 

This  physician  heads  a geriatric  psychiatric  serv- 
ice for  the  whole  country.  It  is  now  noted  that  the 
average  hospital  stay  of  a jterson  referred  for  care 
by  this  department  is  hut  forty  days  and  readmis- 
sions are  rare.  In  addition,  day  care  for  milder 
psychiatric  conditions  is  available. 

Doctor  M.  Schadel,  supervisor  of  Medical  Serv- 
ices in  Old  .Age  Homes  and  Infirmaries,  supplied 
the  information  contained  in  this  report.  The  Med- 
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ical  Department  of  Malben  has  organized  training 
in  the  geriatric  field  for  physicians  and  training  has 
also  been  organized  for  nurses,  house  mothers,  and 
even  for  administrators.  He  has  emphasized  the 
value  in  dealing  with  an  elderly  individual  who  is 
emotionally  upset,  of  sitting  down  and  listening 
with  an  attitude  of  helpful  respect.  In  this  and  in 
other  phases  of  the  work  he  has  pointed  out  the 
value  of  arranging  for  a person  to  do  work  of  which 
he  is  capable  and  to  receive  some  pay  for  his  work. 
A good  example  of  this  is  a man  who  is  a retired 
postmaster.  He  is  in  a small  geriatric  community 
run  by  iMalhen.  in  which  he  is  the  postmaster. 

Recreation  is  pro^■ided  in  the  homes  for  the  aged 
— games,  theater,  dancing,  and  occupational  ther- 
apy of  many  kinds.  Bible  reading  for  the  highly 
religious  is  held,  and  there  is  a synagogue  in  everv 
institution. 

X’utritional  needs  are  carefully  fulfilled,  no  easv 
task  when  dealing  with  groups  whose  tastes,  habits, 
national  origins,  and  customs  vary  so  greatlv.  This 
problem  will  disappear  as  succeeding  generations 
become  old,  hut  among  the  present  immigrant 
elderly  it  is  very  real. 

The  writer  was  privileged  to  visit  the  X"wey- 
Avoth  Home  and  Hospital,  one  of  the  larger  of 
the  Malhen  installations  in  companv  with  Doctor 
Schadel.  It  occupies  an  area  of  70  acres  in  the  town 
of  Pardes  Hana  about  -10  miles  north  of  Tel  Aviv. 
In  four  years  a garden  community  of  one-story 
houses  has  been  created  for  both  able-lx)died 
elderly  peo])le  and  those  who  require  nursing  care. 
There  are  1,100  men  and  women  living  there  in 
homelike  conditions.  Their  rooms  are  bright  and 
attracti\  e and  their  houses  surrounded  by  gardens 
for  which  they  care. 

There  are  three  sections  of  this  community,  each 
with  its  administration,  dining  rooms,  and  other 
facilities.  All  these  sections  contain  a majority  of 
able-bodied  individuals.  Although  these  people  are 
not  required  to  work,  practically  all  of  them  do. 
Thev  can  earn  a little  money  by  their  work  which 
adds  to  their  sense  of  accomplishment  and  inde- 
pendence. 

Indoor  and  outdoor  occupations  are  available 
including  care  of  the  gardens  and  various  tasks 
about  the  j)remises,  as  well  as  weaving,  knitting, 
ceramics,  and  the  like.  “A  sense  of  contributing 
according  to  ability  and  interests  and  great  resjiect 
for  personality — bright  smiles  and  a general  sense 
of  happy  adjusted  people,”  to  quote  from  notes 
made  l)v  Mrs.  Burgess. 

It  was  gratifying  to  see  these  people  at  their 
various  tasks  indoors  and  outdoors  and  to  realize 
that  thev  were  in  many  instances  doing  things  in 
line  with  their  skills  and  inclinations.  One  elderly 
man.  for  example,  who  had  l)een  a bus  driver,  was 
in  charge  of  a tractor  with  which  he  hauled  mate- 
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LERICHE’S  SYNDROME* 


Review  of  Clinical  Features  and  Surgical  Treatment 

Lester  L.  Vargas,  m.d.,  and  William  P.  Corvese,  m.d. 


II 

The  Authors.  Lester  L.  J’argas,  M.D.,  Director, 
Cardiovascular  Surgery,  Departmeut  of  Surgery; 
II  ll'illiam  P.  Con'cse.  M.D..  Assistant  Surgeo)i.  Section 

on  Cardiovascular  Surgery.  Department  of  Surgery. 
Rhode  Island  Hospital. 


Arteriosclerotic  occlusion  of  the  terminal 
- aorta  is  a chronic,  progressive,  incapacitating 
disease  which  is  surgically  remediable.  In  1940 
Leriche  * was  the  first  to  call  attention  to  the  clinical 
syndrome,  although  Graham^  in  1814  and  Welch ^ 
in  1899  had  described  the  disease  as  a pathological 
entity.  Originally  this  crippling  disease  was  consid- 
ered to  he  uncommon.  However,  as  a result  of  a 
growing  interest  in  cardiovascular  surgery  and  the 
wider  use  of  aortography,  an  increasing  number  of 
reports  have  appeared.^  **’’  It  would  appear  that  the 
condition  occurs  more  frequently  than  was  pre- 
viously appreciated.  It  is  our  purpose  to  review  the 
clinical  features  of  arteriosclerotic  aorto-iliac  occlu- 
sion and  to  illustrate  its  surgical  management  with 
the  presentation  of  three  cases. 

Clinical  Features 

The  basic  pathological  lesion  is  atherosclerosis 
of  the  distal  aorta  and  proximal  iliac  arteries. 
Thrombi  develop  upon  the  degenerated  and  fre- 
quently ulcerated  lesions  which  narrow  the  lumen 
of  the  vessels  and  predispose  them  to  further 
thrombotic  occlusion.  The  thrombus  mav  he  de- 
posited in  several  layers  before  occlusion  is  com- 
plete. Stenosis  of  the  terminal  aorta  and  iliac  ves- 
sels usually  develops  slowly,  hut  sometimes  sudden 
complete  obstruction  by  a fresh  throml)us  occurs.^’ 
Proximal  and  distal  propagation  of  the  thrombus 
occludes  important  collateral  vessels  resulting  in 
progressive  ischemia  of  the  lower  extremities  and 
ultimately  leads  to  gangrene. 

Pain  is  the  predominant  clinical  symptom.  Bilat- 
eral intermittent  claudication  of  the  calves,  thighs 
and  hips  usually  develops  insidiously.  At  first  the 
patient  may  only  complain  of  a sense  of  weight  and 
fatigue  in  the  legs.  Sometimes  an  acute  onset  of 
pain  and  a clinical  picture  indistinguishable  from 
embolic  occlusion  of  the  aortic  bifurcation  first 

*From  the  Department  of  Surgery,  Section  cn  Cardio- 
vascular Surgery,  Rhode  Island  Hospital,  Providence, 
Rhode  Island. 


Itrings  the  patient  to  the  attention  of  the  physician. 
Both  femoral  pulses  are  absent  when  obstruction 
is  complete.  Diminution  or  absence  of  one  femoral 
pulse  may  indicate  an  incomplete  occlusion.  The 
inability  of  the  male  patient  to  maintain  a sustained 
erection,  resulting  in  impotence,  is  frequently  en- 
countered. An  interesting  feature  of  this  syndrome 
is  the  absence  of  significant  nutritional  changes  in 
the  distal  extremities  in  spite  of  complete  aortic 
occlusion  and  relatively  few  symptoms.  Atrophy 
and  other  evidence  of  ischemic  necrosis  occur  late 
in  the  course  of  the  disease  only  after  major  col- 
lateral channels  have  been  occluded.  Elevation  of 
systemic  blood  pressure  proximal  to  the  occlusion 
together  with  systolic  bruits  over  the  involved  ves- 
sels also  occur. 

An  accurate  diagnosis  of  Leriche’s  Syndrome 
can  usually  be  made  from  the  clinical  features  of 
the  disease.  Failure  to  palpate  the  patient’s  pulses 
frequently  results  in  mistaken  diagnoses  such  as. 
back  strain,  herniated  intervertebral  disc,  arthritis, 
myalgia,  and  psychic  impotence.  In  most  cases 
aortography  will  precisely  delineate  the  extent  of 
the  aorto-iliac  occlusion.  The  direct  injection  of  a 
contrast  medium  into  the  obstructed  aorta,  how- 
ever, is  not  without  hazard.  With  increasing  expe- 
rience, many  cardiovascular  surgeons  now  prefer 
operative  e.xploration  with  distal  arteriography  as 
a safer  procedure. 

Early  efforts  by  Leriche  in  treating  this  disease 
were  directed  toward  limiting  propagation  of  the 
atheromatous  process  by  excising  the  diseased  vas- 
cular segments  with  proximal  and  distal  ligation. 
At  the  same  time  bilateral  high  lumbar  sympathec- 
tomy was  performed  to  enhance  collateral  blood 
flow.  Although  he  reported  success  with  this 
method,  his  results  could  not  be  duplicated  l)v 
other  surgeons. 

As  early  as  1923,  Leriche suggested  restoring 
vascular  continuity  with  a graft.  Although  the 
feasibility  of  blood  vessel  grafting  had  been  dem- 
onstrated in  the  laboratory  by  CarreB'*and  others.-'* 
it  was  not  until  27  years  later  that  Oudot-^  success- 
fully utilized  a preserved  homologous  arteiw  graft 
clinically.  Since  then  Julian,--  Brock,-^  DeBakey 
and  his  associates,-^  -®  and  Deterling-**  have  util- 
ized and  extended  the  scope  of  this  method  of 
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treating  aorto-iliac  occltision. 

In  1947  a Portuguese  surgeon,  Dos  Santos,-’ 
demonstrated  that  thromboendarterectoniy  was  an 
effective  method  of  restoring  vascular  continuity  in 
occluded  arteries.  This  method  was  subsequently 
utilized  successfully  in  the  treatment  of  terminal 
aortic  thrombosis  by  Easy,-®  Lemaire,-®  \\'ylie,^®’^^ 
Ttilian^-  and  Barker. The  changes  occurring  in 
the  artery  following  the  surgical  removal  of  its 
intima  and  occluding  atheroma  have  been  described 
bv  \\"ylie  and  his  associates.^®  The  vessel  is  imme- 
diately lined  with  fibrinous  clot  which  is  confined 
to  the  periphery  by  the  high  velocity  blood  flow. 
Host  fibroblasts  then  invade  the  fibrin  matri.x  and 
become  modified.  By  the  fifth  week  these  cells  are 
indistinguishable  from  those  of  normal  intima.  Ini- 
tially some  authors  suggested  that  the  blood  vessel 
wall,  remaining  after  the  excision  of  the  athero- 
sclerotic intima,  required  re-enforcement  with 
autogenous^®  or  synthetic^^  material.  Experience 
has  shown  this  to  be  unnecessary.  Cases  followed 
for  reasonable  lengths  of  time  have  not  shown  a 
tendency  to  dilate  or  become  aneurysmal.^^  This 
technique  is  particularly  suited  in  cases  where 
atheromatous  obstruction  is  limited  to  the  terminal 
aorta  and  the  common  iliac  arteries.  It  is  a proce- 
dure that  can  be  performed  more  rapidly  than  blood 
vessel  grafting  and  it  eliminates  the  need  for  a 
homograft  or  synthetic  prosthesis  which  acts  as  a 
foreign  body.  In  some  cases  atheromatous  degen- 
eration of  the  arterial  wall  is  so  extensive  that 
endarterectomy  is  technically  impossible  because 
of  fragmentation  and  tearing  of  the  residual  media 
and  adventitia.  The  surgeon  employing  endarterec- 
tomy in  the  treatment  of  Leriche’s  Syndrome  must 
be  prepared  to  abandon  the  method  and  utilize  a 
graft  whenever  the  diseased  vessels  are  found  to 
be  unsuitable. 

Case  Reports 

Case  1.  I.  M.  ( R.I.H.  599412).  A 58-year-old 
woman  had  had  intermittent  pain  in  her  hips  and 
thighs  for  five  months.  The  pain  characteristically 
occurred  only  wdth  e.xercise  and  was  promptly  re- 
lieved by  rest.  She  had  consulted  several  physicians 
who  had  prescribed  quinine  and  physiotherapy  for 
her.  In  the  month  preceding  admission  she  had 
noted  persistent  coldness  of  her  legs  and  intermit- 
tent numbness.  Increasing  incapacity  finally  led  to 
her  admission  to  the  hospital  on  July  29,  1958. 

Examination  disclosed  bilateral  absence  of  femo- 
ral, popliteal  and  pedal  pulses.  The  abdominal 
aortic  pulse  could  be  felt  only  high  in  the  epigas- 
trium. The  forefeet  and  toes  were  cool  and  slightly 
cyanotic.  Blood  pressure  was  130,  70  mm.  Hg. 
There  were  no  other  significant  abnormalities 
noted  in  the  cardiovascular  system.  A percutaneous 
translumbar  aortogram  showed  complete  occlusion 
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of  the  distal  abdominal  aorta  and  proximal  common 
iliac  arteries  ( Figure  1 ) . An  electrocardiogram  was 
reported  as  being  within  normal  limits. 

On  August  6,  1958,  the  abdomen  was  entered 
through  a long  midline  incision  extending  from 
the  xiphoid  to  the  pubes  ( Figure  2a) . The  posterior 
parietal  peritoneum  was  incised  to  expose  the  ab- 
dominal aorta  and  iliac  vessels.  Mobilization  of 
these  vessels  was  performed  with  some  difficulty 
because  of  firm  perivascular  adhesions.  The  aorta 
and  common  iliac  arteries  were  clamped  proximal 
and  distal  to  the  area  of  thrombotic  occlusion.  An 
aorto-iliac  endarterectomy  was  then  carried  out  in 
the  occluded  arteries  (Figure  2b).  .A.fter  repairing 
the  arteriotomy  sites  with  fine  atraumatic  silk 
(Figure  3 ) and  releasing  the  occluding  clamps,  all 
lower  extremity  pulses  were  immediately  restored. 

Postoperatively  her  course  was  complicated  by 
intestinal  ileus  and  electrolyte  imbalance.  An  unex- 
plained fall  in  her  serum  proteins  resulted  in  tran- 
sient peripheral  edema.  However,  she  continued  to 
improve  and  was  discharged  three  weeks  following 
operation.  In  the  eighteen  months  since  surgerv  she 
has  returned  to  full  activity  and  has  no  symptoms 
referable  to  her  lower  extremities. 

Case  2.  J.  M.  (R.I.H.  608565).  A 38-year-old 
laborer  was  admitted  on  January  14,  1959.  He  had 
noted  bilateral  mild  intermittent  claudication  in  his 
thighs  and  legs  for  several  years.  Three  months 
prior  to  admission  the  pain  in  his  right  lower  ex- 
tremity had  become  severe  and  he  had  noted 
increasing  coldness  and  numbness  in  both  legs.  He 
had  been  impotent  for  one  year. 

Examination  revealed  that  all  pulses  were  absent 
in  his  right  lower  extremity.  Only  a faint  femoral 
pulse  could  be  felt  on  the  left.  The  right  leg  was 
cooler  than  the  left.  Blood  pressure  was  130, '80 
mm.  Hg.  A systolic  murmur  was  audible  over  the 
umbilicus.  There  was  no  clinical  evidence  of  cardiac 
disease.  An  aortogram  was  attempted  but  aban- 
doned because  of  extravasation  of  the  radio-opaque 
medium.  Soft  tissue  contrast  roentgenograms  of 
the  lumbosacral  region  showed  no  evidence  of  cal- 
cification in  the  abdominal  or  pelvic  arteries.  An 
electrocardiogram  revealed  a normal  sinus  rhythm. 

On  January  16,  1959,  the  aortic  bifurcation  was 
exposed  through  a long  midline  abdominal  incision. 
The  right  common  iliac  artery  was  completely  ob- 
structed for  a distance  of  two  centimeters  from  the 
aorta.  The  atheromatous  process  extended  into  the 
terminal  aorta  which  was  severely  narrowed.  The 
left  common  iliac  artery  was  stenosed  at  its  origin 
(Figure  4).  A thrombo-endarterectomy  was  per- 
formed in  a manner  similar  to  that  described  in 
Case  1 . All  lower  extremity  pulses  were  completely 
restored.  The  patient  walked  on  his  fourth  post- 
operative day  and  was  discharged  from  the  hospital 
nine  days  later.  One  month  after  operation  he  re- 
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FIGURES  1,  2a,  2b,  3,  4 AND  5 

Figure  1.  Drawing  indicating  the  site  and  extent  of  aorto-iliac  occlusion  in  Case  1. 

Figure  2a.  Operative  incision  required  for  adequate  exposure  of  the  abdominal  aorta  and  its  major  branches. 
Figure  2b.  Schematic  representation  of  the  technique  of  aorto-iliac  endarterectomy.  The  atheromatous  core  is  sepa- 
rated in  the  plane  between  the  intima  and  media  of  the  artery. 

Figure  3-  Appearance  of  the  aorta  and  iliac  arteries  after  thromboendarterectomy.  The  arteriotomies  are  repaired 
with  ifA-0  silk.  No  reenforcement  of  the  vessel  wall  is  employed. 

Figure  4.  Drawing  indicating  the  findings  at  operation  in  Case  2. 

Figure  5.  The  distribution  of  the  arteriosclerotic  occlusive  process  encountered  at  operation  in  Case  3. 


turned  to  heavy  work  as  a laborer  in  a wire  factory. 
He  has  regained  his  sexual  vigor  and  has  been 
asymptomatic  to  this  date. 

Case  3.  J.  J.  (R.I.H.  616335).  A 44-year-old 
business  executive  was  said  to  have  had  a myocar- 
dial infarction  at  age  34.  Except  for  occasional 
episodes  of  “angina  pectoris,”  he  had  enjoyed  good 
health  until  one  and  one-half  years  before  admis- 
sion. At  that  time  he  noted  the  abrupt  onset  of 
transient  severe  pain  in  his  right  buttock  and  lower 
extremity  while  playing  golf.  Later  he  developed 
bilateral  intermittent  claudication  and  weakness  in 
his  legs.  He  had  been  impotent  for  nine  months. 
Increasing  severity  of  his  symptoms  led  to  his 
admission  on  January  18,  1959. 

Examination  revealed  a slightly  obese  male  with 
a blood  pressure  of  140/80  mm.  Hg.  There  was 
bilateral  absence  of  femoral,  popliteal  and  pedal 
pulses.  The  legs  were  cool  but  showed  no  atrophy. 
On  elevation  there  was  marked  pallor  of  the  feet. 
When  dependent,  the  lower  legs  and  feet  were 
cyanotic.  Capillary  flushing  time  was  12  seconds 
bilaterally.  An  aortogram  was  unsatisfactory  be- 
cause of  inadequate  dye  concentration.  Lateral 
roentgenographic  views  of  the  lumbosacral  area 
did  not  show  calcification  in  the  abdominal  aorta 
or  its  major  branches.  An  electrocardiogram 
showed  no  evidence  of  previous  myocardial 
damage. 

At  operation  on  January  26,  1959,  the  distal 
aorta  was  found  to  be  extensively  thrombosed  to 
the  level  of  the  inferior  mesenteric  artery.  A well- 
organized  thrombus  extended  beyond  the  bifurca- 
tion into  tbe  pro.ximal  common  iliac  arteries  for  a 
distance  of  approximately  3 centimeters  (Eigure 
5).  A satisfactory  endarterectomy  of  the  diseased 
vessels  and  bilateral  lumbar  sympathectomy  were 
performed.  Immediately  after  operation  all  pulses 


in  the  right  lower  extremity  were  easily  felt.  The 
left  femoral  pulse  was  strong  but  tbe  popliteal  and 
pedal  pulses  were  absent.  There  was  no  change  in 
the  appearance  of  the  left  foot  or  leg.  A left  femoral 
arteriogram  was  performed  and  showed  complete 
occlusion  of  the  left  superficial  femoral  ai'tery  and 
extensive  arteriosclerosis  of  the  popliteal  artery 
and  its  branches.  A left  superficial  femoral  endar- 
terectomy was  performed  but  the  pedal  pulses 
remained  absent. 

Postoperatively  tbe  patient  made  a good  recov- 
ery but  the  left  leg  and  foot  remained  cool  and 
painful.  He  was  discharged  three  weeks  after  oper- 
ation, only  to  be  readmitted  several  days  later 
because  of  increasing  ischemia  of  the  left  leg.  On 
Eebruary  25,  1959  a left  mid-thigh  amputation  was 
performed.  Although  the  patient  did  not  complain 
of  chest  pain,  an  electrocardiogram  taken  postoper- 
atively showed  evidence  of  a recent  myocardial  in- 
farction. He  was  treated  medically  with  anticoagu- 
lants and  bed  rest.  His  rebabilitation  was  further 
delayed  by  the  need  to  revise  a painful  amputation 
stump  on  July  28,  1959.  He  has  since  made  excel- 
lent progress  with  a left  lower  extremity  prosthesis. 
He  has  returned  to  work,  regained  his  sexual 
potency,  and  is  now  without  symptoms. 

Comment 

Complete  restoration  of  blood  flow  by  thrombo- 
endarterectomy is  an  effective  method  of  treatment 
when  the  occlusive  process  is  well  localized  to  the 
distal  aorta  and  proximal  iliac  arteries.  This  was 
clearly  illustrated  in  the  first  two  cases  reported 
above.  This  procedure  can  be  performed  more  rap- 
idly than  blood  vessel  grafting  and  has  the  further 
advantage  of  not  requiring  the  use  of  a graft  acting 
as  a foreign  body. 

There  is  now  general  agreement  that  the  result 
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of  any  direct  arterial  surgery,  grafting  or  endar- 
terectomy. depends  upon  the  extent  to  which  the 
distal  arterial  bed  is  involved.  When  the  exit  flow 
or  "run-oft"’  is  extensively  compromised  by  disease 
and  occlusion,  results  are  poor.  In  the  third  case 
described  above,  aorto-iliac  thrombo-endarterec- 
tomy  successfully  restored  the  circulation  to  the 
right  lower  extremity.  However,  in  spite  of  the 
return  of  a good  left  femoral  pulse,  distal  pre-exist- 
ing occlusion  of  the  femoral  artery  and  its  branches 
precluded  good  blood  flow  to  the  left  leg  and  foot. 
The  result,  however,  was  considered  satisfactory  in 
view  of  the  extent  and  severity  of  the  patient’s  dis- 
ease and  his  prognosis  without  definitive  treatment. 

SUMMARY 

Arteriosclerotic  occlusion  of  the  distal  aorta  is 
a ])rogressive,  incapacitating  disease  which  is  ame- 
nable to  surgical  treatment  in  most  cases.  The  diag- 
nosis is  readily  made  from  the  clinical  manifesta- 
tions of  the  disease,  particularly  if  the  condition  is 
suspected  and  care  is  taken  to  include  palpation  of 
peripheral  pulses  in  the  physical  examination. 
Restoration  of  vascular  continuity  and  normal 
blood  flow  can  be  accomplished  by  either  resection 
of  the  diseased  aortic  bifurcation  with  homograft 
or  prosthetic  replacement,  or  thrombo-endarterec- 
tomy.  \\  hen  the  atheromatous  process  is  well  local- 
ized. endarterectomy  has  the  advantage  of  requir- 
ing less  operating  time  and  avoiding  the  use  of 
grafts  which  may  act  as  foreign  bodies.  Success — 
or  failure — of  any  surgical  treatment  depends  upon 
the  extent  to  which  the  vessels  distal  to  the  obstruc- 
tion are  involved  in  the  occlusive  process.  Three 
cases  are  presented  illustrating  the  clinical  features 
of  Leriche’s  Syndrome  and  surgical  treatment  l)y 
thrombo-endarterectomy. 
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rials  and  workmen  (also  aged)  about  the  area  as 
needed.  Even  more  gratifying  was  the  obvious  hap- 
piness of  the  majority  of  these  people  and  their 
pride  in  their  work.  Their  affection  for  Doctor 
Schadel  was  as  obvious  as  was  his  affection  for 
them. 

Besides  its  able-bodied  elderly  inhabitants,  Xwey 
Avotb  houses  about  250  wbo  are  infirm  and  require 
help  in  dressing,  eating,  and  getting  about  and  also 
24  wbo  require  nursing.  There  are  in  Section  .A 
two  full-time  physicians  and  twelve  practical 
nurses  and  a chief  nurse  who  is  a man  and  is  regis- 
tered. Three  of  the  other  nurses  are  male.  Despite 
the  fact  that  many  patients  have  complete  incon- 
tinence, their  area  was  clean,  and  we  were  informed 
that  no  decubitus  ulcers  had  occurred. 

The  buildings  in  which  these  people  are  housed 
are  attractive,  clean,  and  pleasant.  Elderly  couples 
are  kept  together,  and  single  men  and  women  are 
in  three-  or  four-bed  rooms  with  those  of  their  own 
sex.  In  each  of  the  houses  there  is  one  person  as- 
signed to  the  duty  of  checking  up  on  all  beds  everv 
day  to  note  and  report  if  anyone  does  not  get  up 
and  go  about  his  usual  occupations.  Kitchen,  food 
distribution,  equipment,  and  storage  facilities  ap- 
pear up  to  hospital  standards.  The  same  food  is 
served  to  all,  including  the  senior  physician  who 
can  judge  its  quality  by  what  he  receives.  Under  his 
supervision  the  weekly  menus  are  planned  and 
posted. 

^^'hile  the  other  twenty  or  more  institutions  of 
Malben  vary  in  size,  they  are  all  conducted  on  the 
same  principles.  .Aged  individuals  other  than  those 
who  have  come  to  Israel  as  immigrants  and  who 
have  no  insurance,  relati\es,  or  other  means  of 
obtaining  assistance  but  are  not  eligible  for  Malben 
are  relatively  few  and  are  the  responsibilitv  of  the 
communities  in  which  they  live.  The  work  of  Mal- 
ben, on  the  other  hand,  is  independent  of  commu- 
nity resources.  It  deals  with  the  large  group  of  aged 
Jews  many  of  whom  have  come  to  Israel  after  most 
or  all  of  their  families  had  been  killed  and  all  hope 
for  their  future  had  apparently  been  destroyed.  Tlie 
success  of  its  work  was  very  apparent  to  us  in  our 
visit  to  X"wey  .A\  oth. 

It  is  clear  from  this  short  summary  that  these 
elderly  people  who  have  come  to  jiass  their  remain- 
ing years  in  the  State  of  Israel,  which  has  been 
established  as  a homeland  for  those  of  their  faith, 
are  being  given  not  only  kindness  and,  as  far  as 
possible,  tbe  fulfillment  of  their  physical  needs,  but 
also  real  consideration  for  their  happiness  and  their 
dignity  as  citizens  and  human  beings. 

GOLF  TOURNAMENT 
WEDNESDAY,  SEPTEMBER  14 
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Edwin  Dunlop,  m.d. 
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Memorial  Sanitarium,  South  Attleboro,  Massachu- 
setts. 


■^\uRI^x.  THE  last  three  years,  a remarkable  num- 
her  of  studies  have  been  made  with  regard  to 
a group  of  drugs  known  as  psychic  energizers,  of 
which  some  are  monoamine  oxidase  inhibitors 
while  others  are  thymoleptic  drugs.  Both  produce 
equivalent  clinical  results  by  stimulation  of  the  cen- 
tral nervous  system.  Rationale  and  mechanism  of 
action  of  this  new  class  of  psychopharmaceuticals 
have  received  broad  attention.  Imipramine  hydro- 
chloride (Tofranil®)  possesses  an  unique  mode  of 
action  which  has  been  studied  regarding  its  use  in 
all  forms  of  depression.  This  report  describes  the 
results  obtained  with  imipramine  in  77  patients  of 
whom  some  were  on  ambulatory  treatment  and 
others  hospitalized. 

This  study  was  undertaken  to  determine  whether 
mild  to  severe  depressions  could  be  managed  with 
drugs  alone,  as  well  as  to  compare,  or  combine 
imipramine  and  electroshock  therapy  in  patients 
who  had  previously  been  treated  with  the  latter 
alone.  Electroshock  therapy  has  for  over  twenty 
years  been  regarded  as  the  most  efifective  treatment 
of  depressions.  Its  present  value  as  optimal  therapy 
has  been  enhanced  by  the  introduction  of  intra- 
venous anesthesia  and  muscle  relaxants.  However, 
its  classical  position  has  been  challenged  by  the  in- 
troduction of  iproniazid,  a monoamine  oxidase  in- 
hibitor, and  later  additions  with  enzymatic  action. 

Each  patient  in  this  series  showed  signs  of  de- 
pression. A diagnosis  of  depression  was  established, 
if  the  patient  presented  most  of  the  following 
symptoms : despondency,  apathy,  fatigue,  psycho- 
motor retardation,  insomnia,  diurnal  changes  in 
mood,  loss  of  weight  and  appetite,  suicidal  drive. 
.All  of  our  patients  after  study  corresponded  to  one 
or  another  of  the  seven  varieties  of  depression 
recognized  by  the  American  P.sychiatric  Associa- 
tion. The  study  was  based  on  target  symptoms 
rather  than  on  differential  diagnosis  of  the  depres- 
sion, indicating  a need  for  psychic  stimulation. 
\Try  earlv  in  our  experience  some  extremely  con- 
flicting results  were  produced. 


Case  No.  1 : This  forty-eight-year-old  man  had 
three  episodes  of  depression.  In  1946  he  was  com- 
mitted to  a state  hospital  where  he  received  thirty 
shock  treatments  and  improved  in  about  two  and 
one-half  months.  In  1953  he  had  a recurrence  of 
the  same  depression,  accompanied  then  by  delu- 
sional ideas  regarding  tremendous  guilt  feelings 
concerning  his  childhood,  which  required  at  that 
time  electroshock  treatments.  In  1957  he  again  had 
an  identical  reaction  in  behavior  and  thinking. 
Response  to  eight  shock  treatments  and  daily  ad- 
ministration of  200  mg.  of  chlorpromazine  was 
favorable.  On  June  8,  1959  he  was  in  the  same 
condition  as  prior  to  treatment.  He  was  depressed, 
withdrawn,  felt  that  everyone  was  against  him,  had 
tremendous  feelings  of  guilt  regarding  his  child- 
hood, and  was  desperately  afraid  of  electroshock 
therapy.  Administration  of  imipramine,  25  mg. 
four  times  per  day  orally,  was  initiated  at  once,  75 
mg.  were  given  immediately  by  intravenous  injec- 
tion, and  50  mg.  were  daily  administered  intra- 
muscularly. Whthin  three  days  we  were  able  to  note 
in  his  clinical  record ; “The  patient  has  made  an 
astonishing  recovery  that  is  truly  amazing  in  com- 
parison with  his  past  illness  which  has  often  taken 
considerable  time  and  has  required  many  electro- 
shock treatments.  We  believe  this  is  due  to  the 
rapid  action  and  mood-elevating  effect  of 
Tofranil.”® 

Our  observations  were  confirmed  by  results  ob- 
tained in  other  cases. 

Case  No.  2:  Sixty-two-year-old  widow,  whose 
diagnosis  on  April  22  revealed  recurrent  reactive 
depression  of  six  weeks  duration.  This  w'as  her 
second  recurrence  requiring  electroshock  therapy. 
The  patient  manifested  apprehension  regarding 
electroshock  treatment  despite  her  overwhelming 
fear  and  guilt  reactions.  Her  depression  was 
marked,  with  insomnia,  agitation,  complete  loss  of 
interest  in  purposeful  activities,  and  expression  of 
suicidal  drive.  Within  nine  days  the  patient  showed 
an  excellent  response.  Moreover,  two  weeks  later, 
she  was  placed  on  a maintenance  dose  of  25  mg. 
daily  on  which  she  remained  for  four  weeks  until 
her  discharge,  completely  recovered. 

Case  No.  3:  A sixty-seven-year-old  man  was  re- 
ferred to  us  at  the  request  of  the  Department  of 
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Health,  Education  and  W elfare  to  determine  his 
eligibility  for  Social  Security  retirement  benefits. 
Three  years  previously  the  patient  had  been  acutely 
depressed  and  had  been  referred  to  us  for  electro- 
shock treatment  which  had  to  be  interrupted  after 
six  or  eight  treatments  because  of  his  fear  of  fur- 
ther electroconvulsive  therapy.  A week  or  two  later 
the  patient  was  committed  to  a state  institution 
where  he  underwent  the  same  experience.  After 
three  months  he  was  discharged  without  improve- 
ment following  his  refusal  to  undergo  further  elec- 
troconvulsive therapy,  and  remained  depressed  and 
at  home.  W’e  used  this  opportunity  to  administer 
imipramine,  with  little  results  during  the  first  two 
weeks.  However,  within  a month,  the  patient  re- 
sponded for  the  first  time  since  the  onset  of  his 
illness.  He  showed  a weight  gain  of  12  pounds, 
and  his  usual  congenial  composure  was  restored. 
His  apathy,  listlessness,  tension,  crying  spells,  irri- 
tability. and  generally  depressed  outlook  bad  com- 
pletely reversed,  and  he  was,  in  fact,  no  longer  inter- 
ested in  obtaining  retirement  benefits  but  in  secur- 
ing re-employment,  since  he  felt  fully  capable  of 
resuming  his  work,  left  three  years  ago. 

W ith  this  encouraging  experience,  imipramine 
therapy  was  instituted  in  four  other  patients  in 
whom  “electroshock  failures”  had  occurred,  and 
again  most  excellent  results  were  obtained  in  all 
four.  One  female  patient,  who  had  remained  de- 
pressed for  many  months  following  a rather  severe 
automobile  accident,  and  who  had  numerous  somat- 
ic complaints,  gained  28  pounds  of  weight  within 
30  days  on  imipramine  therapy,  regaining  simulta- 
neously her  usual  drive  and  ambition.  She  was  able 
to  resume  her  normal  activities,  and  her  depressive 
symptoms  disappeared  steadily  and  progressively. 
Following  the  institution  of  a maintenance  dose  of 
25  mg.  per  day,  she  continued  to  improve. 

In  22  patients  out  of  77,  electroshocks  in  moder- 
ate numbers  bad  formerly  been  required  to  obtain 
complete  remission.  In  all  of  them  it  was  noticeable 
that  results  equaled  those  of  previous  treatments. 
However,  many  fewer  electroshock  treatments 
were  required  when  imipramine  was  concomitantly 
administered.  In  no  way  did  imipramine  affect 
routine  administration  of  barbiturates,  muscle  re- 
laxants  or  the  accepted  technique  of  electroshock 
therapy,  or  cause  an  undue  potentiation  of  seda- 
tion. In  many  instances  the  barbiturates  were  used 
for  sedation,  and  tranquilizing  drugs  of  both  the 
meprobamate  and  the  phenothiazine  groups  for 
control  of  anxiety  or  agitation. 

Method 

Imipramine  was  administered  in  dosage  of  25 
mg.  four  times  per  day,  and  this  dosage  was  de- 
creased to  as  low  as  25  mg.  per  day  after  remission 
of  symptoms  and  stabilization  had  occurred.  In  the 
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Number  of  Patients;  77 


Male  Female  Total 

Under  15 
15-24 

25-34  4 7 11 

35-44  7 15  22 

45-54  10 7 \-j 

55-64  6 10 16 

654- 2 7 9 

Unspec 2 2 

Total : 31  46 


early  stages  of  treatment,  a fast-acting,  mood-ele- 
vating drug,  such  as  amphetamine,  was  adminis- 
tered to  some  of  the  patients.  Adjunctive  thera- 
peutic measures  were  not  incompatible  with  imi- 
pramine, but  were  administered  to  eliminate  the 
“lag  period”  which  is  often  observed  prior  to 
clinical  improvement. 

Results 

Judged  by  our  criteria  of  social  response.  77  per 
cent  of  the  patients  experienced  complete  recoverv. 
Twenty-two  of  them  had  previously  been  on  elec- 
troshock therapy,  and  in  each  case,  by  using  imipra- 
mine simultaneously  with  electroshocks,  their  total 
recovery  required  many  fewer  treatments.  iMost 
gratifying  results  occurred  in  a number  of  patients 
who  had  had  repeated  electroshock  therapy  (some 
unsuccessfully),  but  who  evidenced  dramatic  re- 
covery when  on  imipramine  alone. 


Over-all  Response 

Total 

Mild 

Severe 

Worse  

1 

1 

Xone  

2 

2 

Slight  remission  

6 

4 

2 

Marked  remission  

19 

6 

13 

Complete  remission  

49 

14 

35 

Total : - 

77 

Signs  of  clinical  improvement  were  frequently 
noticeable  before  the  patient  was  aware  of  them. 
This,  however,  was  not  associated  with  any  degree 
of  overstimulation,  excitability  or  manic  behavior. 
On  the  average,  the  changes  were  rather  subtle  in 
tbeir  appearance,  but  certainly,  within  seven  to  ten 
days,  demonstrable  to  patient  and  clinician.  A good 
recovery  was  noticeable  when  appetite  and  weight 
were  increased,  the  gains  in  weight  frequently 
ranging  from  5 to  10  pounds  within  two  weeks. 
This  tvpe  of  weight  gain  appeared,  however,  to  be 
diff'erent  from  that  which  is  at  times  observed 
when  drugs  of  the  monoamine  oxidase  inhibitor 
group  are  administered  associated  in  some  in- 
stances with  the  formation  of  edema.  Administra- 
tion of  imipramine  apparently  produced  a nutri- 
tional improvement  without  provoking  fluid  reten- 
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tion.  Other  observers  have  noticed  in  patients  an 
increase  of  energ}’,  outgoing  nature  of  activity, 
obvious  clieerfnlness,  and  renewed  zest  in  resuming 
normal  activities. 

Side-effects 

There  was  no  noticeable  evidence  of  toxic  eft'ects 
on  liver,  blood  or  kidneys.  The  eosinopbile  count 
revealed  frequent  paradoxical  responses,  one  half 
of  the  patients  showing  a slight  increase  in  eosino- 
philes,  the  other  half  a decrease  or  no  change  at 
all.  Apparently,  imipramine  was  rather  well  toler- 
ated. Our  oldest  patient,  an  eighty-two-year-old 
female,  and  another  a seventy-two-year-old  pa- 
tient, complained  of  agitation  which  subsided  when 
the  daily  dosage  was  reduced  from  100  to  50  mg. 
There  were  no  reactions  in  any  of  our  patients 
severe  enough  to  require  discontinuation  of  ther- 
apy, although  dosage  had  to  be  reduced  in  some  of 
them. 

Frequent  complaints  were  made  concerning  ex- 
cessive perspiration,  especially  of  the  head  and 
neck.  However,  such  manifestations  coincided  with 
the  warmest  and  most  humid  summer  weather  ex- 
perienced in  many  years.  An  atropine-like  efifect, 
dryness  of  the  mouth,  was  a fairly  constant  side- 
effect.  But  euphoria  and  overstimulation,  so  fre- 
quently occurring  with  amphetamine  therapy,  were 


Side  Effects 

Total 

Reg. 

Reduction 

Agitation  

5 

1 

Hvpomaniac  

10 

Hallucinations  2 

Intensification  of  Del. 

1 

Parkinsonism  

Akinesia  

1 

Akathisia  

6 

Dystonia 

1 

Svncope  

9 

Hypotension  

12 

Palpitation  

20 

Cardiovascular  

1 

Tremor 

5 

Diplopia  

1 

Perspiration  

27 

Dry  Mucous  Membranes  

10 

Jaundice  

0 

Photosensitization  

0 

Dermatologic  

2 

Constipation  

14 

1 

Excessive  weight  gain 

12 

5 

Urinary  frequency 

7 

Nausea  

2 

Dizziness  

6 

Falls  0 


Diagnosis 

Total 

Mild 

Severe 

Periodic  Depr. 

19 

7 

12 

Involution  Depr 

17 

8 

9 

Manic-Depression 

5 

2 

3 

Reactive  Depr 

14 

5 

9 

Organic  Depr 

2 

2 

Puerperal  Depr 

5 

3 

2 

Psychoneur.  Depr. 

5 

4 

1 

Senile  Depr. 

6 

3 

3 

Schizo-.Affec.  Depr.  ... 

2 

2 

Unspecified  Depr 

Schizophrenia 

1 

1 

Alcoholism  

1 

1 

Other  

T otal ; 

77 

With  Agitation 

not  observed.  In  three  children  with  the  hyper- 
kinetic syndrome,*  Imipramine  did  not  appear  to 
be  of  any  value,  whereas  treatment  with  ampheta- 
mine proved  to  be  successful.  This  may  further 
substantiate  the  impression  that  imipramine  is 
not  stimulating  to  the  central  nervous  system  hut 
rather  derives  its  beneficial  action  from  a selective 
process.  Jaundice,  sudden  falling,  or  impotence  did 
not  occur.  Two  patients  reported  delayed  mictura- 
tion. 

Discussion 

Imipramine  (Tofranil®)  should  not  be  con- 
founded with  tranquilizers,  nor  is  its  mode  of 
action  that  of  monoamine  oxidase  inhibition.  It 
relieves  tbe  depressive  condition  but  does  not  act 
as  a stimulant  to  the  point  of  excitation.  Its  mode 
of  action  is  apparently  rather  a corrective  one, 
directed  on  the  underlying  physiologic  cerebral 
disturbances,  and  it  is  remarkably  free  from  any 
excitation.  Improvement  of  the  patient  is  notice- 
able not  only  with  regard  to  relief  from  tbe  target 
symptoms  of  the  depression,  but  also  in  physical 
strength,  well-being  and  nutrition. 

Of  particular  interest  in  this  group  of  77,  were 
the  patients  who  had  previously  required  electro- 
shock therapy.  In  22  of  them,  no  electroshock  treat- 
ment has  been  necessary  since  administration  of 
imipramine  was  instituted.  In  patients  to  whom,  be- 
cause of  the  severity  of  their  depression  and  the 
presumed  suicidal  risk,  electroshock  treatment  was 
given  from  the  onset  of  therapy  and  imipramine 
administered  simultaneously,  a substantial  decrease 
in  the  number  of  electroconvulsive  treatments  was 
possible. 

In  one  patient,  requiring  ten  electroshock 
treatments  in  1957  and  twelve  in  1959  without  any 
noticeable  improvement,  electroconvulsive  therapy 
was  discontinued  and  imipramine  given  alone  for 

*Kot  included  in  this  study. 
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ten  days,  with  a very  gratifying  and  conclusive 
result.  Imiprainine  is  particularly  useful  when  the 
drug  is  administered  during  hospital  treatment 
which  may  include  electroshock  or  psychotherapy. 
Concomitant  administration  of  imiprainine  and 
physical  treatment  represent  a broader  working 
base  for  patient  and  therapist. 

Institution  of  a maintenance  dose  of  imiprainine 
as  was  our  practice,  also  facilitates  psychotherapy. 
First  of  all,  imipramine  apparently  makes  the  pa- 
tient more  accessible  to  psychotherapy.  Secondly, 
supervision  of  the  medication  during  the  recovery 
])eriod  gives  the  psychiatrist  opportunity  to  follow 
the  patient’s  course  to  a successful  conclusion, 
whereas  a patient’s  treatment  terminates  following 
clinical  improvement  from  electroshock. 

It  is  well  recognized  that,  associated  in  the  dra- 
matic response  produced  by  electroshock,  some 
confusion  may  result,  and  that  a patient  who  is 
confused  following  shock  treatment  is  never  a good 
candidate  for  psychotherapy.  Aftercare  now  be- 
comes much  easier,  since  the  patient  no  longer 
anticipates  a treatment  each  time  he  has  to  see  his 
therapist,  but  knows  he  will  continue  on  psycho- 
therapv  while  the  drug  is  continued. 

In  all  patients  wtih  a depression  and  a history  of 
recurrence  within  a period  of  twelve  months,  ad- 
ministration of  imipramine  is  maintained  after  their 
discharge  to  avoid  a possible  recurrence. 
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DID  YOU  KNOW'/ 

• That  adults  over  the  age  of  25  average  almost 
twice  as  many  days  of  restricted  activity  from  ill- 
ness or  injury  as  persons  under  age  25. 

• That  in  a 12-month  period,  about  23  million 
persons  under  age  25  received  injuries  severe 
enough  to  require  medical  attention  or  restrict 
activity. 

• That  four  out  of  ever>'  100  children  under  the 
age  of  four  has  a chronic  or  i>ermanent  health 
impairment,  compared  to  eight  out  of  100  between 
the  ages  of  15  and  24. 

• That  children  under  age  four  see  a physician 
more  than  six  times  a year  on  the  average,  while 
children  from  ages  5 to  14  are  visited  by  physi- 
cians about  four  times  a year. 
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CHANGING  TIMES  AND  THE  CHALLENGE  TO  HEALTH* 

Francis  H.  Horn,  ph.d. 


The  Author.  Francis  H.  Horn,  Ph.D.,  of  Kingston, 
Rhode  Island.  President,  University  of  Rhode  Island. 


As  ONE  WHO  has  spent  all  his  life  in  education 
including  a number  of  years  at  one  of  the 
world’s  great  medical  institutions,  Johns  Hopkins, 
I have  had  over  the  years  considerable  interest  in 
health  education  and  professional  preparation  for 
the  health  fields.  But  my  comments  are  those  of  a 
layman,  a layman  extremely  interested  in  your 
work,  true,  but  one  who  may  indeed  reveal  a lay- 
man’s ignorance  of  your  very  complex  problems. 
It  may  be  useful,  however — I certainly  hope  that  it 
is — to  have  a layman’s  viewpoint  on  the  theme  of 
your  conference — Changing  Times  and  the  Chal- 
lenge to  Health. 

The  academic  man  is  prone  to  begin  with  defini- 
tions. The  dictionary  defines  “health”  as  “State  of 
being  hale  or  sound  in  body,  mind,  or  soul ; espe- 
cially, freedom  from  physical  disease  or  pain.”  At 
the  risk  of  stating  the  obvious,  I want  to  emphasize 
the  importance  of  mental  health  in  any  appraisal 
of  the  challenge  to  health.  With  about  half  our  hos- 
pital cases  mental  patients,  to  neglect  consideration 
of  mental  health  is  to  overlook  one  of  the  major 
challenges  to  the  health  professions.  The  changes 
I foresee  in  our  future  mode  of  life  will,  I believe, 
add  greatly  to  the  already  overwhelming  problems 
of  dealing  with  the  mentally  ill.  They  will,  more- 
over, make  further  research  into  the  area  of  psv- 
chosomatic  medicine  of  ever  greater  importance. 

W’ith  this  introduction,  let  me  now  examine  the 
present  situation  regarding  health,  suggest  some  of 
the  changes  society  and  the  world  are  undergoing, 
and  attempt  to  set  forth  the  implications  for  health 
of  these  changing  conditions. 

My  first  observation  is  to  pay  tribute  to  the  re- 
markable progress  that  medical  and  pharmaceutical 
science  has  made  in  recent  years.  Consider  the 
advances  in  preventi\’e  medicine,  for  example,  high- 
lighted in  our  day  by  the  discovery  of  the  Salk 
vaccine  for  polio.  Or  the  remarkable  development 
of  antibiotics,  with  several  hundred  such  drugs 
today  whereas  less  than  twenty  years  ago  there  was 

*An  address  delivered  at  the  Twenty-fifth  New  England 
Health  Institute,  at  Providence,  Rhode  Island,  June  17, 
1959. 


only  penicillin.  Or  the  achievements  in  surgery,  by 
which  delicate  operations  undreamed  of  a genera- 
tion ago  have  been  successfully  performed.  And 
yet,  remarkable  as  the  progress  thus  far  has  been 
in  alleviating  pain,  stamping  out  disease,  and  pro- 
longing human  life,  still  more  remarkable  achieve- 
ments lie  ahead.  Somewhere  before  long  doctors 
and  scientists  will  discover  how  to  lick  the  last  of 
our  great  killers — diseases  of  the  heart  and  blood 
vessels,  our  number  one  killer,  currently  taking  a 
million  American  lives  a year ; cancer,  the  second 
killer ; and  the  others,  arthritis  and  rheumatism, 
and  diseases  of  the  nervous  system.  The  rarer,  but 
no  less  deadly  diseases,  will  also  eventually  be 
overcome. 

It  is  imperative,  of  course,  that  if  the  challenge 
to  health  still  posed  by  these  diseases  is  to  be  met 
successfully,  there  must  be  continuing  research  of 
substantial  magnitude.  Improving  health  in  this 
country  and  throughout  the  world  depends  upon 
constantly  increasing  knowledge  of  the  mind  and 
body.  This  comes  primarily  through  research.  For- 
tunately, in  my  opinion,  the  federal  government  is 
now  putting  substantial  amounts  for  research  into 
the  health  fields.  For  a good  deal  of  this,  we  can 
thank  Rhode  Island  Congressman  John  E.  Fogarty, 
who  has  done  so  much  to  awaken  the  nation  and  his 
colleagues  in  the  Congress  to  the  importance  of  sup- 
porting better  health.  He  has,  as  a matter  of  fact, 
been  hailed  on  the  floor  of  the  House  of  Repre- 
sentatives as  the  “Champion  of  better  health  for 
the  nation.”  Under  his  prodding,  in  a dozen  years 
the  appropriation  for  the  National  Institutes  of 
Health  has  risen  from  to  241  million  dollars. 
Still  more  support  is  needed.  Large  as  it  is,  federal 
support  of  better  health  is  little  indeed  when  com- 
pared to  the  more  than  40  billion  dollars  we  spend 
annually  on  the  military  establishment. 

This  increasing  federal  support  of  research  in 
the  health  fields  poses  a question  for  the  voluntary 
health  agencies.  Until  recently,  most  of  the  ad- 
vances in  defeating  disease  resulted  from  research 
supported  by  nongovernmental  sources.  Today 
these  advances  represent  a partnership  of  both  pub- 
lic and  pri\ate  agencies.  As  more  federal  money 
becomes  available,  however,  support  of  voluntary 
agencies  may  well  be  questioned  by  overburdened 
taxpayers,  and  may  decrease  to  such  a point  that 
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continuance  of  sucli  agencies  will  he  difficult  if  not 
impossible.  But.  regardless  of  the  sponsorship  of 
research,  it  is  certain,  I believe,  that  the  future  will 
bring  continually  increasing  research  in  the  health 
fields,  with  comparable  benefits  to  mankind  through 
better  health. 

Outstanding  Results  of  Health  Research 

The  results  of  past  health  research  are  every- 
where evident.  It  is  clear  that  the  advances  medi- 
cine and  pharmacy  have  made  have  resulted  in 
greater  preservation  of  life  at  all  levels,  from  in- 
fancy to  old  age.  Two  of  the  major  characteristics 
of  our  rapidly  changing  times  are  the  longer  life 
span  and  the  greatly  increasing  number  of  people. 
The  average  life  span  in  the  last  half  century  has 
increased  from  48  to  67  years  for  men,  from  51  to 
73  for  women.  Unquestionably,  this  will  continue 
to  rise.  In  the  space  of  a generation,  it  may  become 
quite  normal  to  live  to  be  a hundred. 

Lowered  mortality  and  living  longer  have  com- 
bined with  an  increasing  Inrth  rate  to  produce  sub- 
stantial population  growth.  It  is  difficult  to  know 
what  the  future  population  will  he.  The  demog- 
raphers are  always  revising  their  estimate  upwards. 
Two  years  ago  the  Scripps  Foundation  for  Re- 
search in  Population  forecast  a population  of 
228.000,000  in  the  L'nited  States  by  1975.  Today 
it  is  175,000,000.  The  Foundation  predicted  at  that 
time  a world  population  by  the  year  2000  of  4 to 
AYz  billion  compared  to  the  present  2,700,000,000. 
But  a United  Nations  report  a year  later  predicted 
6 billion  and  a still  later  one  indicated  it  might 
reach  7 billion. 

Regardless  of  the  precise  numbers,  certain  im- 
plications seem  clear.  These  changes  in  our  society 
resulting  from  constantly  improving  health  serv- 
ices pose  several  significant  challenges. 

First,  is  the  fact  that  we  shall  have  substantially 
greater  proportions  of  our  population  who  are  chil- 
dren and  those  who  are  past  the  biblical  span  of 
three  score  years  and  ten.  The  major  problem, 
healthwise,  is  with  the  aging  and  aged.  Increasingly 
our  senior  citizens  will  he  in  possession  of  their 
mental  and  physical  powers,  hut  eventually  deterio- 
ration must  set  in.  With  their  numbers  increasing 
so  rapidly  and  their  life  being  prolonged  into  the 
eighties,  the  nineties,  and  even  over  the  century 
mark,  the  problems  of  providing  health  care  will 
multiply.  Recognition  of  these  problems  is  evi- 
denced by  the  establishment  at  the  national  level 
of  the  Joint  Council  to  Improve  the  Health  Care 
of  the  Aged. 

Second,  not  only  the  older  elements  of  our  popu- 
lation but  all  age  levels,  will  require  more  medical 
attention  and  health  services.  We  have  been  in- 
creasingly conditioned  to  the  necessitv  of  “seeing 
the  doctor.”  Manv  a mother  rushes  her  child  to  the 
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physician  when  he  has  the  sniffles;  a generation 
ago,  she  would  have  done  her  own  doctoring.  From 
car  cards  and  billboards,  magazine  and  newspaper 
advertisements,  radio  and  T\^  announcements,  we 
are  warned  that  if  cancer  doesn’t  get  us,  heart  dis- 
ease will,  and  we  are  urged  to  see  our  physician. 

New  wonder  drugs  are  forced  on  our  attention 
with  greater  insistence  than  ever  before.  Shots  of 
all  kinds  are  standard  procedure  for  most  families. 
Hospital  and  medical  service  coverage  are  carried 
increasingly  by  regularly  employed  persons,  and 
are  becoming  a fringe  benefit  for  more  and  more 
of  them.  Insurance  against  major  medical  disasters 
is  becoming  more  common.  Our  health  is  never  very 
far  from  our  thoughts  and  the  doctor  and  the  hos- 
pital are  always  just  around  the  corner. 

All  this  means  that  in  the  future,  despite  our  con- 
tinual progress  in  medical  service,  demands  for 
health  services  of  all  kinds  will  constantly  expand. 
To  serve  the  health  needs  of  an  ever  enlarging 
population,  persuaded  by  all  the  techniques  of  mod- 
ern advertising  of  the  importance  of  health  care, 
will  require  tremendous  increases  in  health  per- 
sonnel and  facilities.  One  of  the  major  challenges 
of  the  future  will  he  providing  adequate  numbers 
of  physicians,  surgeons,  psychiatrists,  dentists, 
nurses,  pharmacists,  dietitians,  physical  therapists, 
medical  and  dental  technicians,  and  other  specialists 
concerned  with  the  maintenance  and  improvement 
of  health.  Similarly,  there  will  he  a real  problem 
in  providing  the  required  clinical,  lahoratorv,  and 
hospital  facilities. 

Cost  Problem  a Major  Issue 

Answers  will  also  have  to  be  found  to  the  prob- 
lem of  the  costs  of  health  services — both  to  the 
individual  and  to  society.  The  matter  is  acute  in 
terms  of  the  charges  for  medical  service.  President 
Eisenhower  recently  appealed  to  the  National  Con- 
vention of  the  American  IMedical  Association  to 
hold  the  line  on  fees.  If  the  problem  is  not  solved 
to  the  satisfaction  of  the  ordinary  citizen,  so  that 
adequate  medical  and  hospital  services  are  avail- 
able to  him  and  his  family  at  a price  he  can  afford, 
at  least  with  voluntary  health  insurance,  then,  in 
my  opinion,  he  will  see  that  he  enjoys  these  bene- 
fits through  some  form  of  government-subsidized 
health  care.  “Socialized  medicine”  is  a hateful  term 
to  most  members  of  the  medical  profession.  But  if 
the  profession  does  not  find  the  way  to  provide  the 
increasing  medical  care  that  an  ever  expanding 
population,  more  and  more  conditioned  to  the 
necessity  of  such  care,  demands,  “socialized  medi- 
cine” may  become  a reality. 

The  other  aspect  of  this  problem  is  the  cost  of 
health  services,  not  to  the  individual,  but  to  society. 
Medical  treatment  is  more  and  more  expensive. 
Institutionalized  care  these  days  is  seldom  covered 
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l)y  the  payments  of  the  patient,  high  as  these  are. 
In  addition,  with  an  increasing  load  of  welfare 
cases  of  one  sort  or  another,  the  drain  on  the  fiscal 
resources  of  local  communities  and  states  is  stag- 
gering. Some  means  of  meeting  the  problem  must 
surely  he  found. 

Thus  far  I have  been  discussing  some  of  the 
problems  that  individuals,  the  health  professions, 
and  government  are  facing  because  of  the  extraor- 
dinary success  of  the  health  sciences.  It  is  para- 
doxical, but  true,  that  the  more  successful  these 
sciences  are  in  overcoming  disease,  the  greater  the 
demand  for  health  services  becomes.  It  is  true  also 
that  the  remarkable  progress  in  health  services  has 
resulted  in  improving  the  health  of  the  nation.  But 
changes  occurring  in  our  day,  and  the  still  greater 
changes  that  will  come  in  the  future,  may  well  offset 
the  advances  that  have  been  made  in  overcoming 
pain  and  combatting  disease.  Let  me  now  suggest 
some  of  these  changes  and  the  challenge  they  pose 
for  health. 

Changes  Pose  New  Challenges 

Modern  technology  has  produced  a new  tempo 
of  life.  For  one  thing  life  has  speeded  up.  One 
always  seems  to  he  rushing  around.  Part  of  this 
effect  results  from  the  increasing  speed  of  all  forms 
of  transportation.  Autos,  boats,  airplanes — all  go 
faster  and  faster.  Air  speeds  of  as  much  as  5,000 
miles  an  hour  are  being  predicted.  We  are  studying 
the  physiological  effects  of  these  increased  speeds. 
They  may  produce  new  health  problems,  we  don’t 
know  yet.  But  of  one  thing  we  can  be  pretty  cer- 
tain. Higher  speeds,  along  with  vastly  increased 
numbers  of  vehicles  as  the  population  expands  and 
our  higher  standard  of  living  permits  more  vehicles 
per  family,  will  result  in  more  accidents,  many 
fatal,  of  course,  but  most  resulting  in  injury  of  one 
sort  or  another.  Ponder  the  potential  for  accidents 
when  vastly  larger  numbers  of  people  learn  to  fly 
and  operate  their  own  airplanes.  The  growing  pop- 
ularity of  boating  of  all  kinds  is  proving  a greater 
accident  hazard.  The  medical  profession  may  well 
lick  the  last  major  diseases,  hut  it  will  surely  face 
new  and  growing  challenges  in  the  areas  of  phys- 
ical rehabilitation  and  plastic  surgery. 

New  challenges  to  health  are  likewise  to  result 
from  man’s  probing  to  the  depths  of  the  sea  and 
to  the  outer  reaches  of  space.  It  is  unlikely  that 
there  will  be  extensive  interplanetary  travel  in  the 
future,  hut  who  can  tell?  For  some  time  to  come, 
assuredly,  this  new  challenge  to  health  will  effect 
the  few,  not  the  many. 

But  improved  technology,  especially  the  spread 
of  automation,  will  create  new  health  problems  for 
large  numliers  of  people.  LTndoubtedly.  there  will 
he  less  physical  fatigue,  hut  probably  other  kinds 
of  fatigue  will  become  more  widespread.  The  almost 
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constant  noise  in  which  individuals  live  certainly 
contributes  to  mental  fatigue.  The  increase  in 
leisure  and  the  inability  of  many  to  know  how  to 
enjoy  it  may  create  or  aggravate  health  problems. 
Intensification  of  weekend  athletics  and  recreation 
for  tho.se  not  in  good  condition  for  such  activities 
will  certainly  add  to  the  amount  of  health  problems, 
though  it  may  not  create  any  new  ones. 

Certain  other  conditions  of  modern  life,  and  they 
may  he  intensified  in  the  future,  contribute  to  the 
challenge  of  health.  There  are  the  often  overpower- 
ing uncertainties  of  life  with  the  consequent  search 
for  security.  With  one  out  of  three  marriages  end- 
ing in  separation  or  divorce,  broken  homes  add  to 
contemporary  health  problems.  The  cold  war  and 
the  threat  of  annihilation  contribute  to  the  general 
uncertainty,  above  all  to  a prevailing  sense  that 
man  no  longer  has  any  control  over  his  destiny, 
that  he  is  the  prey  of  forces  over  which  he  has  no 
control. 

These  and  similar  conditions  of  our  time,  and  the 
future  seems  to  promise  an  aggravation  of  such 
conditions,  produce  all  sorts  of  tensions  and  frus- 
trations, resulting  in  psychosomatic  troubles,  alco- 
holism, nervous  breakdowns,  and  suicide.  Today, 
more  and  more  individuals  depend  on  drugs  to  get 
them  through  the  day.  Some  need  “pep  pills,’’ 
others,  tranquilizers.  It  is  not  uncommon  for  the 
same  person  to  need  an  energizer  to  get  going  in 
the  morning  and  a sleeping  pill  to  get  to  rest  at 
night.  I have  already  indicated  the  great  e.xtent  of 
our  mental  diseases.  Meeting  the  problems  of  men- 
tal disease  may  well  be  the  major  challenge  to 
health  as  we  enter  the  new  age  that  lies  ahead  of  us. 

Let  me  now  suggest  briefly  several  other  changes 
that  this  age  will  bring  that  will  challenge  health 
and  increase  health  pi'oblems.  iMany  of  them  spring 
from  scientific  research  and  technological  progress. 
.So  great  are  these  changes  likely  to  be  that  one 
great  scientist  has  posed  the  question,  “Can  we 
survive  technology?’’ 

There  is,  of  course,  the  ever-present  danger  of 
another  world  war,  with  the  possibility  of  the  anni- 
hilation of  mankind.  Even  if  mankind  were  to  sur- 
vive a modern  war,  the  problem  of  restoring  the 
survivors  to  health  would  be  staggering.  However, 
I am  optimistic  and  do  not  e.xpect  such  a war  to 
develop.  But  preparation  for  the  eventuality  of  war 
is  currently  challenging  the  health  advances  man 
has  made  over  the  years.  The  problem  of  radio- 
active fallout  from  the  testing  of  nuclear  weapons 
is  certainly  the  most  arresting  of  the  health  prob- 
lems. The  controversy  among  scientists  as  to  the 
extent  of  the  danger  makes  it  difficult  for  the  lay- 
man to  appraise  the  seriousness  of  the  problem. 
But  certainly  it  is  a serious  one. 

The  prol)lem  of  atomic  waste  and  its  disposal  is 
another.  As  peacetime  uses  of  atomic  energy  in- 
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crease,  this  health  problem  becomes  more  acute. 
It  will  require  closer  working  relationships  between 
the  medical  experts  and  the  sanitary  engineers. 

In  another  area,  that  of  nutrition,  science  is  mak- 
ing discoveries  that  may  challenge  health.  \\'e  are 
discovering  new  sources  of  food  and  new  methods 
of  food  processing.  Chemistry  is  being  used  in- 
creasingly to  modify  the  nature  of  the  things  we 
eat.  Several  papers  at  this  meeting  will  consider 
the  problem  of  additives.  As  science  increasingly 
modifies  the  nature  of  our  food,  the  protection  of 
health  will  require  constant  testing  of  results  and 
strict  control  of  the  processes.  And  who  knows 
what  may  eventually  result  from  the  continued 
application  of  science  to  food?  For  years  we  have 
joked  about  eating  only  pills.  I hope  the  day  never 
comes,  but  it  may.  Likewise,  scientific  experimen- 
tation— some  would  call  it  tampering — in  other 
areas  may  produce  new  challenges  to  health.  There 
is,  for  example,  the  matter  of  weather  and  climate 
control.  Other  possibilities  of  manipulation  of 
“normal”  or  “natural”  processes  will  develop  in 
the  future.  Increasing  control  of  the  individual  en- 
vironmental factors  of  life  seems  inevitable.  Any 
increase  in  this  matter  has  implications  for  health. 

Also  important  in  challenging  health  in  the 
future  are  certain  cultural  and  sociological  envi- 
ronmental factors.  Let  me  just  mention  several. 
One  is  the  increasing  percentage  of  married  women 
in  the  labor  force.  Some  60%  of  working  women 
also  are  resjwnsible  for  homes.  Another  is  the  in- 
creasing mobility  of  our  people.  One  out  of  every 
three  families  moves  everv  two  years.  There  are 
health  problems,  more  serious  than  just  the  sani- 
tary ones,  in  the  increasing  number  of  people  who 
live  in  “mobile  homes.”  The  number  of  Americans 
living  abroad,  often  in  Asia  and  Africa,  is  grow- 
ing rapidly.  Including  the  military,  there  are  now 
over  two  million.  The  health  conditions  some  of 
them  face  pose  new  problems.  Other  modifications 
in  our  traditional  way  of  life  could  be  cited. 

Urbanization  a Factor 

Let  me  mention  one  more  environmental  factor 
that  has  a major  challenge  to  those  in  the  health 
fields — the  growing  urbanization  of  the  country. 
I believe  there  is  still  some  doubt  whether  the  proc- 
ess will  result  in  further  deterioration  of  our  cities 
or  provide  the  incentive  to  make  them  healthier 
and  happier  places  in  which  to  live  and  work.  The 
race  is  still  between  creeping  slums  and  urban  re- 
newal. W'e  have  the  technical  know-how  to  win  the 
race ; whether  we  have  the  will  to  do  so  and  are 
ready  to  pay  the  cost,  remains  to  be  seen.  Perhaps 
no  aspect  of  our  changing  times  presents  a greater 
challenge  to  health  than  this  problem  of  providing 
healthier  environment  in  our  metropolitan  areas. 

I think  I have  outlined  enough  of  the  problems 
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that  those  in  the  health  professions  must  be  facing 
in  the  coming  years.  I am  sure  you  all  are  aware 
of  them,  although  I suspect  that  knowing  how  to 
lick  them  is  another  matter.  I should  like  to  con- 
clude these  remarks  with  a few  observations  appro- 
priate to  an  educator. 

First,  let  me  repeat  my  statement  about  the  in- 
creasing demand  for  people  in  the  health  profes- 
sions. The  universities  are  not  turning  out  enough 
graduates  in  these  fields  to  keep  pace  with  the 
increasing  population.  Means  must  be  found  to 
stimulate  more  young  people  to  prepare  for  service 
in  the  health  field.  And  with  the  increasingly  com- 
plex problems  that  those  on  the  health  team  must 
face,  their  professional  training  must  be  constantly 
improved.  At  the  same  time,  it  should  be  obvious 
that  specialized  training  is  not  enough.  The  worker 
in  the  health  field  requires  an  increasingly  broad 
background  of  knowledge  bearing  upon  both  the 
individual  and  collective  environment.  The  health 
professions  have  recognized  this  and  are  stressing 
the  importance  of  liberal  education  accompanying 
the  scientific  and  professional  training.  Pharmacy 
is  the  latest  to  move  in  this  direction,  for  beginning 
in  1960,  all  accredited  schools  of  pharmacy  go  on 
a five-year  program  instead  of  the  present  four- 
year  program.  With  knowledge  of  all  kinds  ex- 
panding so  rapidly,  it  will  become  increasingly  dif- 
ficult to  provide  the  necessary  education  and  train- 
ing in  the  years  that  can  be  given  to  it  in  school  and 
college.  But  constant  study  as  to  how  it  can  best  be 
done  is  required  if  we  are  to  provide  the  practi- 
tioners in  the  health  professions  needed  bv  our 
changing  society. 

In  addition,  it  should  be  clear,  continuing  educa- 
tion, of  both  a general  and  professional  nature,  is 
a must  for  such  practitioners.  Colleges  and  uni- 
versities need  to  work  with  the  professions  in 
providing  opportunities  for  appropriate  continuing 
education. 

Second,  let  me  emphasize  that  the  need  for  good 
health  is  greater  than  ever  before.  The  need  for 
robust  physical  health  may  not  be  so  great  as  it 
was  when  we  were  carving  a new  nation  out  of  the 
wilderness  or  pushing  the  frontier  across  the  con- 
tinent. But  never  before  was  good  health  in  all  its 
aspects  so  important.  In  these  precarious  and  un- 
certain times,  in  which,  indeed,  the  future  of  man- 
kind hangs  in  the  balance,  with  life  speeded  up  on 
every  hand  so  that  critical  decisions  often  have  to 
be  made  in  a split  second,  and  with  the  increasing 
complicity  of  the  problems  facing  a shrinking 
world,  the  individual  requires  sound  health.  \\'e 
must  have  cool  heads  and  collected  emotions,  dif- 
ficult indeed  to  have  if  the  individual  does  not  enjoy 
good  mental  and  physical  health.  The  old  Greek- 
ideal  of  a “sound  mind  in  a sound  body”  is  even 
more  relevant  for  our  time. 


concluded  on  pa^e  318 


Editorial 


fi 


INTEGRATION  OF  THE  ARTS  AND  SCIENCES  WITH  MEDICINE 


The  Johns  Hopkins  University  has  embarked 
upon  a revised  program  of  medical  education. 
As  described  in  outline  by  Thomas  B.  Turner,  m.d., 
dean  of  the  medical  faculty,*  the  program  attempts 
to  correct  what  the  Hopkins  authorities  regard  as 
three  undesirable  trends  in  contemporary  medical 
education.  These  undesirable  trends  are  first,  the 
increasing  length  of  time  required  to  reach  a pro- 
ductive stage  in  practice  or  research ; second,  the 
sharp  break  with  the  humanities  when  the  student 
enters  the  medical  school,  and  often  before ; and 
third,  the  relative  inflexibility  of  tbe  medical  cur- 
riculum, and  in  particular  the  lack  of  opportunity 
to  engage  in  one  of  the  most  valuable  of  all  educa- 
tional experiences,  that  of  research. 

In  an  effort  to  counter  this  trend  toward  a pat- 
tern of  premedical  and  medical  education  which  is 
impoverished  in  respect  to  the  humanities  and  the 
social  sciences,  the  Johns  Hopkins  Medical  School 
is  undertaking  what  is  in  effect  an  experiment 
directed  toward  healing  the  schism.  The  medical 
course  at  Johns  Hopkins  will  now  consist  of  five 
years  instead  of  the  traditional  four ; these  will  be 
designated  Years  I,  H,  HI,  IV  and  V. 

Students  admitted  to  Year  I will  be  registered 
for  courses  given  by  both  the  medical  faculty  and 
by  tbe  faculty  of  philosophy  of  the  University.  Pre- 
requisites include  one  year  of  college  biology  and 
college  chemistry,  two  years  of  one  foreign  lan- 
guage and  mathematics  at  least  through  analytical 
geometry.  In  addition  there  are  definite  prerequi- 
sites in  the  humanities  and  social  sciences  to  the 
extent  that  at  least  one  half  of  the  student’s  time 
of  the  first  two  years  of  college  must  have  been  de- 
voted to  subjects  within  these  broad  fields  although 
individual  subjects  are  not  specifically  designated. 

In  Year  H of  the  Medical  School  course  the  stu- 
dent will  divide  his  time  about  equally  between  the 
sciences  and  the  humanities.  Courses  in  chemistry 
and  mathematics  wall  be  given  by  the  appropriate 
departments  of  the  Medical  School,  while  a rich 
assortment  of  courses  in  the  humanities  and  the 
social  sciences  and  a basic  course  in  physics  wall  be 
offered  by  the  faculty  of  philosophy. 

*Federaticn  Bulletin — Federation  of  State  Medical  Boards 
of  the  United  .States,  July  1959. 


The  class  of  Year  H,  which  is  analogous  to  the 
traditional  first  year  of  medicine,  will  comprise 
both  students  w’ho  reach  it  through  Year  I and 
college  graduates  who  are  admitted  directly  to 
Year  H.  Instructions  for  all  students  in  this  year 
will  contain  required  work  in  the  history  and  phi- 
losophy of  science,  which  may  be  regarded  as  a 
bridge  between  the  humanities  and  the  sciences ; 
and  in  the  social  sciences  and  medical  psychology 
In  the  former  development,  the  department  of  the 
history  of  medicine,  which  is  organized  on  a full- 
time basis,  will  play  the  key  role.  Students  who 
enter  through  Year  I must  qualify  for  the  a.b. 
degree  at  Johns  Hopkins  before  being  allowed  to 
proceed  with  the  medical  course. 

The  foregoing  is  a brief  outline  of  the  formal 
course  work  related  to  the  attempted  integration 
of  medicine  and  the  humanities.  According  to  Doc- 
tor Turner,  it  is  hoped  that  the  spirit  of  this  inte- 
gration will  permeate  both  the  faculty  and  the 
student  body — the  spirit  so  well  exemplified  by 
Osier  and  Welch  during  the  early  years  of  the 
Johns  Hopkins  Medical  School  when  much  of  their 
thought  and  energy  were  devoted  to  preserving  this 
balance  between  tbe  great  areas  of  learning.  In- 
formal talks  and  seminars  are  being  held  in  the 
Medical  Residence  Hall  by  individuals  in  fields 
other  than  medicine,  such  as  politics,  the  arts  and 
history.  Likewise,  a lectureship  has  been  estab- 
lished in  the  School  of  Medicine  devoted  to  one 
or  another  aspect  of  the  interplay  between  the 
humanities  or  the  social  sciences  and  medicine. 

In  the  Johns  Hopkins  Medical  School  it  is  rec- 
ognized that  the  four  or  five  years  of  medical  school 
are  but  one  segment  of  the  educational  process  for 
making  an  intelligent  and  competent  physician ; 
much  goes  before  and  mucb  comes  after  this 
period.  Medical  educators  must  try  to  see  the  pic- 
ture whole,  to  the  end  that  medical  education  does 
not  become  isolated  from  the  main  stream  of  man’s 
intellectual  venture  down  the  corridors  of  time. 

FUNGUS  OR  NO  FUNGUS 

Recently  we  received  from  one  of  our  dermatol- 
ogists an  interesting  account  of  his  experiences 
with  patients  which  illustrates  yet  once  again  how 
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easv  it  is  for  homo  sapiens  to  live  on  occasion  in  the 
friendliest  -symbiosis  with  another  homo,  whom 
H.  L.  Mencken  called,  a little  cynically,  homo 
boohicns. 

The  doctor  writes  as  follows  : “Several  vigorous 
complaints  have  been  heard  recently  of  consider- 
able expense  incurred  by  the  purchase  of  the  new 
antifungal  wonder  drugs  for  the  treatment  of  fun- 
gus of  the  nails  without  any  benefit  whatever.  But 
how  was  the  diagnosis  of  ‘fungus'  of  the  nails  made  ? 
iVlerely  by  looking  at  some  deformities  or  abnor- 
malities of  said  nails.  The  reason  for  the  failure  of 
the  wonder  drug  to  effect  a cure  was  that  most 
likelv  there  was  no  fungus  hut  rather  psoriasis  or 
an\'  other  condition  you  may  care  to  name. 

“Fungus  of  the  nails  (onychomycosis)  as  well  as 
fungus  of  the  skin  (dermatomycosis)  or  of  the 
deeper  structures  ( deep  mycoses)  cannot  he  diag- 
nosed hv  sight.  The  pathogenic  organism  must  he 
demonstrated  under  the  microscope  and  by  culture. 
Without  this  procedure  the  diagnosis  of  ‘fungus’ 
is  of  no  value  whatsoe\  er  and  the  antifungal  treat- 
ment quite  uncalled  for  and  therefore  useless.  The 
indiscriminate  use  of  the  drug  will  he  of  real  benefit 
onlv  to  manufacturers  and  distributors.  The  ancient 
admonition  to  do  the  patient  no  harm  should  always 
include  solicitude  for  the  protection  of  his  purse.” 

SESQUICENTENNIAL  OE  THE 

YALE  SCHOOL  OF  MEDICINE 

On  October  28  and  29,  1960,  the  Yale  School 
of  Medicine  will  celebrate  a century  and  a half  of 
its  existence.  The  occasion  will  he  marked  by  meet- 
ings, exhibitions  and  appropriate  addresses.  Among 
a group  of  notable  guest  speakers  will  be  Sir 
Howard  Florev  of  Oxford.  England.  Complete 
details  of  the  program  will  he  announced  later. 

It  was  in  October,  1810  that  the  Connecticut 
General  Assembly  granted  a charter  to  Yale  Col- 
lege for  the  establishment  of  the  Medical  Institu- 
tion of  Yale  College : and  so  the  fifth  medical 
school  in  the  United  States  came  into  being.  Unlike 
its  predecessors  the  medical  school  was  founded 
through  imjtetus  coming  chiefly  from  within  the 
College  and  not  from  a group  of  outside  physicians. 

The  first  medical  faculty  at  Yale  was  a notable 
one.  embracing  Eneas  Munson,  foremost  authority 
on  materia  medica,  Xathan  Smith  and  Benjamin 
Silliman.  still  counted  among  Yale's  greatest,  Eli 
Ives  and  Jonathan  Knight,  leaders  in  medicine, 
both  of  whom  became  presidents  of  the  American 
Medical  Association.  Erom  the  birth  of  the  school 
the  Connecticut  Medical  Society  was  a partner  in 
the  enterprise  and  contributed  much  to  its  welfare 
during  the  first  half  of  the  School's  existence. 

Other  events  associated  with  the  sesquicentennial 
celebration  will  take  place  during  the  academic  year 
1960-61.  These  include  an  exhibition  of  medical 
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art  at  the  Yale  Art  Museum  and  a scientific  meet- 
ing to  be  held  in  conjunction  with  the  dedication 
of  a new  Medical  School  auditorium. 


CHANGING  TIMES  AND  THE 
CHALLENGE  TO  HEALTH 

concluded  from  page  316 

School  Health  Education  Needed 
To  help  produce  this  ideal  more  widely,  I am 
convinced  that  we  need  a more  effective  program 
of  health  education  in  our  schools  and  colleges. 
Today  I have  spoken  largely  of  the  challenge  to 
health  from  the  standpoint  of  meeting  the  new 
conditions  of  ill  health,  both  mental  and  phvsical, 
imposed  by  our  changing  times.  But  a major  aspect 
of  the  problem  remains  education,  so  that  the  assist- 
ance of  the  health  professions  is  reduced  to  a min- 
imum. An  effective  program  of  health  education — 
in  which  I include  what  we  now  refer  to  as  “phys- 
ical education” — is  essential  in  creating  the  condi- 
tions in  today’s  and  tomorrow’s  society  by  which 
the  individual  can  live  a healthier  and  consequently, 
happier  and  more  satisfying  life.  I am  not  going  to 
suggest  today  the  nature  of  the  program ; indeed. 
I am  not  competent  to  do  so.  I wish  merely  to  point 
out  the  importance  of  the  matter  and  to  suggest 
that  greater  co-operation  is  needed  on  the  part  of 
educators  and  the  health  people  if  the  most  effective 
results  are  to  be  realized. 

.■\nd  now,  one  final  comment.  I have  been  dis- 
cussing the  challenge  to  health  in  our  own  country, 
realizing,  of  course,  that  any  advances  on  the  health 
front  here  will  benefit  people  everywhere.  But  in- 
creasingly the  benefits  of  good  health  have  to  be 
made  available  to  all  peoples  throughout  the 
world.  Unless  the  world  as  a whole  in  some  meas- 
ure approaches  the  standards  of  health  and  living 
that  we  enjoy  in  the  Western  democracies,  the 
world  will  continue  to  he  one  of  tensions  and  un- 
certainties, with  war  as  a possibility.  In  such  a 
world,  good  health  is  more  difficult  of  attainment 
than  in  a world  generally  at  peace.  Redoubled 
efforts  must  he  made,  therefore,  to  bring  to  people 
everywhere  the  health  benefits  that  we  in  more 
privileged  countries  enjoy.  This  world-wide  chal- 
lenge to  health  is  perhaps  the  greatest  opportunity 
that  today  is  open  to  workers  in  the  health  fields. 


GOLF  TOURNAMENT 
Jf  ednesday,  September  14 
Providence  Medical  Association 
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FEDERAL  EMPLOYEES  HEALTH  BENEFITS  PROGRAM 

U.  S,  Civil  Service  Commission  Announcement  of  New  Voluntary  Health 
Insurance  Plan  to  go  into  Effect  on  July  1,  I960 


Approximately  1,800,000  Federal  employees 
" are  expected  to  enroll  in  the  new  health  bene- 
fits program  for  themselves  and  more  than  2,200,- 
000  dependents  under  one  or  another  of  the  plans 
offered.  The  enrollment  period  will  be  June  1 
through  June  30.  Most  of  the  participating  plans 
will  offer  a high  and  low  option  of  benefits,  each 
with  premiums  related  to  the  value  of  the  benefits 
offered. 

The  huge  enrollment  expected  and  the  wide 
variety  of  choice  of  plans  and  options  offered  make 
this  program  the  largest  and  most  complex  em- 
ployer-sponsored voluntary  program  of  health 
benefits  in  the  world,  the  Commission  said.  The 
Government  will  contribute  to  the  cost  of  each 
health  benefits  plan,  with  the  employee  paying  the 
balance  of  the  cost  of  the  plan  he  chooses  through 
payroll  deductions.  The  volume  of  first-year  pre- 
miums is  expected  to  approximate  $250,000,000. 

For  an  employee  who  enrolls  for  self  only,  the 
Goxernment  contribution  will  be  $2.82  a month. 
For  self  and  family  enrollment,  the  government 
will  pay  $6.76  a month,  except  that  if  the  covered 
family  of  a female  employee  includes  a nondepend- 
ent husband,  the  government  contribution  will  be 
$3.94  a month. 

W hile  following,  in  many  respects,  traditional 
patterns  set  liy  other  large  employers,  in  some  re- 
spects the  two  go\  ernment-wide  plans  set  jirece- 
dents.  Alajor  advantages  which  are  not  generally 
found  in  the  plans  of  large  employers  but  which 
will  he  provided  for  Federal  employees  are : 

Each  em])loyee  will  have  a free  choice  among 
a variety  of  plans  and  options. 

The  cost  to  employees  is  guaranteed  for  a con- 
tract period  of  16  months,  even  though  hospital 
and  medical  costs  continue  to  rise. 

Employees  who  retire  on  immediate  annuity 
after  the  program  goes  into  effect  may  retain 
coverage  for  themselves  and  dependents  with 
no  reduction  of  benefits  and  at  the  same  cost  to 
them  as  for  active  employees.  This  factor  will 
increase  in  importance  in  future  years. 

Coverage  of  dependents,  again  at  the  same 
rate,  may  continue  after  the  death  of  an  enrolled 
employee  or  annuitant. 

X"o  waiting  periods  are  required  for  maternity 


benefits  and  no  exclusion  from  coverage  on  the 
basis  of  pre-existing  physical  or  mental  condi- 
tions or  age  is  permitted. 

Employees  in  a nonpay  status  are  covered  for 
up  to  365  days  without  contribution  by  the  gov- 
ernment or  the  employee. 

In  cases  where  an  employee  leaves  Eederal 
service  for  reasons  other  than  retirement,  a 31- 
day  extension  of  coverage  is  provided  at  no  cost 
to  the  employee  or  the  government  in  order  to 
give  the  employee,  or  his  surviving  enrolled  de- 
pendents, an  opportunity  to  convert  from  group 
coverage  without  medical  examination  to  an 
individual  contract. 

A person  confined  in  a hospital  on  the  31st 
day  of  continuance  of  coverage  is  entitled  to 
benefits  for  up  to  60  days  more. 

Indemnity  Program  by  Insurance  Industry 
The  government-wide  indemnity  plan  is  offered 
by  the  insurance  industry.  It  will  be  administered 
by  Aetna  as  the  prime  carrier.  It  will  be  under- 
written by  Aetna  and  all  other  companies  in  the 
group  health  insurance  field  who  desire  to  par- 
ticipate in  the  health  benefit  program  through 
reinsurance. 

The  plan  will  offer  benefits  covering  first-dollar 
costs  of  hospital  room  and  board.  After  payment 
of  a $50  deductible,  it  will  cover  the  majority  of 
other  hospital,  and  surgical  and  medical  expenses, 
including  the  services  of  physicians  outside  as  well 
as  inside  the  hospital.  The  benefits  will  range  up- 
ward to  cover  the  heavy  hospital,  medical,  and 
surgical  expenses  of  costly  illnesses. 

The  high  option  of  this  plan  has  a maximum 
lienefit  of  $30,000  for  each  person  covered.  It  also 
provides  automatic  reinstatement  of  up  to  $1,000 
each  year,  and  total  reinstatement  upon  evidence 
of  insurability.  The  low  option  of  this  plan  covers 
similar  costs  hut  to  a lesser  degree.  It  has  a max- 
imum benefit  of  $10,000  per  person  and  automatic 
reinstatement  of  up  to  $500  a year. 

Blue  Cross— Blue  Shield  Provide  Service  Plan 
The  government-wide  service  benefit  plan  of- 
fered by  Blue  Cross-Blue  Shield  will  also  include 
two  options  patterned  after  their  hospital-surgical 
plans  available  in  most  localities,  but  with  added 

continued  on  page  322 


GOVERNMENT-WIDE  INDEMNITY  BENEFIT  PLAN 
Under  the  Federal  Employees’  Health  Benefits  Act  (to  be  offered  by  the  insurance  industry) 


FEDERAL  EMPLOYEES  HEALTH  BENEFITS  PROGRAM 


321 


322 


FEDERAL  EMPLOYEES  HEALTH 
BENEFITS  PROGRAM 

continued  from  page  320 

supplemental  benefits  provided  after  the  payment 
of  a corridor  deductible  for  hospital,  medical,  and 
surgical  expenses  of  costly  illnesses. 

The  high  option  of  the  service  benefit  plan  will 
offer  basic  benefits  beginning  with  the  first  dollar 
of  hospital  expense,  and  basic  surgical  and  in- 
hospital  medical  expense  under  fee  schedules. 
Supplemental  benefits,  after  payment  of  a corridor 
deductible  of  $100,  will  have  a lifetime  maximum 
of  $30,000  for  each  person  covered,  with  a provi- 
sion for  total  reinstatement  upon  evidence  of 
insurability. 

The  low  option  of  the  Blue  Cross-Blue  Shield 
plan  is  similar  in  pattern  hut  with  lower  basic  bene- 
fits, a corridor  deductible  of  $200.  and  a lifetime 
maximum  of  $5,000  per  person  for  supplemental 
benefits. 

Both  government-wide  plans  will  he  experience- 
rated. Each  carrier  must  keep  accounts  for  the  plan 
completely  separated  from  the  accounts  of  other 
plans  he  carries.  The  carrier  guarantees  to  pav  all 
benefits  under  the  plan,  all  taxes  applicable  to  the 
contract,  and  all  its  expenses  of  administering  the 
contract.  For  any  year  in  which  the  amount  re- 
ceived in  premiums  is  less  than  the  total  cost  of 
benefits,  taxes,  and  administrative  expenses,  the 
carrier  suff'ers  a loss.  As  a fee  for  assuming  this 
risk  of  loss,  the  carrier  is  allowed  a fixed  risk 
charge,  payable  only  when  experience  is  favorable. 
This  risk  charge,  fixed  in  advance,  is  the  only  item 
of  potential  profit  to  the  carrier. 

In  the  Aetna  contract,  the  risk  charge  will  he 
1.3  per  cent  of  premium,  automatically  reduced  to 
1 per  cent  at  the  beginning  of  the  first  contract  year 
after  the  plan  has  built  up  a special  reserve  equal 
to  one  month’s  premium.  In  the  Blue  Cross-Blue 
Shield  contract,  the  risk  charge  will  he  1.5  per  cent 
of  premium,  with  no  provision  for  automatic 
reduction. 

In  both  contracts,  the  amount  allowed  for  taxes 
will  he  the  actual  amount  the  carrier  is  required  to 
pay.  Actual  expenses  not  to  exceed  5.5  per  cent  of 
premium,  will  he  allowed.  The  reinsurers  of  the 
Aetna  contract  will  receive  two  tenths  of  one  per 
cent  of  premium  as  an  expense  allowance. 

The  first  contract  period  will  run  from  July  1. 
1960,  to  October  31.  1961.  At  the  end  of  the  first 
contract  ])eriod.  and  after  each  subsequent  contract 
year,  each  carrier  will  prepare  an  accounting  state- 
ment. If  the  total  of  accrued  claim  charges,  taxes, 
and  allowable  expenses  is  less  than  the  accrued 
l)remiums.  the  carrier  will  retain  his  fixed  risk 
charge  and  credit  any  remainder  to  a special  ear- 
marked reserve  for  the  Federal  plan  he  carries. 
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This  special  reser\  e.  and  income  from  investing  it. 
will  belong  to  the  Federal  Health  Benefits  Fund, 
and  can  he  used  only  for  payments  under  the  plan 
which  built  it  up. 

Premiums  for  all  years  after  the  first  contract 
period  will  he  based  on  the  actual  experience  of 
each  plan.  Xo  plan  will  he  expected  to  operate  at 
rates  which  are  too  low  to  support  the  level  of 
benefits  provided.  However,  anv  rate  which  expe- 
rience shows  is  too  high  for  the  benefit  level  of 
the  plan  will  he  reduced,  or  benefits  will  he  in- 
creased. Any  excess  premium  for  a particular  year 
is  added  to  the  special  reserve. 

All  carriers  will  he  subject  to  audit  by  the  Com- 
mission and  the  General  Accounting  Office  to 
assure  compliance  with  the  law  and  regidations, 
and  to  assure  accuracy  in  accounting  for  funds. 

Unusual  Factors  Cited  by  Actuarial  Expert 
Before  approving  these  plans,  the  Commission 
consulted  with  the  Federal  Employees  Health 
Benefits  Advisory  Committee  established  hv  the 
Health  Benefits  Act.  and  an  interagency  advisorv 
committee  of  government  personnel  directors.  In 
addition,  it  retained  iMilliman  and  Robertson,  Inc., 
a nationally  recognized  firm  of  consulting  actuaries 
of  Seattle,  W ashington,  to  submit  a report  based  on 
an  impartial  and  independent  study  of  both  plans. 

Hr.  W endell  Hilliman.  president  of  the  firm,  in 
an  oral  briefing  in  advance  of  submission  of  his 
written  report,  advised  the  Commission  that  both 
plans  meet  the  requirements  of  the  Act.  He  found 
that  the  rates  charged  “reasonably  and  equitably 
reflect  the  cost  of  the  benefits  provided”  and  are 
“consistent  with  the  lowest  schedule  of  basic  rates 
generallv  charged  for  new  group  health  plans  is- 
sued to  large  employers.”  as  the  Act  requires.  In 
his  briefing  to  the  Commission,  he  pointed  out  a 
number  of  factors  present  in  the  Federal  Em- 
plovees  Health  Benefits  Program  which  are 
unusual  and  which  had  to  he  considered  in  fixing 
the  rates  to  be  charged.  In  addition  to  the  special 
advantages  off'ered.  such  as  coverage  after  retire- 
ment, no  waiting  periods,  etc.,  he  noted; 

The  choice  available  to  employees,  both  in 
multiplicitv  of  plans,  and  in  option  as  to  level 
of  benefits,  may  result  in  some  of  the  plans  or 
options  receiving  a disproportionate  share  of 
emplovees  and  dependents  who  anticipate  an 
above-average  cost  for  their  health  care. 

Since  the  premium  rates  for  the  government- 
wide plans  are  identical  in  all  geographical  areas, 
these  rates  must  reflect  average  costs.  To  the 
extent  that  a plan  does  not  get  a proportionate 
share  of  emplovees  and  dependents  from  both 
high-  and  low-cost  areas,  calculations  of  pre- 
mium rates  can  he  inaccurate  to  a considerable 
degree. 


GOVERNMENT-WIDE  SERVICE  BENEFIT  PLAN 
Under  the  Federal  Employees’  Health  Benefits  Act  (to  be  offered  by  Blue  Cross-Blue  Shield) 


FEDERAL  EMPLOYEES  HEALTH  BENEFITS  PROGRAM 
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Dr.  Meyer  Saklad  to  Address  109th  A.M.A. 
Meeting  at  Miayni 

The  109th  annual  meeting  of  the  American  Med- 
ical Association  will  be  a forum  presented  Idv  some 
of  the  nation's  top  scientific  brains. 

Approximately  2,000  physicians,  all  outstanding 
in  their  field,  will  participate  in  presenting  the  sci- 
entific program  of  the  meeting  to  be  held  in  i\Iiami 
Beach.  June  13-17. 

There  will  be  two  general  scientific  meetings  in 
the  Grand  Ballroom  of  the  Fontainebleau  Hotel, 
and  other  lectures,  symposia,  and  panel  discussions 
in  the  Fontainebleau,  Eden  Roc  Hotel,  and  in  the 
new,  air-conditioned  Miami  Beach  Exhibition  Hall. 
Sessions  on  dermatology,  being  held  jointly  with 
the  Society  for  Investigative  Dermatology,  will  he 
in  the  di  Lido  Hotel. 

The  opening  general  scientific  meeting.  Monday 
afternoon,  June  13,  will  begin  with  the  Joseph 
Goldberger  Lecture  on  Clinical  Nutrition.  Dr.  Carl 
A.  Lincke,  chairman  of  the  A.M.A.  Council  on 
Scientific  Assembly,  will  preside  at  this  meeting. 

The  lecture  will  be  followed  by  a symposium  on 
nutrition,  including  an  address  by  Grace  A.  Gold- 
smith, professor  of  medicine,  Tulane  L’niversity 
School  of  Medicine,  New  Orleans,  on  Highlights 
on  the  Cholesterol — Fats,  Diets  and  the  Athero- 
sclerosis Problem. 

The  second  general  meeting  will  he  a symposium 
on  Evaluation  and  Preparation  of  Patients  for 
Anesthesia  and  Surgery,  Tuesday  morning.  June 
14,  to  which  the  sections  on  Anesthesiology.  Dis- 
eases of  the  Chest,  General  Practice,  Internal  Med- 
icine. Pediatrics,  Pathology  and  Physiology,  and 
Surgerv  have  contributed.  Participating  will  be 
MEYER  SAKLAD,  PKOJADEXCE,  R.  /.; 
Thomas  Rardin,  Columbus,  Ohio;  Eugene  Tur- 
rell,  Milwaukee,  Wisconsin;  John  S.  LaDue,  New 
York  City;  Arlie  R.  Mansberger,  Jr..  Baltimore, 
[Maryland;  George  Meneeley,  Nashville.  Ten- 
nessee; Robert  M.  Smith,  Boston  and  C.  Rollins 
Hanlon,  St.  Louis,  Missouri. 


Health  Service  Urges  Polio 
Inoculation  Programs 

Supplies  of  unused  polio  vaccine  have  reached 
a high  of  26.4  million  doses  although  over  90  mil- 
lion Americans  still  need  to  be  vaccinated.  Doctor 
Leroy  E.  Burney,  Surgeon  General  of  the  Public 
Health  Service,  reported  last  month. 

“Every  year,  for  the  past  four  years,  there  has 
been  a surplus  of  vaccine  in  the  spring  and  winter 
followed  by  a shortage  in  the  summer  when  the 
occurrence  of  polio  cases  reminds  people  they 
should  get  vaccinated,’’  Doctor  Burney  said. 

“This  problem  can  be  solved  only  if  the  public 
understands  the  following  facts : 

“1.  The  vaccine  is  most  effective  if  used  before 
polio  is  prevalent ; the  sooner  you  get  vaccinated 
the  greater  will  be  your  protection  against  polio 
this  season. 

“2.  The  vaccine  manufacturing  process  takes 
about  four  months;  if  demand  for  vaccine  is  low 
now.  supplies  are  likely  to  be  low  in  the  summer, 
since  the  present  supply  may  be  outdated  by  then. 

“3.  It  is  the  third  shot,  due  seven  or  more  months 
after  the  first  two  that  gives  the  greatest  protection. 
A fourth  shot  a year  after  the  third  adds  even 
greater  protection.’’ 

Doctor  Burney  urged  leaders  of  local  medical 
societies,  health  departments  and  National  Foun- 
dation chapters  to  carry  out  surveys  in  their  com- 
munities to  find  the  unvaccinated  and  persuade 
them  to  get  their  vaccinations  promptly. 

“Surveys  can  be  completed  within  a few  days 
by  a system  wbich  the  Public  Health  Service  has 
developed  and  which  we  will  be  glad  to  provide  to 
all  communities  that  are  interested,’’  Doctor  Bur- 
ney said. 

Most  polio  epidemics.  Doctor  Burney  pointed 
out,  now  start  in  neighborhoods  where  there  are 
concentrations  of  unvaccinated  people.  In  these 
neighborhoods,  infants  and  children  under  5 are 
the  victims.  They  have  accounted  for  almost  half 
of  the  paralytic  cases  that  have  occurred  in  the 
past  two  vears. 


contittued  on  page  326 


IN  ORAL  CONTROL  OF  PAIN 

ACTS  FASTER— usually  within  5-15  minutes.  LASTS  LONGER— usually 
6 hours  or  more.  MORE  THOROUGH  RELIEF— permits  uninterrupted 
sleep  through  the  night.  RARELY  CONSTIPATES — excellent  for 
chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit-forming.  Federal  law 
permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  hydro- 
chloride, 0.38  mg.  dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homa- 
tropine  terephthalate,  224  mg.  acetylsalicylic  acid,  160  mg.  phenacetin,  and 
32  mg.  caffeine. 

Also  available  — for  greater  flexibility  in  dosage  — Percodan®-Demi:  The 
Percodan  formula  with  one-half  the  amount  of  salts  of  dihydrohydroxyco- 
deinone and  homatropine. 

Literature?  Write 
ENDO  LABORATORIES 
Richmond  Hill  18,  New  York 


Percodan  Tablets 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  ARC 

F OR  PAIN 


*U.S.  Pat,  2,628,185 
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continued  from  page  324 

"About  5 million  children  in  this  age  group  have 
not  had  anv  polio  vaccine  and  another  5 million 
have  had  only  one  or  two  injections.  Thus  about 
half  of  the  nation’s  youngest  and  most  vulnerable 
children  still  lack  optimum  protection  against  a 
disease  that  may  cripple  them  for  life,”  Doctor 
Burney  said. 

Most  W'orkeis  Paid  When  Sick 

Seven  out  of  e\erv  ten  workers  covered  by 
insurance  programs  under  collective  bargaining 
receive  part  of  their  salary  when  they  are  oft"  the 
job  because  of  illness  or  injury  not  connected  with 
their  work,  the  Health  Insurance  Institute  re- 
ported recently.  Xearly  half  of  these  workers  also 
receive  weekly  income  as  a supplement  to  benefits 
paid  by  workmen’s  compensation  for  job-connected 
disabilities,  said  the  Institute. 

The  report  was  Itased  on  an  analysis  of  a U.  S. 
Dei)artment  of  Labor  study  of  300  collectively  bar- 
gained plans,  each  covering  1,000  or  more  workers. 
The  plans  covered  a total  of  4,933,000  workers  or 
40  per  cent  of  all  American  workers  under  collec- 
tively bargained  plans. 

Of  the  300  plans,  232  provided  for  weekly  loss- 
of-income  benefits  to  some  3.6  million  workers. 
Thus,  77  per  cent  of  all  plans  and  72  per  cent  of  all 
workers  were  included  in  these  programs,  the  Insti- 


Clifford  R.  Beadle  {right)  is  congratulated  by  Francis 
R.  Brown,  president  of  Sobering  Corporation,  Bloom- 
field, New  Jersey,  pharmaceutical  manufacturer,  after 
being  named  the  company’s  Salesman  of  the  Year. 

Mr.  and  Mrs.  Beadle  reside  at  71  Verndale  Drive,  East 
Greenwich,  Rhode  Island. 

A native  of  East  St.  Louis,  Illinois,  Mr.  Beadle  was 
graduated  from  the  Rhode  Island  College  of  Pharmacy’ 
and  Allied  Sciences  following  Air  Force  service  in  World 
War  II.  Prior  to  joining  Sobering  in  1956,  he  was 
engaged  in  retail  pharmacy  for  a number  of  years. 

A registered  pharmacist,  Mr.  Beadle  is  a member  of 
the  Rhode  Island  Pharmaceutical  Association  and  the 
Kappa  Psi  fraternity. 
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tute  said. 

A com])arison  of  the  plans  at  the  end  of  1935  and 
at  the  end  of  1958  showed  that  the  plans  had  gen- 
erally been  strengthened. 

Key  Findings:  The  principal  findings  of  the 
1958  study,  said  the  Institute,  were: 

— Most  workers  were  covered  by  plans  which 
graduate  benefits  according  to  wages. 

— Of  the  99  plans  with  graduated  benefits,  67 
were  graduated  by  hourly  wages  with  benefits  rang- 
ing up  to  $100  weekly.  In  the  other  32  graduated 
plans,  the  usual  benefit  was  50  to  60  per  cent  of  the 
weekly  wage. 

— Of  the  plans  that  paid  a flat  amount,  the 
weekly  benefit  range  was  up  to  $65. 

— Exactly  half  of  the  workers  were  covered  by 
plans  financed  jointly  by  employer-employee  con- 
tributions : forty-eight  per  cent  of  the  workers  were 
under  plans  to  which  only  the  employer  contributed. 

— Forty-five  per  cent  of  the  workers  were  cov- 
ered for  both  occupational  and  non-occupational 
disabilities,  54  per  cent  for  non-occupational  only, 
and  one  per  cent  for  occupational  only. 

— The  typical  maximum  duration  of  benefit  pay- 
ments was  26  weeks. 

— More  than  half  the  plans  provided  benefits  for 
income  lost  due  to  pregnancy ; in  practically  all 
cases,  the  duration  of  benefits  was  six  weeks,  and 
a common  benefit  was  $30  a week. 

The  e.xtent  to  which  the  plans  have  been  im- 
proved can  be  illustrated,  said  the  Institute,  by  an 
examination  of  the  number  of  workers  earning 
$4,000  a year  entitled  to  a certain  level  of  benefits. 

In  1955,  some  28  per  cent  of  the  workers  at  this 
income  level,  when  disabled,  received  benefits  of 
more  than  $40  weekly.  In  1958,  the  figure  reached 
49  per  cent,  the  Institute  stated. 

The  waiting  period  before  a worker  became  eli- 
gible for  benefits  under  the  plans  was  less  than 
three  months  for  more  than  half  of  the  employees. 

Grant-in- Aid  Program  for  Alcoholism 
Research  Announced 

This  is  a program  through  which  relatively  small 
research  grants  may  be  arranged  quickly  for  com- 
petent scientists  working  in  the  field  of  alcoholism. 

Licensed  Beverage  Industries,  Inc.,  has  made 
$500,000  available  for  a five-year  program  to  meet 
the  growing  need  for  more  scientific  information 
both  as  to  the  extent  of  alcoholism  and  as  to  its 
causes  and  treatment. 

The  program  is  administered  by  a Scientific 
Advisorv  Committee  whose  members  represent  a 
wide  range  of  relevant  disciplines. 

Grants  will  be  awarded  to  qualified  researchers 
in  the  biological  and  behavioral  sciences  who  wish 
to  make  preliminary  or  jfilot  studies  for  the  purpose 
of  raising  or  clarifying  particularly  promising 
hypotheses. 


continued  on  page  328 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 


a new  timetable  for  recovery: 

onfy  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day^ 


THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 


TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male  — Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

*^Marmell,  M.,  and  Prigot,  A.:  Tetracycline  phosphate  complex  in  the  treat- 
ment  of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  &.  Clin.  Ther. 
6:108  (Feb.)  1959. 

— t 


BRISTOL 


BRISTOL  LABORATORIES, 

SYRACUSE,  NEW  YORK 
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It  is  expected  that  grants  will  range  between 
$2,000  and  $10,000  and  that  they  will  run  for  one 
year.  Renewal  of  the  grant  may  be  considered. 

Detailed  information  and  application  forms  may 
he  obtained  by  writing  to  the  Scientific  Advisory 
Committee  of  the  Licensed  Beverage  Industries, 
Inc..  155  East  44th  St..  New  York  17.  X.  Y. 

Reserve  Officers  Deferred  for  Residency 
Subject  to  Armed  Forces  Call 

The  Armed  Forces  continue  to  require  the  serv- 
ices of  most  physicians  liable  for  military  service 
under  the  Universal  Military  Training  and  Service 
Act. 

Lt.  General  Lewis  B.  Hershey.  director  of  Selec- 
tive Service,  issued  this  reminder  to  physicians 
when  it  became  apparent  recently  that  the  Armed 
Forces  would  not  call  to  active  duty  a small  number 
of  physicians  in  a few  specialties  who  had  been 
deferred  for  residency  training  under  the  Armed 
Forces  Reserve  Medical  Officer  Commissioning 
and  Residency  Consideration  Program. 

All  reserve  officers  deferred  for  residency  in 
most  specialties  will  be  called. 

Shortages  exist  and  will  continue  in  certain 
specialties  and  in  the  group  of  officers  who  have 
not  specialized,  according  to  information  received 
by  the  director  of  Selective  Service  from  the  office 
of  Dr.  Frank  B.  Berry,  assistant  secretary  of 
Defense  (Health  and  Medical). 

The  Selective  Service  director  urged  physicians 
not  to  draw  erroneous  conclusions  concerning  the 
need  of  the  Armed  Forces  for  their  services.  If  a 
substantial  number  of  physicians,  basing  their  deci- 
sion on  knowledge  that  a few  reserve  medical  offi- 
cers in  a few  specialties  are  not  being  called  to 
acti\e  duty  after  residency,  conclude  they  are  not 
needed,  existing  shortages  in  the  Armed  Forces 
will  be  aggravated. 

The  Department  of  Defense  has  found  it  unnec- 
essarv  to  requisition  physicians  through  the  Selec- 
tive Service  System  since  early  in  1957.  This  has 
been  so  only  because  sufficient  numbers  of  physi- 
cians sought  reserve  commissions  and  thus  made 
themselves  available  for  call  to  active  duty. 

There  is  a continuing  need  for  applications  for 
the  residency  program,  as  well  as  for  reserve  com- 
missions and  active  duty  at  the  conclusion  of  intern- 
ship. General  Hershey  stressed. 

The  temporary  surplus  in  some  specialties  in  the 
residency  program  is  understandable.  Estimates  of 
needs  must  be  made  four  or  five  years  ahead.  Other 
factors  are  revisions  in  Armed  Forces  strength, 
redistribution  of  troops,  reorganization  of  the  hos- 
pital system,  specialists  choosing  a militarv  career, 
and  voluntary  extension  of  duty  tours  by  reserve 
officers. 
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Visual  Defects  Reported  Most  Prevalent 
Physical  Disability 

More  than  half  the  people  in  this  country  have 
some  kind  of  visual  defect,  according  to  a recent 
issue  of  Patterns  of  Disease,  a Parke,  Davis  & 
Company  publication  for  the  medical  profession. 

Only  43.5  per  cent  of  Americans  tested  in  one 
survey  cited  by  P.\tterns  had  normal  vision — that 
is,  20-30  vision  or  better  in  both  eves.  Almost  1 
in  10  were  found  to  ha\e  the  use  of  only  one  eye. 

The  impression  this  survey  gives  of  a nation 
afflicted  with  weak  eyes  is  strengthened  by  other 
figures  reported  in  the  publication.  One  out  of 
every  two  Americans  — an  estimated  total  of 
83.500.000  — wears  either  eyeglasses  or  contact 
lenses. 

Further  statistics  show  there  are  960.000  blind 
persons  in  the  country  and  an  additional  2,064,000 
with  serious  visual  impairments.  Together,  blind- 
ness and  poor  vision  rank  fourth  in  the  list  of  dis- 
abilities in  the  United  States,  outranked  only  by 
impairments  of  hearing ; of  the  limbs,  back  and 
trunk ; and  disorders  of  the  lower  extremities. 

When  it  comes  to  a question  of  the  sexes,  men 
do  better  visually  than  women.  In  one  studv  of 
over  100,000  persons,  it  was  found  that  in  the  30-35 
age  group,  approximately  42  per  cent  of  men  suf- 
fered from  defective  vision,  compared  to  about  48 
per  cent  of  the  women.  In  the  over— K)  age  group, 
the  difference  was  even  more  marked — about  10 
to  12  per  cent  higher  for  women  than  for  men. 

Marked  diff’erences  also  are  found  in  break- 
downs by  occupation.  Clerical  and  administrative 
workers  top  the  list  of  visually  defective  persons 
in  one  study  reported  by  Patterns,  with  51  per 
cent  requiring  glasses.  At  the  other  end  of  the  list 
on  the  same  survey  are  drivers  of  mobile  equip- 
ment, with  only  27.2  per  cent  wearing  glasses. 

Industrial  workers  as  a group  seem  to  be  par- 
ticularly vulnerable  to  eye  trouble,  not  so  much 
because  of  any  inherent  weakness  as  because  of 
the  high  proportion  of  eye  injuries  that  occur  in 
industry. 

“One  thousand  eye  injuries  occur  every  day  of 
industrial  operation,”  P.vtterns  points  out,  add- 
ing that  at  least  90  per  cent  of  these  are  needless 
and,  aside  from  the  physical  and  economic  suffer- 
ing of  the  victim  and  his  family,  "are  highly  costly 
to  industry.” 

Most  of  these  injuries  could  he  avoided,  as  evi- 
denced by  the  outstanding  success  of  mandatory 
eve  safetv  programs  which  certain  industries  have 
instituted,  Patter.ns  reveals.  "One  large  Ohio 
plant  which  once  had  500  to  600  eye  injuries  a 
month  now  has  none.”  Another  plant,  in  the  East, 
has  saved  $1,000,000  in  compensation  costs. 

Old  Age — Chief  Culprit:  However,  industry’s 
role  in  accounting  for  the  high  prevalence  of  eye 
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disorders  is  minor  compared  to  the  chief  culprit 
— old  age.  Each  year,  30,000  Americans  become 
blind,  Patterns  says,  and  of  these  the  great  ma- 
jority are  blinded  by  diseases  associated  with  our 
increasing  life-span.  For  instance,  such  conditions 
as  senile  cataract,  glaucoma  and  other  diseases  of 
unknown  etiology  will  claim  38  per  cent — 11,300 
— of  the  newly  blind.  Other  diseases  like  diabetes 
and  vascular  ailments  will  account  for  6,300.  Infec- 
tious diseases  such  as  syphilis  and  trachoma  will  be 
responsible  for  only  1,300  of  the  newly  blind. 

Health  Insurance  Benefits  Double 
in  Five  Years 

American  families  received  about  $3.1  billion  in 
benefits  under  voluntary  health  insurance  during 
a 12-month  period  in  1957-58,  Health  Information 
Foundation  reported  recently — more  than  doul)le 
the  amount  for  a similar  period  five  years  earlier. 

In  its  monthly  statistical  bulletin.  Progress  in 
Health  Services,  the  Foundation  published  the 
third  in  a series  of  preliminary  reports  on  a study 
made  in  co-operation  with  the  National  Opinion 
Research  Center  of  the  University  of  Chicago.  A 
representative  cross-section  of  American  families 
were  interviewed  at  length  about  what  kinds  of 
medical  services  they  use  and  how  they  pay  for 
these  services. 

The  average  insured  family  in  1957-58  had  $80 
in  benefits  from  voluntary  health  plans,  the  Foun- 
dation revealed.  This  is  an  increase  of  78  per  cent 
over  the  $45  reported  in  a comparable  survey  for 
1952-53. 

I Insurance  benefits  now  pay  for  24  per  cent  of 
the  average  insured  family’s  total  hill  for  hospital, 
medical,  dental,  and  other  health  services,  the 
H.I.F.  report  said.  Five  years  earlier  the  figure 
was  only  19  per  cent. 

One  of  the  most  significant  findings  of  the  sur- 
vey, commented  George  Bugbee,  Foundation  presi- 
dent, is  that  families  with  unusually  heavy  costs  for 
health  care  have  been  helped  the  most  by  recent 
increases  in  insurance  benefits. 

For  example,  families  with  health  costs  of 
$1,000  and  over  averaged  $572  in  benefits  for 
1957-58  against  only  $362  in  1952-53.  Families 
spending  between  $750  and  $1,000  in  1957-58  re- 
ceived $257  in  benefits,  while  comparable  families 
in  1952-53  received  only  $204. 

Mr.  Bugbee  added,  however,  that  there  is  “still 
room  for  imjirovement’’  in  the  proportion  of 
unusually  heavy  medical  expenses  that  voluntary 
health  insurance  can  be  expected  to  cover. 

Among  families  with  annual  expenses  of  $500 
or  more  in  1957-58,  he  noted,  “only  24  per  cent 
have  50  per  cent  or  more  of  their  total  bill  reim- 


bursed by  insurance.  Benefits  paid  these  high-cost 
families  can  be  increased,  as  can  the  ])roportion  of 
families  who  receive  this  protection  against  high 
costs,  provided  the  public  is  willing  to  hear  the  cost 
of  increased  protection.’’ 

Many  persons  in  the  health  field  also  believe  that 
insurance  should  cover  a broader  range  of  pre- 
ventive measures  such  as  diagnostic  services,  Mr. 
Bugbee  said.  “There  is  evidence  that  such  services 
can  be  covered,  and  their  inclusion  under  health 
insurance  coverage  would  undoubtedly  encourage 
wider  use  by  the  public.’’ 

Fharmaceutical  Association  to  Study 
Impact  of  Drug  Costs 

The  Pharmaceutical  Manufacturers  Association 
announced  recently  the  implementation  of  a full- 
scale  probe  of  the  impact  of  medicine  costs  on  the 
American  public.  This  is  part  of  a major  public 
service  program  of  the  association,  according  to  its 
president.  Doctor  Austin  Smith. 

Doctor  Smith  said  the  full  resources  of  the 
P.M.A.  will  be  available  for  a broad  study  which 
will  “bring  together  in  one  place  information  which 
has  never  been  gathered  in  this  country  by  any 
source,  public  or  private.’’ 

Smith  said  the  P.M.A.  will  determine;  1)  The 
extent  of  use  of  prescription  drugs  by  the  general 
population ; 2 ) The  segments  of  the  population 
using  drugs  and  under  what  circumstances;  3) 
The  ways  in  which  drugs  are  being  ])rovided  in 
medical  care  programs ; 4 ) \Vhether  needed  drugs 
are  not  availalile  to  patients ; 5 ) Which  elements, 
if  any,  of  the  population  may  be  deprived  of  nec- 
essary drug  therapy  and  the  reasons  for  such  depri- 
vation if  it  exists  : 6)  The  true  relationship  of  pre- 
scription drugs  to  medical  care  needs  and  costs. 

Doctor  Smith  said  representatives  of  consumer 
groups  and  various  members  of  the  health  team 
will  be  asked  to  assist  in  the  study  with  a special 
industrv  group,  whose  membership  will  be  an- 
nounced shortly. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

5 North  Union  Street  Pawtucket,  R.  I. 

SHELDON  BUILDING 

7 Registered  Pharmacists 
Pharmacy  License  j^226 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  ^Medical 
Society  Library-  on  Monday,  March  7.  1960.  The 
meeting  was  called  to  order  by  the  president.  Doc- 
tor Irving  A.  Beck,  at  8:30  p.m. 

The  reading  of  the  minutes  of  the  previous  meet- 
ing was  omitted. 

The  secretary  reported  that  the  Executive  Com- 
mittee recommended  for  election  to  active  mem- 
bership in  the  Association  the  following:  Joseph 
Baruch,  m.d.  ; Glidden  L.  Brooks,  m.d.  : Henry  M. 
Litchman.  m.d. 

The  motion  was  made,  seconded,  and  unani- 
mouslv  adopted  that  the  applicants  recommended 
he  elected  to  active  membership. 

The  president  called  to  the  attention  of  the  mem- 
bership the  scientific  sessions  to  be  held  on  Wed- 
nesday, March  23.  under  the  auspices  of  the  Rhode 
Island  Heart  Association. 

He  also  announced  that  the  film.  First  Contact, 
which  the  Program  Committee  had  planned  to 
show  as  part  of  the  program  this  evening  was  not 
available  and  would  be  considered  for  a showing 
at  a future  meeting. 

Doctor  Beck  reported  that  Doctor  Donald  Co- 
valt  had  been  detained  in  Xew  York  and.  therefore. 
Doctor  John  Untereker,  medical  director  of  the 
Institute  of  the  Crippled  and  Disabled  of  Xew 
York  and  a stall  member  of  the  Institute  of  Phys- 
ical Medicine  and  Rehabilitation,  would  present 
the  subject  of  Rehabilitation  in  a General  Hospital 
and  the  Practice  Management  of  a Patient  zeith 
Hemiplegia. 

Doctor  Untereker  outlined  the  responsibility  of 
a department  of  physical  medicine  in  a general  hos- 
pital as  follows  : 

1.  Fractures.  After  definitive  orthopedic  therapy 
the  department  of  physical  medicine  super- 
vises exercises  designed  to  preserve  muscle 
function  and  to  prepare  the  patient  for  future 
weight  bearing.  The  physician  in  charge  must 
encourage  patient  co-operation. 

2.  Lozo  Back  Pain.  Here  attention  is  paid  chieflv 
to  posture  and  muscle  training  of  the  abdom- 
inal, ham  strings  and  abductor  muscles.  In- 
struction is  given  in  correct  back  use. 


3.  Degenerative  C.X.S.  Disease.  Remaining 
function  must  be  kept  intact  so  that  the  pa- 
tient may  maintain  the  function  of  natural 
living. 

4.  Diagnosis.  Electomyelography  is  a major 
diagnostic  tool  which  has  proved  verv  help- 
ful when  coupled  with  neourological  data. 

5.  Occupational  therapy  is  designed  to  maintain 
hand  skills  especially.  It  must  be  imaginative 
to  avoid  monotony. 

Speech  therapy  is  of  questionable  value  in  right 
hemiplegics  as  the  extent  of  natural  recoverv  can- 
not accurately  be  evaluated. 

The  department  of  physical  medicine  must  have 
the  active  co-operation  of  the  psychologists,  psy- 
chiatrists and  social  service  to  care  for  the  total 
patient  properly. 

^*ocational  rehabilitation  is  necessarv  in  selected 
patients  who  cannot  be  returned  to  their  previous 
occupations. 

In  treating  hemiplegics  due  to  cerebral  palsv  all 
medical  resources  must  be  pooled  and  all  potentials 
must  be  recognized  and  used.  ^Motivation  of  the 
patient  is  vital  to  success. 

Hemiplegia  following  cerebral  vascular  acci- 
dents requires  individualization  as  with  cerebral 
palsy.  The  patient  must  be  protected  from  con- 
tractures. He  should  sit  up  as  soon  as  possible  and 
proceed  rapidly  to  weight  bearing  and  return  to 
natural  living. 

Doctor  Joseph  H.  Dwinelle,  Director  of  the  De- 
partment of  Physical  ^Medicine  at  Rhode  Island 
Hospital,  led  the  discussion.  He  presented  a right 
spastic  hemiplegic  patient  on  whom  Doctor  Unte- 
reker demonstrated  some  of  the  principles  of 
proper  management. 

The  meeting  adjourned  at  10:20  p.m. 

Attendance  was  78. 

Collation  was  served. 

Respectfully  submitted. 

William  A.  Reid,  m.d.,  Secretary 
* * * 

A regular  meeting  of  the  Providence  Medical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  April  4,  1%0.  The 
meeting  was  called  to  order  by  the  president.  Doc- 
tor Irving  A.  Beck,  at  8:30  p.m. 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases . . . with  fewer  injections 


Dose : I cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 


For  additional  information,  write  Professional  Services,  Merck  Sharp  £ Dohme,  West  Point,  Pa. 


MERCK  SHARP  & DOHME, 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 

DIVISION  OF  MERCK  & CO.,  Inc.,  WEST  POINT,  PA. 
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The  reading  of  the  minutes  of  the  previous  meet- 
ing was  omitted. 

Nominees  for  Membership 

Doctor  William  A.  Reid,  secretary,  reported  that 
the  Executive  Committee  had  re\  iewed  and  ap- 
proved the  applications  for  active  membership  in 
the  Association  of  Doctors  Joseph  Dwinelle,  John 
F.  McCarthy,  and  Walter  Thayer. 

Action:  It  was  moved  that  the  nominees  be 
elected.  The  motion  was  seconded  and  passed. 

Amendments  to  the  By-laws 

The  secretary  reported  that  in  order  to  bring 
the  by-laws  of  the  Association  in  accord  with  those 
of  the  Rhode  Island  Medical  Society  and  the  Amer- 
ican Medical  Association,  the  Executive  Commit- 
tee had  approved  changes  as  follo3VS : 

ARTICLE  I,  Section  5.  Treasurer.  Delete  the 
following  from  this  section  : “.  . . having  first  given 
such  members  and  associate  members  sixty  days 
written  notice  as  provided  in  these  by-laws.  . . .” 

ARTICLE  III,  Membership.  Section  2.  Privi- 
leges of  Membership.  Delete  the  words  “sixty-five” 
and  substitute  the  word  “seventy”  in  the  third 
paragraph  so  that  the  reading  will  be ; “Any  mem- 
ber who  has  arrived  at  the  age  of  seventy  years, 
. . . etc.” 

Section  6.  Suspension  for  Delinquency  in  Pa\- 
ment  of  Dues.  Amend  the  section  to  read : “Any 
member  whose  annual  dues  have  not  been  paid  on 
or  before  Xovemher  30  of  each  calendar  year  shall 
be  suspended  from  membership  in  the  Associa- 
tion.” 

Section  7 . Forfeiture  of  Membership  for  Failure 
to  Pay  Dues.  “Any  member  who  fails  to  pay  his 
annual  dues  and  assessments  within  the  calendar 
year  shall  forfeit  his  membership  in  the  Associa- 
tion. Such  member  shall  not  be  eligible  for  re-elec- 
tion to  membership  until  all  his  undebtedness  shall 
have  been  paid.” 
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ARTICLE  I\b  Dues.  Section  1.  Assessment  of 
Dues.  Amend  to  read  "Dues  shall  be  levied  at  the 
annual  meeting  for  the  current  year,  and  shall  be 
payable  when  levied. 

“Applicants  elected  to  membership  after  Sep- 
tember 30  shall  be  exempt  from  dues  for  the  re- 
mainder of  that  calendar  year,  and  the  dues  deposit 
made  with  the  application  shall  be  applied  toward 
the  member’s  dues  for  the  ensuing  year.” 

W.  A.  Reid,  m.d..  Secretary 

These  changes  had  been  published  as  part  of  the 
announcement  to  the  membership  of  the  April  4th 
meeting.  He  explained  briefly  the  purpose  of  the 
amendments. 

Action:  It  was  moved  that  the  amendments  to 
the  by-laws  as  published  with  the  notice  of  the 
April  4 meeting  of  the  Association  be  adopted.  The 
motion  was  seconded  and  passed. 

Annual  Dinner  and  Golf  Tournament 

The  secretary  rejxirted  that  the  executive  com- 
mittee had  approved  of  the  plans  of  the  committee 
on  entertainment  for  the  annual  dinner  and  golf 
tournament  of  the  Association,  to  be  held  on  Wed- 
nesday, September  14,  at  the  X'ewport  Country 
Club. 

Awarding  of  Membership  Certificates 

Doctor  Beck  presented  certificates  of  member- 
ship to  the  physicians  elected  as  active  members  of 
tbe  Association  at  the  Alarch  meeting. 

Announcements  by  the  President 

Doctor  Beck  announced  that  the  Association  had 
lost  by  death  one  of  its  active  members  within  the 
month.  Doctor  Robert  E.  Martin,  and  also  that  a 
former  member,  Doctor  Gordon  J.  McCurdy,  had 
died  in  Phoenix,  Arizona,  on  February  14. 

The  members  present  stood  for  a minute  of  silent 
prayer. 

The  president  called  to  the  attention  of  the  mem- 
bers the  annual  Cancer  Conference  of  the  Rhode 
Island  Medical  Society  to  be  held  at  the  Medical 
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..fast,  effective,  & long  lasting  relief  from  automobile  worries 


1.  periodic  renewal  (trade-in)  of  your  car 

2.  proper  registration 

3.  ample  insurance  coverage 

4.  local  & state  taxes 

5.  breakdowns  due  to  “tired”  automobiles 


all  these  and  other  minor  “aches”  quickly  elim- 
inated when  you  lease  with  us.  releases  capital 
for  investment. 

DOSAGE:  moderate  monthly  rental  fees.* 


PA.  3-4700 


BROADWAY  AUTO  LEASE  CO.,  INC. 

766  BROADWAY,  PAWTUCKET,  R.  I. 
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STEWART  BUSINESS  EQUIPMENT  COMPANY 
DIAGNOSIS  FOR 
BUSY  DOCTORS 


SOUNDSCRIBER  SATELLITE  with  Magic  Memory 

Makes  dictation  push-button  easy. 

Only  the  mouthpiece  is  on  your  desk. 

With  combination  machine,  secretary  can  work  while  you  are  at  the  hospital. 

• Completely  transistorized  • Discs  can  be  mailed  in  regular  busi- 

• Records  and  plays  back  at  popular  envelopes 

331/3  R.P.M.  speed  • On-the-disc  secretarial  instructions 

As  many  as  five  separate  Satellite  stations  can  be  "tied-in”  to  one  Master 
Communicator,  or  Combination  Model. 

Soundscriber  is  the  convenient  way  to  record  case  histories,  notes 
and  observations  on  small  filable  plastic  discs.  You  simply  pick  up  the 
microphone,  push  a button  and  talk.  Soundscriber  is  the  world’s  finest 
complete  and  compatible  dictating  system. 

Call  JAckson  1-7020  to  arrange  for  a demonstration,  without  obligation. 


Stewart  Business  Equipment  Co. 

433  WESTMINSTER  STREET  • PROVIDENCE,  RHODE  ISLAND 
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BOOK  REVIEWS 


A DOCTOR  ENJOYS  SHERLOCK  HOLMES 
bv  Edward  J.  V'an  Liere.  \’antage  Press,  X.  Y., 
1959.  $3.00 

In  this  interesting  monographic  essay,  \’an  Liere 
reminds  us  of  the  master  proficiency  on  weather, 
anatomy,  brain  fever,  curare,  the  Portuguese  man- 
of-war,  the  neuroses,  botany,  surgery,  chemistry, 
endocrinology,  genetics,  zoology,  cardiology,  psy- 
chology, athletics,  therapy  and  general  practice. 

A good  source  of  information  on  sherlockiana. 

F.  Ronchese,  m.d. 

TEXTBOOK  OE  OTOLARYNGOLOGY  hv 
David  D.  DeW'eese  and  William  H.  Saunders. 
The  C.  iMosby  Company,  St.  Louis,  1960. 
$8.75 

This  is  a text  which  specifically  states  that  it  is 
designed  primarily  for  the  medical  student  and  the 


general  practitioner.  It  includes  in  its  coverage  of 
the  field  of  otolaryngolog}-  many  of  the  subjects 
often  omitted  in  the  standard  text ; that  is,  bron- 
choesophagology,  the  salivary  glands,  speech  dis- 
orders and  neck  tumors.  The  chapters  on  hearing 
losses  and  audiometry  conciselv  report  the  manv 
recent  advances  made  and  are  a must  for  the  phy- 
sician who  wants  to  remain  well  informed.  This 
book  is  unusually  well  illustrated  with  well-chosen 
photographs  and  drawings.  The  text  emphasizes 
diagnosis  and  treatment  in  a manner  that  enables 
the  reader  to  better  appreciate  and  understand  the 
specialty.  Recommended. 

Francis  L.  ^McXelis.  m.d. 

MEDICAL  UBR.ARY  HOURS 
8:30  -4.M.  to  4:30  P.M. 

In  August:  8:30  A.M.  to  1:00  P.M. 


Wherever  you  go 
forget  your  telephone 
calls.  We^ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 
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buttons  are  to  keep  people  warm 


cats  are  so  you  can  have  kittens 


REDISOL,  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children’s  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25,  50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injection  DSP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1, 5 and  10-cc.  vials). 


Drawings  reproduced  from  ‘'A  Hole  Is  to  Dig",  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  &.  Brothers. 

For  additional  information,  write  Professional  Services.  Merck  Sharp  & Oohme,  West  Point,  Pa. 

MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc.,  Philadelphia  i.  pa. 
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MEDICAL  AND  HEALTH  CARE  EOR  THE  AGED 
Extension  of  Remarks 

OF 

Hon.  Thomas  B.  Curtis,  of  Missouri 
in  the  House  of  Representatives 
Tuesday,  March  22,  1960 


Mr.  Curtis  of  Missouri.  Mr.  Speaker,  March  23 
I placed  in  the  Appendi.x  of  the  Record,  page 
A2634,  a speech  that  I gave  before  the  American 
Academy  of  General  Practice  — physicians  — at 
Kansas  City,  IMo.  Three  weeks  later  I gave  the 
same  speech  before  the  convention  of  ^Missouri  in- 
surance agents  in  St.  Louis,  IMo.  As  I stated  when 
I placed  this  in  the  Record,  I prepared  this  speech 
to  he  delivered  to  these  seemingly  diverse  groups. 
In  this  speech  I discuss  the  general  background  of 
the  problem  that  our  society  faces  of  medical  care 
and  hospital  care  for  the  aged. 

I had  expressed  the  belief  in  that  speech  that  the 
tremendous  progress  made  in  our  American  society 
in  advancing  the  well-being  of  all  American  citizens 
had  made  ineffective  the  demagoguery  which  was 
based  upon  using  the  Federal  Government  as  a 
means  of  transferring  wealth  from  the  have  to  the 
have-nots.  This  belief  is  right  now  being  placed  to 
a more  severe  test  than  I had  anticipated.  I am  won- 
dering if  indeed  it  is  true  that  we  can  have  a rational 
national  debate  on  the  subject  of  Federal  spending. 

A pressure  group  which  is  probably  the  most 
effectively  organized  for  political  action  of  any 
group  in  our  society  today  has  apparently  decided 
to  use  the  problem  of  medical  and  hospital  care  for 
the  aged  as  an  issue  to  test  whether  or  not  this  kind 
of  demagoguery  can  still  be  used  successfully.  This 
group  is  the  Americans  for  Democratic  Action,  of 
which  the  most  powerful  segment  is  the  Political 
Committee  on  Education  of  the  CIO-AFL,  domi- 
nated by  Walter  Reuther,  a member  of  the  ADA 
executive  committee.  The  COPE  of  the  CIO- 
AFL  apparently  has  decided  to  abandon  the  issue 
of  the  Landrum-Griffin  bill  for  the  1960  campaign 
and  see  whether  or  not  they  cannot  make  the  For- 
and  hill  which  professes  to  meet  an  aspect  of  the 
I)rohlem  of  the  medical  and  hospital  care  for  the 
aged  do  in  its  stead. 

Those  eligible  for  disability  benefits  would  not 
he  covered,  nor  would  the  measure  provide  for  pay- 
ments to  mental  or  tuberculosis  hospitals. 

Despite  the  fact  that  old  age  is  relative,  and  based 
upon  physiological  changes,  the  Social  Security  Act 
bases  it  on  birthdays  — 65  for  a man,  62  for  a 
woman. 

By  this  standard,  there  are  now  some  15.5  mil- 
lion Americans  over  65  who  can  lie  called  aged. 


This  group  is  li\  ing  evidence  that  we  have  the 
finest  system  of  scientific  medicine  in  the  world, 
and  that  our  standards  of  living  are  unparalleled 
in  history. 

Each  year,  our  older  population  will  increase. 
And  by  1970  this  fortunate  Nation  can  expect  to 
have  20  million  people  over  65. 

But  the  growing  numbers  of  our  aged  have,  to 
some  extent,  caught  us  unprepared.  For  example, 
we  are  only  beginning  to  understand  the  waste  of 
human  resources  involved  in  arbitrary  retirement 
of  these  people  because  of  their  chronological  age. 

And  so  millions  of  men  and  women — many  of 
them  as  healthy  and  as  capable  as  they  were  at  40 
— are  shelved  long  before  they  should  he,  long 
before  they  want  to  be. 

With  retirement,  cash  income  usually  drops.  And 
at  the  same  time,  the  need  for  health  care  services 
increases  until  it  is  about  twice  that  of  the  younger 
adult. 

It  is  this  combination  of  lower  income  and 
greater  need  for  health  services  that  has  led  some 
well-meaning  people  to  believe  that  medical  ex- 
pense is  the  most  critical  problem  besetting  our 
aged  population. 

In  their  opinion,  only  the  Federal  Government 
can  pro\  ide  an  adequate  answer. 

Against  this  liackground,  let  us  examine  the 
premises  upon  which  the  supporters  of  H.R.  4700 
base  their  arguments. 

Although  the  health  needs  of  our  older  people 
may  be  greater  than  those  in  other  age  groups,  are 
the  aged  too  poor  to  pay  for  their  own  medical  care  ? 

The  answer  is  that  some  are,  but  the  overwhelm- 
ing majority  are  not. 

We  are  told  that  three  fifths  of  all  people  65  and 
over  ha\  e less  than  $1,000  annual  income. 

Although  in  one  sense  accurate,  it  would  he  hard 
to  find  a more  misleading  statistic. 

It  is  equally  accurate  and  just  as  misleading  to 
state  that  in  1957 — the  most  recent  year  to  which 
that  misleading  figure  applies — 63.7  per  cent  of  all 
Americans  had  incomes  of  $1,000  or  less  per  year. 

In  1957  almost  half  of  those  persons  over  14 
years  of  age  also  had  incomes  of  $1,000  or  less  per 
vear.  And  47  per  cent  of  those  between  the  ages  of 
14  and  65  had  incomes  below  $1,000  a year. 

continued  on  page  3.^8 
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For  topical  infections, 

choose  a ‘B.  W.  & Co.  ’’  ‘SPORIN’. . . 


CORTISPORIN 


brand  OINTMENT 


■ © Combines  the  anti- 
' inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 


Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  llnits 
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\ brand  ANTIBIOTIC  OINTMENT 

Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 

... 

1 

Each  gram  contains: 

‘Aerosporin’®  brand  Zinc  Bacitracin 500  Units 

Polymyxin  B Sulfate 10,000  Units  in  a special  petrolatum  base. 
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LONG-TERM  DISABILITY 
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TODAY!  GAspee  I-I39I 


RHODE  ISLAND  MEDICAL  JOURNAL 

MEDICAL  AND  HEALTH  CARE 
FOR  THE  AGED 

continued  from  pa$e  336 

Supposing  we  organize  a social  clnl)  with  only 
two  requirements  for  membership:  First,  that  no 
wives  had  incomes  of  their  own ; and  second  that 
all  husbands  earned  at  least  $25,000  a year. 

If  we  used  the  same  statistical  techniques  as 
those  employed  in  compiling  the  figure  of  “three 
fifths  of  all  people  65  and  over  have  less  than  $1 ,000 
annual  income,"  we  could  come  up  with  this  state- 
ment : 

Half  the  members  of  this  social  club  have  in- 
comes of  less  than  $1,000  a year. 

Obviously,  the  money  income  figure  cited  by  the 
Department  of  Health,  Education,  and  Welfare 
for  those  65  and  over  is  of  little  help  to  us  in  con- 
sidering the  financial  problems  of  the  aged. 

Income  drops  after  retirement,  yes.  But  no  age 
group  is  likely  to  have  as  favorable  a liquid  asset 
ptisition  as  the  aged,  74  per  cent  of  whom  now  own 
liquid  assets  in  one  form  or  another. 

Furthermore,  the  needs  of  the  aged  person  are 
usually  modest.  The  heavy  expenses  of  raising  a 
family  are  behind.  For  the  most  part,  homes  are 
paid  for.  In  fact,  according  to  OASI,  “almost  three 
in  every  four  beneficiary  couples  owned  their  own 
homes— most  of  them  free  of  mortgage — and  the 
median  equity  in  nonfarm  homes  for  the  home- 
owners  was  $8,360.” 

Only  4 per  cent  live  in  the  homes  of  relatives. 

A survey  in  1957  by  the  Xational  Opinion  Re- 
search Center  determined  that  only  9.6  per  cent  of 
those  interviewed  would  be  unable  to  pay  a med- 
ical bill  of  $500. 

And  so  when  we  consider  the  financial  resources 
of  the  aged,  we  can  do  it  sensibly  only  if  we  know 
how  many  have  income  from  employment,  social 
security,  jiensions,  annuities,  savings,  investments, 
insurance,  or  other  assets. 

We  can  only  measure  financial  resources  intelli- 
gent! v if  we  consider  them  in  terms  of  family  in- 
come and  assets,  not  individual  income  and  assets. 

And  when  we  attempt  to  figure  out  the  number 
of  people  who  cannot  afford  adequate  health  care, 
we  must  know  how  many  already  receive  it  from  a 
religious  group,  a fraternal  group,  through  mem- 
bership in  a union,  as  ex-seamen,  as  members  of 
the  Armed  Forces,  as  professional  courtesy,  as 
members  of  specific  religious  orders,  as  veterans 
entitled  to  compensation  and  care. 

We  know,  for  instance,  that  16  per  cent  of  the 
aged  are  public  welfare  recipients.  As  such,  under 
federally  aided  jHiblic  assistance  programs,  they 
are  eligible  to  receive  medical  care. 

We  do  not  know  the  answers  to  questions  like 
these : 

How  much  do  the  families  of  the  aged  help  out? 
.And  how  many  of  our  older  jieople  are  affluent? 


1 
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My  point  is  that  the  economic  problems  of  older 
people  are  not  only  complex  and  diverse,  hut  dif- 
ficult to  analyze  precisely.  Yet  it  is  suggested  that 
we  take  a serious  and  irreversible  legislative  action, 
with  tremendously  important  consequences,  with 
no  real  guideposts. 

We  are  being  asked  to  grope  our  way  through 
the  statistical  darkness  on  the  ofif-chance  that  we 
will  stumble  into  an  effective  solution. 

No  one  denies  that  there  are  instances  of  severe 
hardship  among  our  older  people — or  among  any 
other  age  group,  for  that  matter.  Such  cases  do 
exist,  although  to  what  degree  we  can  only  guess. 

Certainly  the  weight  of  sound  evidence  seems  to 
suggest  one  conclusion : 

The  financial  and  health  problems  of  the  aged 
have  been  considerably  exaggerated  by  the  pro- 
ponents of  Forand-type  legislation.  And  on  the 
basis  of  the  facts  as  we  presently  know  them,  it  is 
impossible  to  justify  the  creation  of  a massive  Fed- 
eral mechanism  for  compulsory  national  health 
insurance — even  though  that  mechanism  would 
deal  only  with  a single  and  somewhat  artificially 
determined  category. 

Implicit  in  the  thinking  of  those  who  support 
H.R.  4700  is  the  belief  that  the  health  care  needs 
of  older  people  can  be  conveniently  separated  from 
their  other  needs.  Nothing  could  be  a greater  mis- 
take. Some  of  our  aged  have  many  needs — in  hous- 
ing, in  recreation,  in  preparation  for  retirement,  in 
finding  acceptance,  and  understanding  within  the 
community,  in  developing  new  interests,  in  using 
talents,  and  capabilities. 

As  an  example  of  how  interrelated  the  needs  of 
the  aged  can  be,  a former  housing  commissioner 
of  the  State  of  New'  York  has  pointed  out  that 
hospital  confinement  of  older  people  could  be  re- 
duced by  20  per  cent  if  adequate  housing  were 
made  available  for  them. 

Further,  the  Nation’s  doctors  have  repeatedly 
stated  that  no  person,  regardless  of  age.  needs  to 
forego  a physician’s  services  because  of  inability 
to  pay. 

Expert  medical  testimony  before  the  House 
Ways  and  Means  Committee  establishes  another 
point : the  aged  have  individual  health  needs.  As 
Dr.  Frederick  C.  Swartz  told  the  Ways  and  Means 
Committee : 

Care  for  any  segment  of  our  population — the 
aged  included — calls  for  a co-operative  attack  on 
the  problem  by  nurses,  doctors,  hospitals,  social 
workers,  insurance  companies,  community  lead- 
ers, and  others.  It  requires  flexibility  of  medical 
technique — an  ingredient  which  would  unques- 
tionably vanish  the  moment  Government  estab- 
lishes a health  program  from  a blueprint  calling 
for  mass  treatment. 


In  the  case  of  the  aged,  their  health  problem 
primarily  involves  acute  illness  and  the  so-called 
degenerative  diseases.  In  a very  large  percentage 
of  cases,  the  main  need  is  not  for  an  expensive 
hospital  stay  or  a surgical  operation,  hut  for 
medical  care  at  home  or  in  the  doctor’s  office.  In 
other  cases,  the  important  requirement  is  nurs- 
ing care  in  the  patient’s  home,  or  the  home  of 
relatives.  And  in  still  others,  custodial  care  in  a 
nursing  home,  or  public  facility  may  be  the  only 
answer.  The  point  is  that  the  medical  needs  of 
this  particular  segment  of  the  aged  are  subject 
to  countless  variations. 

The  Forand  bill,  let  me  point  out,  wishes  not 
only  to  grant  the  aged  population  most  needy  as- 
sistance but  also  to  move  the  Federal  Government 
into  the  very  area  of  medical  care  where  private 
insurance  is  now  most  efiective — the  area  of  hos- 
pitalization and  surgery. 

. . . Reprinted  from  the  Appendi.x,  Congrcs- 
sioiial  Record,  March  28,  1960 


"Most  older  people  are  in  good  health.  There 
are  no  such  things  as  diseases  of  the  aged.  There 
are  diseases  among  the  aged,  just  as  there  are  dis- 
eases to  be  found  in  any  age  group. 

"We  hear  a great  deal  about  the  prevalence  of 
so-called  'chronic  illness’  among  older  people.  And 
so  there  is.  But  the  term  is  generally  misunder- 
stood. 

"The  term  'chronic’  simply  refers  to  a recurrent 
condition,  or  one  that  persists  over  a period  of 
time.  It  does  not  mean  disability. 

"I,  for  example,  am  chronically  ill.  I have  im- 
paired hearing  and  use  a hearing  aid.  But  I am 
neither  disabled  nor  incapacitated. 

"A  diabetic  is  chronically  ill  but,  with  the  help 
of  insulin,  can  lead  a perfectly  normal  life.  Just  a 
few  years  ago  a diabetic  played  on  our  Davis  Cup 
Tennis  team. 

"The  chronically  ill  are  simply  impaired.  Cer- 
tain medical  conditions  limit  certain  of  their 
capacities.  They  are  not  necessarily  disabled. 

"That  is  why  I make  the  point  that  most  of 
our  older  people  are  in  good  health.  They  should 
not  be  thought  of  as  debilitated  and  sick,  for  in 
the  main  they  are  not.’’ 

. . . Abstracted  from  a statement  made  by  Dr. 
James  Z.  Appel,  a trustee  of  the  American 
Medical  Association,  to  the  subcommittee 
on  Problems  of  the  Aged  and  Aging,  Sen- 
ate Labor  and  Public  Welfare  Committee, 
April  4,  I960. 
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Give  her  a breathtakingly  beau- 
tiful Harris  Mink  scarf,  cape, 
stole,  jacket  or  coat . . in  flatter- 
ing remembrance  of  years  past, 
forever  cherished  through  all  the 
years  ahead. 

WILLIAM  H._ 

New  England’s  Largest  Exclusive  Furrier 
400  Westminster  Street 

Oor  2nd  Half-Century  of  Fine  Fur  Tradition 


DON’T  GRIPE  — WRITE 

Your  spokesmen  in  Washington  are  the  two 
Senators  from  this  State  and  the  Representative 
from  the  32d  Congressional  District.  In  Albany 
they  are  your  State  senator  and  assemblyman. 

This  is  true  whether  they  represent  the  political 
party  to  which  you  belong  or  an  opposing  party. 
Once  they  have  been  elected  to  public  office  they 
represent  all  the  preople. 

But  they  cannot  be  expected  to  do  a good  job 
for  you  unless  they  understand  your  views  and 
you.  in  turn,  understand  their  problems.  They 
need  and  want  the  opinions  of  all  their  con- 
stituents. 

It  must  be  remembered  that  a public  official’s 
first  obligation  is  to  his  constiments.  Their  views 
are  always  given  first  place  in  his  thoughts.  Accu- 
rate and  useful  information  sent  by  voters  in  his 
district  is  always  appreciated.  When  he  hears  from 
"back  home”  it  shows  him  the  people  know  he  is 
alive  and  are  interested  in  what  he  is  doing. 

Until  we  realize  our  representatives  welcome 
our  views  and  we  take  the  trouble  to  make  them 
known,  our  relations  in  Washington  and  Albany 
will  not  be  what  they  could  be  — or  ought  to  be. 

Remember,  too,  you  don’t  have  to  wait  until 
you  have  a complaint  to  register.  Our  elected  offi- 
cials are  human,  too,  and  a pat  on  the  back  is 
appreciated  by  them  as  it  is  by  you.  The  important 
thing  is:  Don’t  gripe  — write. 

...Editorial,  Amsterdam  (N.  Y. ) Evening 
Recorder,  March  28,  I960,  as  reprinted 
in  the  Appendix,  Congressional  Record, 
April  4,  I960 
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Lilirarv  on  \\'ednesday,  .\pril  20,  and  also  the 
149th  Annual  Meeting  of  the  Society  to  be  held 
on  Tuesday,  May  10  and  M’ednesdav,  Mav  11. 

Scientific  Program 

Doctor  Beck  reported  that  Captain  Anderson  of 
Quonset,  who  had  been  originally  scheduled  to 
address  the  Association  had  been  called  out  of  the 
country  within  the  week.  He  expressed  his  appre- 
ciation to  Doctors  Herbert  Fanger,  pathologist  and 
chief  of  laboratories,  Rhode  Island  Hospital,  and 
Thomas  H.  Murphy,  chief.  Division  of  Cancer, 
State  Health  Department,  for  their  willingness  to 
present  the  program  on  such  short  notice  on  the 
subject  of  Cancer  in  Situ  of  flic  Uterine  Cervix. 

Doctor  Fanger  presented  the  report  in  which  he 
summarized  as  follows : 

Histologic  and  topographic  studies  have  been 
made  on  .^2  cone  biopsies  of  the  cervix  containing 
carcinoma-in-situ  and  on  1 1 cases  of  atypical  hyper- 
plasia. 9 of  "borderline”  type.  Cone  biopsy  appeared 
to  be  more  desirable  than  other  biopsy  techniques 
because  carcinoma-in-situ  occasionally  occurred  in 
the  endocervis  and  may  not  be  included  in  the 
biopsy  sample  unless  it  is  an  adequate  one.  In  addi- 
tion. although  frequently  the  tumor  grew  as  a con- 
tinuous sheet  over  large  areas  of  the  endocervix,  in 
20  of  .^2  cases,  the  tumor  was  found  in  only  1 or  2 
segments.  Therefore,  the  one  biopsy  would  be 
more  likely  to  detect  the  lesion  than  a more  lim- 
ited biopsy. 

Superficial  stromal  invasion  was  infrequently 
seen  and  when  present  was  not  considered  to  alter 
the  prognosis. 

There  were  two  unusual  cases  of  carcinoma  in 
situ  with  lymphatic  invasion.  In  one.  the  Ivmphatic 
permeation  was  unusually  extensive,  and  there 
were  metastases  to  regional  lymph  nodes,  despite 
the  minimal  carcinoma-in-situ  and  stromal  involve- 
ment. 

The  complete  paper  is  scheduled  to  appear  in 
Surgery.  Gynecology  .vxd  Obstetrics.  Tulv. 
1960. 

The  lecture  was  discussed  hv  Doctors  Henry  C. 
McDuff,  Jr..  Thomas  Perry.  Jr.,  and  Sumner 
Raphael. 

Adjournment 

The  meeting  adjourned  at  9:30  p.m. 

.\ttendance  was  55. 

Collation  was  served. 

Respectfully  submitted, 

W illiam  A.  Reid,  m.d..  Secretary 

MEDICAL  LIBRARY  HOURS 
8:30  A.M.  to  1:00  P.M.  during  .4ugust 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


Tz(.’cnt\-two  iiczu  titles  hare  been  added  to  the 
Davenport  Collection  and  arc  az'ailable  for  circu- 
lation: 

A BOOK  THAT  SHOOK  THE  WORLD. 
Anniversary  Essays  on  Charles  Darwin’s  “Origin 
of  the  Species.’’  Hniversity  of  Pittsburgh  Press, 
Pittsburgh,  1958. 

Laurence  Brander  — TOBIAS  SMOLLETT. 
Longmans,  Green  & Co.,  Lond.,  1951. 

A.  J.  Cronin  — THE  NORTHERN  LIGHT. 
Little,  Brown  & Co.,  Boston,  1958. 

Thomas  A.  Doolev— THE  EDGE  OF  TOMOR- 
ROW. Farrar,  Straus  & Cudahy,  N.Y.,  1958. 
Rene  Dubos — MIRAGE  OF  HEALTH.  Utopias, 
Progress,  and  Biological  Change.  Harper  & Broth- 
ers, N.Y.,  1959. 

Georges  Guillain— J.  M.  CHARCOT.  1825-1893. 
His  Life — His  \\  ork.  Edited  and  translated  by 
Pearce  Bailey.  Paul  B.  Hoeber,  Inc.,  N.Y.,  1959. 
A.  G.  L.  Ives— BRITISH  HOSPITALS.  Collins, 
Lond.,  1948. 

Hannes  Lindemann — ALONE  AT  SEA.  Edited 
bv  Jozefa  Stuart.  Random  House,  N.Y.,  1958. 
Eleazar  Lipsky— THE  SCIENTISTS.  Appleton, 
Centurv,  Crofts.  Inc.,  N.Y.,  1959. 

Ralph  H.  Major— DISEASE  AND  DESTINY. 
LOGAN  CLENDENING.  Logan  Clendening 
Lectures  on  the  History  and  Philosophy  of  Medi- 
cine. 8th  series.  University  of  Kansas  Press,  Law- 
rence, 1958. 

W.  Somerset  Maugham— POINTS  OF  VIEW. 
Doubleday  & Co.,  Inc.,  Garden  City,  1959. 

Andre  Maurois— THE  LIFE  OF  SIR  ALEX- 
ANDER FLEMING,  Discoverer  of  Penicillin. 
Translated  from  the  French  by  Gerard  Hopkins 
and  with  an  Introduction  by  Professor  Robert 
Cruickshank.  E.  P.  Dutton  & Co..  Inc.,  N.Y..  1959. 
A PSYCHIATRIST’S  WORLD.  The  .Selected 
Papers  of  Karl  Menninger,  M.D.  Edited,  with  an 
Introduction  by  Bernard  H.  Hall.  Foreword  by 
Marion  E.  Kenworthv.  The  Viking  Press,  N.Y., 
1959. 

Daniel  Paul  (A.  W.  Lipmann-Kessel ) & John  St. 
John— SURGEON  AT  ARMS.  W.  W.  Norton 
& Co.,  Inc.,  N.Y.,  1958. 

Samuel  Rapport  & Helen  Wright,  editors  — 
GREAT  ADVENTURES  IN  .MEDICINE. 
Dial  Press,  N.Y.,  1956. 


Leonard  G.  Rowntree — AMID  MASTER.S  (9F 
TWENTIETH  CENTURY  MEDICINE.  A 
Panorama  of  Persons  and  Pictures.  With  an  in- 
troduction by  George  F.  Lull.  Charles  C Thomas, 
Springfield,  111.,  1958. 

P E.  Schmidt— DICTIONARY  OF  MEDICAL 
SLANG  AND  RELATED  ESOTERIC  EX- 
PRESSIONS. Charles  C Thomas,  .Si)ringfield, 
111.,  1959. 

J.  E.  Schmidt  — MEDICAL  DISCOVERIES. 
W’ho  and  W hen  . . . Charles  C Thomas,  .Spring- 
field,  111.,  1959. 

R.  R.  Simpson — SHAKESPEARE  AND  MED- 
ICINE. E.  & S.  Livingstone  Ltd.,  Edin.  & Lond., 
1959. 

Charles  Singer  — A SHORT  HISTORY  OF 
ANATOMY  AND  PHYSIOLOGY  FROM 
THE  GREEKS  TO  HARVEY.  Dover  Publica- 
tions, Inc.,  N.Y.,  1957. 

William  Carlos  Wdlliams— PATERSON.  Book 
Five.  New  Directions,  N.Y.,  1958. 

William  Carlos  Williams  — YES,  MR.S.  WHL- 
LIA.MS.  McDowell,  Obolensky,  N.Y.,  1959. 

The  ]’ctcrinar\  Collection  has  acquired  the  fol- 
lozoing  volumes: 

William  Arthur  Hagen  & Dorsey  William  Bruner 
— THE  INFECTIOUS  DISEASES  OF  DO- 
MESTIC ANIMALS  WITH  SPECIAL  REF- 
ERENCE TO  ETIOLOGY,  DIAGNOSIS, 
AND  BIOLOGIC  THERAPY.  3rd  ed.  Comstock 
Ihiblishing  Associates,  Ithaca,  1957. 

Hilton  Atmore  .Smith  & Thomas  Carl  vie  Jones — 
VETERINARY  PATHOLOGY.  Lea  & Felfiger, 
Phil.,  1957,  repr.  1958. 

Alfred  Trautmann  & Josef  Fiebeger — FUNDA- 
MENTALS OF  THE  HISTOLOGY  OF  DO- 
MESTIC AN^IMALS.  Translated  and  revised 
from  the  eighth  and  ninth  German  edition  by 
Rol)ert  E.  Hahel  & Ernst  L.  Biheivstein.  Comstock 
Publishing  Associates,  Ithaca,  1957. 

The  generosity  of  the  Rhode  Island  Wterinary 
Aledical  Association  enables  us  to  buy  needed 
books  in  this  field. 

Other  purchases  zvere: 

.Silvano  Arieti  & others,  editors — AMERICAN 
HANDBOOK  OF  PSYCHIATRY.  2 vols.  Basic 
Books.  Inc.,  N.Y.,  1959. 
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Richard  Travis  Atkins  & Tane  McGlennon  Atkins 
—THE  WORLD  TRAVELER'S  MEDICAL 
GCIDE.  Simon  & Schuster,  XA’..  1958. 

John  H.  Bland— ARTHRITIS.  Medical  Treat- 
ment and  Home  Care.  The  Macmillan  Company, 
X.Y.,  1960. 

Sydney  M.  Cockerell— THE  REPAIRING  OF 
BOOKS.  Sheppard  Press.  Lond.,  1958. 
COLLECTED  PAPERS  OF  THE  MAYO 
CLINIC  AND  THE  MAYO  FOUNDATION, 
vol.  50,  1958.  W.  B.  Saunders  Co.,  Phil.,  1959. 
DIRECTORY  OF  THE  MEDICAL  LIBRARY 
ASSOCIATION.  Foreword  by  John  F.  Fulton. 
Shoe  String  Press,  Inc.,  Hamden,  Conn.,  1959. 
Robert  H.  Durham  — ENCYCLOPEDIA  OF 
MEDICAL  SYNDROMES.  Paul  B.  Hoeber, 
Inc.,  N.Y.,  1960. 

.Alfred  Hurwitz  & George  .A.  Degenshein — MILE- 
STONES IN  IMODERN  SURGERA'.  With  a 
Foreword  by  J.  Englebert  Dunphy.  Hoeber- 
Harper  Books,  N.Y.,  1958. 

S.  Leon  Israel — Mazer  & Israel’s  DLAGNOSIS 
AND  TRE.ATMENT  OF  MENSTRUAL  DIS- 
ORDERS AND  STERILITY.  4th  ed.  Paul  B. 
Hoeber,  Inc.,  1959. 

Elliott  P.  loslin  & others — THE  TRE.ATMENT 
OF  DI.ABETES  MELLITUS.  10th  ed.  rev.  Lea 
& Febiger,  Phil.,  1959. 

Janies  Howard  Means — W.ARD  4.  The  Mallinck- 
rodt  Research  M'ard  of  AIGH.  With  a Foreword 
by  Charles  Sidney  Burwell.  Harvard  University 
Press,  Cambridge,  1958. 

THE  MERCK  INDEX  OF  CHEMICALS  .AND 
DRL^GS.  An  Encyclopedia  for  Chemists.  Pharma- 
cists. Physicians,  and  Members  of  .Allied  Profes- 
sions. Rahway,  N.J.,  1960. 

William  Montagna— THE  STRUCTURE  AND 
FUNCTION  OF  SKIN.  .Academic  Press,  N.Y.. 
1956. 

Oscar  E.  Nvbakken— GREEK  AND  LATIN  IN 
SCIENTIFIC  TERMINOLOCY'.  Iowa  State 
College  Press.  .Ames,  Iowa,  1959. 
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PROGRESS  IN  NEUROLOGY  AND  PSA’- 
CHLATRA'.  .An  .Annual  Review  edited  bv  E.  A. 
Spiegel.  \M1.  14.  Grune  & Stratton,  N.AL,  1959. 
Siegfried  J.  Thannhauser  — LIPIDOSES.  Dis- 
eases of  the  Intracellular  Lipid  Metabolism.  Grune 
& Stratton,  N.A'.,  1958. 

YEAR  BOOK  OF  C.ANCER,  1958-1959  Series. 
Compiled  and  edited  by  Randolph  Lee  Clark.  Jr. 
and  Russell  W.  Cumley.  The  A'ear  Book  Publish- 
ers. Inc.,  Chic.,  1959. 

YEAR  BOOK  OF  DRUG  THERAPY,  1959- 
1960  Series.  Edited  by  Harry  Beckman.  The  A'ear 
Book  Publishers,  Inc.,  Chic.,  1960. 

YEAR  BOOK  OF  ENDOCRINOLOGA’,  1958- 
1959  Series.  Edited  by  Gilbert  S.  Gordan.  The 
A'ear  Book  Publishers,  Inc.,  Chic.,  1959. 

YEAR  BOOK  OF  GENER.AL  SURGERY, 
1959-1960  Series.  Edited  bv  Michael  E.  DeBakey. 
\\'ith  a Section  on  .Anesthesia  edited  by  Stuart  C. 
Cullen.  The  A’ear  Book  Publishers,  Inc.,  Chic., 
1959. 

YE.AR  BOOK  OF  MEDICINE,  1959-1960 
Series.  Edited  by  Paul  B.  Beeson  & others.  The 
A’ear  Book  Publishers,  Inc.,  Chic.,  1959. 

YEAR  BOOK  OF  P.ATHOLOGY  AND  CLIN- 
ICAL PATHOLOGY.  1958-1959  Series.  Edited 
by  William  B.  Wartman.  The  A’ear  Book  Pub- 
lishers, Inc.,  Chic.,  1959. 

Rcvie'cU  t’olitincs  from  the  Rhode  Island  Med- 
ical Journal  zvere: 

Tames  H.  .Allen,  editor— STRABISAIUS  OPH- 
TH.ALMIC  SA’.MPOSIU.M  IT  The  C.  A’.  Mosbv 
Co.,  St.  L..  1958. 

Maude  Behrman — .A  COOKBOOK  FOR  DI.A- 
BETICS.  Recipes  from  the  ADA  Forecast.  Edited 
bv  Leonard  Louis  Levinson.  .American  Diabetes 
.Association,  X’.A’.,  1959. 

Smiley  Blanton  and  .Arthur  Gordon — NOW’  OR 
NE\’ER.  The  Promise  of  the  Aliddle  A’ears.  Pren- 
tice-Hall. Inc.,  Englewood  Cliffs,  N.J.,  1959. 
Lawrence  R.  Boies  — FUND.AMEX’T.ALS  OF 
OTOLARA’GOLOGY.  .A  Textbook  of  Ear,  Nose 
and  Throat  Diseases.  .Ud  ed.  W.  B.  Saunders  Co., 
Phil.,  1959. 

.Morris  W.  Brody  — OBSERV.ATIONS  ON 
DIRECT  .AN.ALA’SIS.  The  Therapeutic  Tech- 
nique of  Dr.  John  X’.  Rosen.  \’antage  Press,  X’.A’., 
19.59. 

Christopher’s  MIX’OR  SL’RGERA’.  Edited  by 
.Alton  Ochsner  and  Michael  E.  DeBakey.  W.  B. 
Saunders  Co.,  Phil.,  1959. 

Ciba  PMundation  — PAIN  .AND  ITCH.  Study 
Group  No.  1.  In  Honour  of  Prof.  med.  Dr.  A'.  Zot- 
terman.  Editors  for  the  Ciba  Foundation.  G.  E.  W. 
Wolstenholme  and  Alaeve  O’Connor.  Little.  Brown 
& Co.,  Bost.  (1960). 

T.  L.  Cleave  — F.AT  CONSUMPTION  AND 
CORON.ARA'  DISE.ASE  : The  Evolutionary  .An- 
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swer  to  this  Problem  . . . Philosophical  Library, 
X.Y..  1958. 

Commission  on  Chronic  Illness — CARE  OF  THE 
LOXG-TERM  PATIEXT.  Vol.  2.  Harvard  Uni- 
versity Press.  Cambridge,  1956. 

Harry  F.  Dowling  & Tom  Jones — THAT  THE 
PATIEXT  MAY  KXOWv  An  Atlas  for  use  by 
the  Physician  in  Explaining  to  the  Patient.  \\’.  B. 
Saunders  Co.,  Phil.,  1959. 

Robert  H.  Dreisbach— HAXDBOOK  OF  POI- 
SOXIXG;  Diagnosis  and  Treatment.  2nd  ed.  Los 
.-Mtos,  Calif.  Lange  Medical  Publications.  1959. 
Henri  L.  DuVries  — SURGERY  OF  THE 
FOOT.  The  C.  V.  Mosby  Co.,  St.  L.,  1959. 
John  W.  Gofman,  Alex  V.  Xichols  and  E.  Virginia 
Dobbin  — DIETARY  PREVEXTIOX  AND 
TREATMEXT  OF  HEART  DISEASE.  G.  P. 
Putnam’s  Sons,  X".Y.,  1958. 

James  D.  Hardy,  James  C.  Griffin.  Jr.  & Jorge  A. 
Rodriguez — -BIOPSY  MANUAL.  W.  B.  Saun- 
ders Co.,  Phil.,  1959. 

Herman  E.  Hilleboe  and  Granville  W.  Larimore, 
editors— PREVENTIVE  MEDICINE.  Princi- 
ples of  Prevention  in  the  Occurrence  and  Progres- 
sion of  Disease.  W’.  B.  Saunders  Co.,  Phil.,  1959. 
Israel  S.  Wechsler — A TEXTBOOK  OF  CLIN- 
ICAL NEUROLOGY.  8th  ed.  \V.  B.  Saunders 
Co..  Phil.,  1958. 

Albert  G.  Love,  Eugene  L.  Hamilton  and  Ida 
Levin  Heilman  — TABULATING  EQUIP- 
MENT AND  ARMY  MEDICAL  STATIS- 
TICS. Office  of  the  Surgeon  General,  Department 
of  the  Army,  W’ash.,  D.C.,  1958. 

Medical  Department,  U.  S.  Army — PREVENT- 
IVE MEDICINE  IN  WORLD  WAR  H.  Vol. 
IV.  Communicable  Diseases  Transmitted  Chiefly 
through  Respiratory  and  Alimentary  Tracts. 
Wash.,  D.C.,  1958.  ' 

Medical  Department,  U.  S.  Army  — NEURO- 
SURGERY IN  WORLD  WAR  IL  Vol.  1.  Wash., 
D.C.,  1958. 

Isadore  Meschan  and  R.  M.  F.  Farrer-Meschan 
— AN  ATLAS  OF  NORMAL  RADIO- 
GRAPHIC  ANATOMY.  W.  B.  Saunders  Co., 
Phil.,  1959. 

Francis  D.  Moore— METABOLIC  CARE  OF 
THE  SURGICAL  PATIENT.  W.  B.  Saunders 
Co.,  Phil.,  1959. 

John  H.  Moyer  & others,  editors — HYPERTEN- 
SION’^. The  first  Hahnemann  Symposium  on  Hv- 
])ertensive  Disease.  W.  B.  Saunders  Co.,  Phil., 
19.59. 

Eugene  B.  Mozes — LIVIX^G  BEYOND  YOUR 
HEART  ATTACK.  Prentice-Hall,  Inc.,  Engle- 
wood Cliffs,  X.J.,  1959. 

Waldo  E.  Nelson,  editor  — TEXTBOOK  OF 
PEDIATRICS.  7th  ed.  W.  B.  Saunders  Co.,  Phil., 
19.59. 


JOSEPH  L.  McDonald  & son,  inc. 

Registered  Pharmacists 

Corner  of  Lloyd  and  Elmgrove  Avenues 
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Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 
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COAL  OIL 
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DExter  1-3315 
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Joseph  H.  Peck  — WHAT  NEXT.  DOCTOR 
PECK?  Prentice-Hall,  Inc.,  Englewood  Clifts, 
X.J.,  1959. 

Edward  Podolsky,  editor  — THE  X'EUROSES 
AXD  THEIR  'TREATWEXT.  Philosophical 
Library.  X".Y.  (19:'8l. 

William  J.  Potts  — SURGEOX  AXD  THE 
CHILD.  \\’.  B.  Saunders  Co..  Phil..  1959. 
Edward  H.  Richardson — A DOCTOR  REiMEM- 
BERS.  \’antage  Press.  X.Y..  1959. 

Stuart  T.  Ross  — SYXOPSIS  OF  TREAT- 
MEXT  OF  AXORECTAL  DISEASES.  The 
C.  W iMosby  Co.,  St.  L.,  1959. 

Paul  I.  Sanazaro,  editor  — CURREX’T  MED- 
ICAL REFEREXCES.  Lange  ^ledical  Publica- 
tions. Los  Altos,  Calif. 

Hans  Seh-e  — THE  CHEMICAL  PREVEX- 
TIOX  OF  CARDIAC  XECROSES.  Ronald 
Press  Co.,  X.Y.,  1958. 

Boris  Sokoloft’ — DOCTOR  STRAX’D.  \'antage 
Press.  X.Y..  1959. 

Tulian  A.  Sterling— A PRACTICAL  GUIDE  TO 
GEXERAL  SURGICAL  MAXAGEMEXT. 
\'antage  Press.  X.Y..  1959. 

Edward  J.  \’an  Liere— A DOCTOR  EXJOYS 
SHERLOCK  HOLMES.  \’antage  Press,  X'.Y., 
1959. 

Curt  S.  Wachtel— YOUR  :\HXD  CAX  iMAKE 
YOU  SICK  OR  WELL.  Prentice-Hall,  Inc..  En- 
glewood Cliffs,  X’.  J.,  1959. 

FclIoi>.’s  of  the  Society  have  given  the  foUoicing 
itenis: 

Gifts  of  periodicals  from: — Doctors  John  T.  Bar- 
rett, Irying  A.  Beck,  Donald  DeXyse,  Banice  Fein- 
berg,  Manual  Horwitz.  Walter  S.  Jones.  Lewis  B. 
Porter  and  Charles  Potter. 

Gifts  of  books  and  pamphlets  from: — 

Dr.  Kenneth  G.  Burton — reprints. 

Dr.  lohn  E.  Donley— OX  THE  USE  OF  THE 
OPHTHALiMOSCOPE  IX  DISEASES  OF 
THE  XERVOUS  SYSTEM  AXD  OF  THE 
KIDXEYS  . . . by  Thomas  Clifford  Allbutt.  iMac- 
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millan  & Co..  Loud.  & X'.Y.,  1871. 

Dr.  Seebert  J.  Goldowsky — The  Source  Material. 
Photostats  and  Correspondence  Pertaining  to  his 
Article  on  the  PORTSMOUTH  GROYE  HOS- 
PITAL. 

Dr.  Walter  S.  Jones  — TRAXS.ACTIOXS  OF 
THE  XEW  EXGLAXD  OBSTETRICAL 
AXD  GYXECOLOGICAL  SOCIETY,  yol.  12 
for  1958.  Bost.,  1959. 

Dr.  Francis  J.  McCabe  — ATLAS  OF  EX- 
TERXAL  DISEASES  OF  THE  EYE  by  A. 
Maitland  Ramsay.  J.  IMaclehose  & Sons,  Glasgow. 
1898. 

—ATLAS  OF  OPHTHALMOSCOPY  . . . by 
R.  Liebreich.  Translated  by  H.  Rosborough 
Swanzy.  3rd  ed.  J.  & A.  Churchill  Co.,  Loud.. 
1885.  These  yolumes  belonged  originally  to  Dr. 
Frederick  T.  Rogers  who  gaye  them  to  Dr. 
McCabe. 

Dr.  John  D.  Pitts — 16  yolumes. 

Dr.  Arnold  Porter — 10  yolumes. 

Dr.  Francesco  Ronchese — PICA  . . . by  I^Iarcia 
Cooper.  Charles  C Thomas.  Springfield.  111..  1957. 
— GOLDEX  AGE  OF  QUACKERY  by  Stewart 
H.  Holbrook.  The  Macmillan  Co..  X’.Y..  1959. 
—PAPERS  PRESEXTED  AT  A SYMPO- 
SIUM OX  AXTIBACTERIAL  THERAPY. 
Michigan  and  ^^’ayne  County  Academies  of  Gen- 
eral Practice.  September  12.  1959,  Detroit. 

—LA  DIFESA  DELLA  SALUTE  UMAXA 
XEGLI  STATI  UXITI  D'AMERICA  . . . by 
Francesco  Piccininni.  Xapoli.  1925. 

Dr.  Roswell  S.  Wilcox  — L'ROLOGY.  DIS- 
EASES OF  THE  L'RLXARY  ORGAXS  . . . by 
Edward  L.  Keyes,  Jr.  D.  .A.ppleton  & Co..  X'^.Y.. 
1917. 


SUCCESSFUL  TRIAL 

Detroit  — Michigan  Blue  Cross’s  experiment 
with  homecare  coverage  has  ended  its  first  month 
with  flying  colors  — and  an  estimated  saving  of 
560  days  of  in-hospital  care.  The  33  cases  con- 
cerned were  selected  from  four  Detroit-area  hos- 
pitals, and  both  long-term  and  acute  diseases  were 
represented.  Blue  Cross  revealed. 

Some  300  cases  will  eventually  be  involved  in 
the  year-long  study  to  determine  whether  home- 
care  benefits  appreciably  cut  down  hospital  stays. 
It  is  expected  to  lead  to  inclusion  of  such  benefits 
in  standard  contracts,  at  no  extra  cost,  as  an  exten- 
sion of  general  hospital  benefits.  The  plan’s  proto- 
n pe  is  the  home-care  program  to  be  launched  next 
month  by  Associated  Hospital  Service  of  New 
York,  after  a five-year  study. 

(As  reported  in  Medical  News) 
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anxiety  pushing  it  up? 


C I B A 
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in  chronic  alcoholics  • Compazine® 

brand  of  prochlorperazine 


reduces  the  urge  to  drink — by  controlling  the  anxieties  and  frustrations 
from  which  patients  seek  escape  in  alcohol.  On  ‘Compazine’,  patients  become 
more  amenable  to  counselling,  and  therapy  may  be  continued  with 
remarkable  safety  . . . for  months,  if  necessary. 
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Co-Pyronil  keeps  most  allergic  patients 

symptom-free  around  the  clock 

Each  Pulvule®  Co-Pyronil  contains:  Hist8,dyl 25  mg. 

a fast-acting  antihistaminic 

Pyronil® 15  mg. 

a long-acting  antihistaminic 

Clopane®  Hydrochloride . . 12.5  mg. 

a sympathomimetic 

Usual  Dosage:  2 or  3 Pulvules  daily.  Also  available  as  Suspension  and  Pediatric  Pulvules. 

Co-Pyronil®  (pyrrobutamine  compound,  Lilly) 

Histadyl®  (Ihenylpyramine,  Lilly) 

Pyronil®  (pyrrobutamine,  Lilly) 

Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


when  air-borne  tree  pollens  attack... 

BENADRYL 

antihistaminic-antispasmodic 

gives  prompt,  comprehensive  relief 


In  sensitivity  to  tree  pollens,  BENADRYL  pro- 
vides simultaneous,  dual  control  of  allergic 
symptoms.  Nasal  congestion,  lacrimation,  sneez- 
ing, and  related  histamine  reactions  are  effec- 
tively relieved  by  the  antihistaminic  action  of 
BENADRYL.  At  the  same  time,  its  antispasmodic 
effect  aids  in  alleviating  bronchial  and  gastro- 
intestinal spasms.  This  duality  of  action  makes 
BENADRYL  valuable  throughout  a wide  range 
of  allergic  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydro- 
chloride, Parke-Davis)  is  available  in  a variety  of  forms 
including;  Kapseals,®  50  mg.;  Kapseals,  50  mg.  with 
ephedrine  sulfate,  25  mg.;  Capsules,  25  mg.;  Elixir, 
10  mg.  per  4 cc.;  and,  for  delayed  action,  Emplets,® 
50  mg.  For  parenteral  therapy,  BENADRYL  Hydrochlo- 
ride Steri-Vials,®  10  mg.  per  cc.;  and  Ampoules,  50  mg. 
per  cc.  2S960 

PARKE  - DAVIS 

PARKE.  DAVIS  & COMPANY  . DETROIT  32,  MICHIGAN 
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How  do  they  look 

in  your  Will? 


Want  to  test  your  Will  for  up-to-date- 
ness? Look  through  your  photograph 
album  for  a family  snapshot  taken 
the  same  year  you  made  your  Will.  If 
it  bears  little  resemblance  to  your 
family  today,  chances  are  the  “word 
picture”  you  used  to  provide  for  them 
in  your  Will  is  also  obsolete. 

Your  estate  may  have  outgrown 


your  Will,  too.  And  there  may  be  new 
hazards  under  today’s  tax  laws. 

Reviewing  your  Will  from  time  to 
time  is  probably  the  quickest,  most 
economical  means  of  adding  to  your 
family’s  security  — and  your  peace 
of  mind. 

We  suggest  you  see  your  law)'er 
soon. 
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East  Providence  • Newport  • Pawtucket  • Woonsocket 
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The  RHODE  ISUO  HEDIEAL  JOURML 
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in  many  cases . . . 


KANTREX 


INJECTION 


...a  highly  potent, 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


Kanamycin  Sulfate  Injection 


...  well  tolerated  when 
used  on  a properly  individ- 
ualized  dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


^‘In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.”® 

. . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”® 

“There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.’” 

Information  on  dosage,  administration  and  'precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY;  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759, 1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  O.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


I 
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soothe,  protect, 
lubricate,  decongest, 
aid  healing 

NEW:  Desitin  HC 
hemorrhoidal  Suppositories 
with  Hydrocortisone 
to  control  severely  inflamed 
anorectal  conditions  — then 
maintain  comfort  with  regular 
Desitin  Suppositories. 


for 


and  literature  write . . . 


DESITIN  CHEMICAL  COMPANY 


812  Branch  Avenue,  Providence  4,  R.  I. 


JUNE,  i960 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


■7 -HE  Y 

/ <IP5 

lOLLYPOP 
FOR 
\ EACH 

V SHOTlJ 


-BUT 
FOR  THE 
FIRST 
TIME 

IN  OUR  LIVES 
'ME  DON'T  MINP 
eSINO 

SHORT-CHANGED 
ON 

LOLLY  POPS/ 


-^ez-c 


TETRAVAX. 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases... with  fewer  injections 

Dose : 1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohtne,  West  Point,  Pa. 


MERCK  SHARP  & DOHME, 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO..  INC. 

DIVISION  OF  MERCK  & CO.,  Inc.,  WEST  POINT,  PA. 


352 


RHODE  ISLAND  MEDICAL  JOURNAL 


ANOTHER  YEAR  OF  SYMPOSIA  . . , 


Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  9th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANCHORAGE,  ALASKA 

Saturday,  June  11,  1960 
The  Westward  Hotel 
WEST  POINT,  NEW  YORK 
Thursday,  Friday,  Saturday, 

June  16,  17,  and  18,  1960 
United  States  Thayer  Hotel 
‘MADISON,  WISCOJ^SIN 
Thursday,  June  23,  1960 
The  Holiday  Inn 
'SPRINGFIELD,  MISSOURI 
Sunday,  June  26,  1960 
The  Holiday  Inn 
'ROANOKE,  VIRGINIA 
Saturday,  July  16,  1960 
The  Hotel  Roanoke 
•SANTA  ROSA,  CALIFORNIA 
Friday,  September  16,  1960 
The  Flamingo  Hotel 
•KANSAS  CITY,  KANSAS 
Friday,  September  23,  1960 
Battenfeld  Memorial 
Auditorium 

•Acceptable  for  Category  I 


HOUSTON,  TEXAS 

Saturday,  September  24,  1960 
The  Shamrock  Hilton  Hotel 

DEFIANCE,  OHIO 

Wed.,  September  28,  1960 
Defiance  College 

PHILADELPHIA,  PENN. 

Sunday,  October  16,  1960 
The  Sheraton  Hotel 

'HARTFORD,  CONNECTICUT 

Thursday,  October  20,  1960 
The  Statler  Hotel 

'GREAT  FALLS,  MONTANA 

Saturday,  October  22,  1960 
The  Rainbow  Hotel 

ROCHESTER,  NEW  YORK 

Wednesday,  October  26,  1960 
The  Manger  Hotel 


CHARLESTON,  WEST  VIRGINIA 

Sunday,  October  30,  1960 
The  Daniel  Boone  Hotel 

SIOUX  FALLS,  SOUTH  DAKOTA 

Tuesday,  November  1, 1960 
The  Sheraton-Cataract  Hotel 

'CHARLOTTE,  N.  CAROLINA 

Thursday,  November  3,  1960 
The  Hotel  Charlotte 

'CLEVELAND,  OHIO 

Wednesday,  November  9,  1960 
Pick  Carter  Hotel 

'SOUTH  BEND,  INDIANA 

Friday,  November  18,  1960 
The  Pick-Oliver  Hotel 

WESTCHESTER  COUNTY,  N.  Y. 

Wednesday  November  30, 1960 
Westchester  Country  Club 

ST.  PETERSBURG,  FLORIDA 

Saturday,  December  3,  1960 
Tides  Hotel  and  Bath  Club 


Credit  for  members  of  American  Academy  of  General  Practice 


LEDERLE 


LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


NO  SPRAIN, 
NO  STRAIN, 
OR  LOW 
BACK  PAIN 


can  resist  the  rapid 
relaxant  relief  of 

REU 


CARISOPRODOL 


RELA-SCHERING’S 
RELAXES  MUSCLE  TENSIO 
FOR  MORE  ADEPT  MANAGEMENT 
OF  BOTH  SPASM  AND  ITS  PAIN 


Rela  is  most  useful  in  the  areas  where  narcotic  analgesics  are  unwarranted 
and  where  salicylates  are  inadequate.  Its  muscle-relaxant  properties  are 
dependable  yet  significantly  free  of  the  limitations  or  problems  often  asso- 
ciated with  other  relaxants. 

Rela  relaxes  acute  muscle  spasm.  Relief  of  muscle  spasm  (excellent  to  good 
effectiveness  in  the  majority  of  patients).^ 

Rela  provides  persistent  pain  relief  through  its  relaxant  and  analgesic  actions. 

“Relief  from  pain  was  usually  rapid  and  sometimes  dramatic.”^ 


Rela  provides  comfort  free  of  spasm  and  pain.“A  number  of  patients  reported 
freedom  from  insomnia  which  they  attributed  to  freedom  from  pain.”' 


now-for 
more  comprehensive 

control  of 


INDICATIONS 


Head:  temporomBaSSr^tt 
muscle  spasm  • Nbck:  acute, 
torticollis,  osteoarthritre  of 
vical  spine  with  spasm  of  cervicaf  -ll 
muscles,  whiplash  injury  • Truxk  axd  Chest:  costochondritis,  intercostal  myositis,  xiphodynia  • Back: 
acute  and  chronic  lumbar  strains  and  sprains,  acute  low  back  pain  (unspecified),  acute  lumbar  arthritis 
and  traumatic  injury,  compression  fracture,  herniated  intervertebral  disc,  post-disc  syndrome,  strained 
muscle (s)  • Extremities:  acute  hip  injury  with  muscle  spasm,  ankle  sprain,  arthritis  (as  of  foot  or  knee), 
blow  to  shin  followed  by  muscle  spasm,  bursitis,  spasm  or  strain  of  muscle  or  muscle  group,  old  fracture 
with  recurrent  spasm,  Pellegrini-Stieda  disease,  tenosynovitis  with  associated  pain  and  spasm. 


-pain  due  to 
or  associated  with 
-spasm  of  skeletal  muscle 

a new  muscle  relaxant-analzesic 


Many  conditions,  painful  in  themselves,  often  give  rise  to  spasm  of  skeletal  muscles. 
Robaxisal,  the  new  dual-acting  muscle  relaxant-analgesic,  treats  both  the  pain  and 
the  spasm  with  marked  success:  In  clinical  studies  on  311  patients,  12  investigators' 
reported  satisfactory  results  in  86.5%.  Each  ROBAXISAL  Tablet  contains: 


• A relaxant  component  — Robaxin*  — widely  recognized  for  its  prompt,  long-lasting  relief  of 

painful  skeletal  muscle  spasm,  with  unusual  freedom  from  undesired  side  effects 400  mg. 

* Methocarbamol  Robins.  U.S.  Pat.  No.  2770649- 

• An  analgesic  component — aspi  rin — whose  pain-relieving  effect  is  markedly  enhanced  by  Robaxin, 
and  which  has  added  value  as  an  anti-inflammatory  and  anti-rheumatic  agent.  . . . (S  gr.)  325  mg. 


INDICATIONS:  Robaxisal  is  indicated  when  analgesic  as 
well  as  relaxant  action  is  desired  in  the  treatment  of  skeletal 
muscle  spasm  and  severe  concurrent  pain.  Typical  condi- 
tions are  disorders  of  the  back,  whiplash  and  other  trau- 
matic injuries,  myositis,  and  pain  and  spasm  associated  with 
arthritis. 


SUPPLY : Robaxisal  Tablets  (pink-and-white,  laminated) 
in  bottles  of  100  and  500. 

Also  available:  Robaxim  Injectable,  1.0  Gm.  in  10-cc.  am- 
pul. Robaxin  Tablets,  0.5  Gm.  (white,  scored)  in  bottles  of 
50  and  500. 


tQinical  reports  ia  files  of  A.  H.  Robins  Co.,  IfK..  from:  J.  Allen.  Madison,  Wise.,  B.  Billow,  New  York,  N.  Y.,  B.  Decker,  Richmond,  Va.. 
C.  Freeman,  Jr..  Augusta,  Ga..  R.  B.  Gordon,  New  York.  N.  Y..  J.  E.  Holmblad.  Schenectady,  N.  Y..  L.  levy.  New  York.  N.  Y..  N.  LoBue. 
Chicago  Heists,  111.,  H.  Nachman,  Richmond,  Va..  A.  Poindexter,  Los  Angeles,  Cal.,  E.  Rogers,  Brooklyn,  N.  Y..  K.  H.  Strong.  Fairfield,  la. 


Additional  information  available  upon  request 


king  today’s  medicines, with  mtegrity^^s«kmg  tomorrow’s  with  persistence 
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If  any  of  these  symptoms  are  yours,  why  not 
induce  a state  of  complete  tranquility  by  call- 
ing upon  the  resources  of  INDUSTRIAL 
NATIONAL  BANK.  As  America’s  second  old- 
est bank,  we’ve  a long  history  of  developing 
“cures”  for  most  forms  of  estate  morbidity. 

Our  Convertible  Trust  is  a good  example: 
Made  to  order  for  the  busy  professional,  it  com- 
bines the  features  of  a “financial  secretary”  with 
those  of  an  “estate  manager”  — a combination 
that  literally  may  spell  thousands  of  dollars  in 
savings  for  you,  your  family,  and  your  estate. 

We’ve  written  a booklet  about  it;  appropri- 
ately enough  it’s  entitled  “Our  Convertible  Liv- 
ing Trust”  — a copy  is  yours  for  the  asking. 

If  you’ve  ever  wondered  about  the  manage- 
ment of  your  securities  when  you’re  “out  of  the 
picture,”  about  the  possibility  that  successive 
estate  taxes  will  “shrink”  your  property,  then 
this  booklet  belongs  on  your  list  of  required 
reading.  Send  in  the  coupon,  or  stop  in  at  our 
Trust  Department,  for  your  copy. 


TRUST  DEPARTMENT 

Industrial 

IVATIOIVAL  BANK 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insuronce  Corporation 


RECOGNIZE 

THIS 

SYNDROME? 


Hypersensitive  to  the 
“paperwork”  side  of  invest- 
ment activity; 

Repeated  exposure  to  tax 
returns  sends  up  the  pressure; 

Exhibits  concern  regarding 
provision  of  long-range 
financial  management  for 
family  and  beneficiaries; 

Apprehensive  regarding 
unnecessary  estate-tax 
“shrinkage.” 


Industrial  National  Bank,  Trust  Department, 
too  Westminster  Street,  Providence,  R.  I. 

Please  send  me,  without  obligation,  your  free 
booklet  on  the  Convertible  Living  Trust. 

Name  

Street  address 

City  Zone  State 
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no  irritating  crystals  • unifornn  concentration  in  each  drop 

STERILE  OPHTHALMIC  SOLUTION 

NEO-HVDEITRASOL 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI  N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.”^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann.  0.:  Arch.  Ophth.  57:339,  March  1957, 

2.  Gordon.  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL”.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1.  Pa. 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

^ no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

9 does  not  produce  ataxia,  change  in  appetite  or  libido 

^ does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

9 does  not  impair  mental  efficiency  or  normal  behavior 

Miltowir 

meprobomote  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  or  as  meprotabs*— 400  mg.  unmarked,  coated  tablets. 

W WALLACE  laboratories/ New  Brunswick,  N.  J. 


•TRAOC-NAKR 
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Popularity  is  a Challenge 


First  offered  in  1950,  Physicians  Service  has  grown  tremendously  fast  because 
it  offers  real  help  in  meeting  costs  of  a wide  range  of  surgical-medical  pro- 
cedures. 

Today,  Physicians  Service  has  the  greatest  percentage  of  enrollment  of  any 
similar  plan  in  the  country. 

Great  growth  has  been  a challenge.  It  is  a challenge  to  the  doctors  sponsoring 
the  Plan  to  provide  adequate,  timely  medical-surgical-obstetrical  benefits  for 
everyone  who  asks  for  them.  What  is  particularly  significant.  Physicians  Serv- 
ice protection  has  been  extended  to  80%  of  those  living  in  Rhode  Island  who 
are  over  65  years  of  age.  No  other  similar  program  has  extended  its  coverage 
so  broadly. 

Great  growth  is  also  an  answer  to  a problem.  For  in  spreading  risks  over  more 
than  a half  million  persons,  costs  have  been  cut  down  to  a point  where  benefits 
are  within  the  reach  of  everyone.  And  they  are  kept  within  reach,  too,  because 
Physicians  Service  subscribers  can  maintain  their  membership  if  they  change 
jobs  or  retire. 

In  almost  every  instance,  hospitalized  patients  require  surgical,  medical  or 
obstetrical  care.  Physicians  Service  helps  pay  doctors’  bills,  pays  for  hundreds 
of  different  operations,  provides  X-rays  and  covers  non-surgical  visits  in  the 
hospital. 

As  time  goes  on.  Physicians  Service  will  continue  to  bring  the  most  effective 
coverage  possible  to  the  most  people. 


Better  Health 


Through 


360 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTT  T T T TT T TTT T T T T TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT  rrT  T TTT 


ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


Other  gifts  ivcre: 

Marcello  Malpighi— DE  PUI.MOXIBUS.  Ris- 
tampa,  Tracluzione  Italiana  e Iiitroduzione  a cura 
cli  Euigi  Belloni.  Milan,  1958.  Gift  of  Dr.  Belloni. 
COLLECTION  OF  CHAPIXIAXA.  Gift  of 
Mr.  James  Cassidy. 

Tom'  Mahoney  — THE  MERCHANTS  OF 
LIFE.  Harper  & Brothers,  X.Y.,  1959.  Gift  of 
Mr.  John  E.  Farrell. 

Polk’s  PROVIDENCE  CITY  DIRECTORY, 
vol.  114,  1954.  Gift  of  Mr.  \hncent  O’Brien. 
Sheldon  H.  Malinou  & Moira  Davison  Reynolds 
—ACID  PHOSPHATASES  OF  THE  LUTZ 
AND  W ALKER  256  TUMORS,  repr.  Enzymo- 
logia,  V.  21,  1959,  pp.  123-8.  Gift  of  Mr.  Malinou. 
Homer  W.  Smith— FROM  FISH  TO  PHILOS- 
OPHER. The  Story  of  Our  Internal  Environ- 
ment. Ciha  ed.  enl.  ■&  rev.  Summit.  N^.J.,  1959. 
2 copies.  Gift  of  Mr.  Morton  Wh  Saunders. 
SIXTH  ANNUAL  MEETING  OF  THE 
INTER-SOCIETY  CYTOLOGY  COUNCIL. 
TRANSACTIONS.  Statler  Hotel.  New  York 
City,  Nov.  13,  14  and  15,  1958.  Gift  of  the  Amer- 
ican Cancer  Society. 

TRANSACTIONS  OF  THE  AMERICAN 
CLINICAL  AND  CLIMATOLOGICAL  AS- 
SOCIATION. 71,  1958.  V.  70,  1959.  Gift  of  the 
Association. 

L Arthur  Myers  — A HISTORY  OF  THE 
AMERICAN  COLLEGE  OF  CHEST  PHYSI- 
CIANS. Silver  Anniversary,  1935/1959.  Gift  of 
the  College. 

TRANSACTIONS  OF  THE  ASSOCIATION 
OF  AiMERICAN  PHYSICIANS,  72nd  session 
vol.  LXXH,  1959.  Gift  of  the  Association. 
TRANSACTIONS  OF  THE  ASSOCIATION 
OF  LIFE  INSURANCE  MEDICAL  DIREC- 
TORS OF  AMERICA,  67th  Annual  iMeeting,  v. 
42,  N.Y.,  1959.  Gift  of  the  Association. 

Council  on  Drugs,  A. M. A.— NEW’  AND  NON- 
OFFICIAL  DRUGS  1960.  J.  B.  Lippincott  Co., 
Phil.,  1960.  Gift  of  the  American  ^Medical  Asso- 
ciation. 

DIRECTORY  OF  MEMBERS,  BYLAW’S, 
STATEMENT  OF  POLICY,  ORGANIZA- 
TIONAL LISTINGS  OF  THE  AMERICAN 
SOCIETY  OF  ANESTHESIOLOGISTS.  INC. 


January  1960.  Gift  of  the  Society. 

'report  OF  THE  MEDICAL  RESEARCH 
COUNCIL  for  the  Year  1957-1958.  Loud.,  1959. 
Gift  of  the  British  Government. 

CLINICAL  CONFERENCE  OF  THE  CHI- 
CAGO MEDICAL  SOCIETY  March  2-5,  1959. 
Gift  of  the  Society. 

CTBA  FOUNDATION  COLLOQUIA  ON 
AGEING.  \’ol.  5.  The  Lifes])an  of  Animals.  Little, 
Brown  & Co.,  Bost.,  1959.  Gift  of  the  Foundation. 
CIBA  FOUNDATION  SYMPOSIUM— Carci- 
nogenesis. Mechanisms  of  Action.  Little,  Browm  & 
Co..  Bost.,  1959.  Gift  of  the  Foundation. 

CIBA  FOUNDATION  SY.MPOSIUM— Regu- 
lation of  Cell  Metabolism.  Little,  Brown  & Co., 
Bost.,  1959.  Gift  of  the  Foundation. 

CIBA  FOUNDATION  SYMPOSIUM  Jointly 
with  the  INTERNATIONAL  UNION  OF  BIO- 
LOGICAL SCIENCE— On  Biochemistry  of  Hu- 
man Genetics.  Little,  Brown  & Co.,  Bost.,  1959. 
Gift  of  the  Foundation. 

Ciha  Foundation  — TENTH  ANNR^ERSARY 
SYMPOSIUM  ON  SIGNIFICANT  TRENDS 
IN  MEDICAL  RESEARCH.  Little,  Brown  & 
Co.,  Bost.,  1959.  Gift  of  the  Foundation. 

CTBA  COLLECTION  OF  MEDICAL  ILLUS- 
TRATIONS. Copper  Digestive  Tract  hy  Frank 
H.  Netter.  Pt.  1 of  vol.  3.  N.Y.,  1959.  Gift  of  Ciha 
Pharmaceutical  Products,  Inc. 

COLLECTED  STUDIES  FROM  THE  CITY 
OF  CHICAGO  MUNICIPAL  TUBERCU- 
LOSIS SANITARIUM,  vol.  XI,  1956-1959. 
Gift  of  Citv  of  Chicago. 

PROCEEDINGS  OF  THE  INTERNA- 
TIONAL COLLOQUIUM  ON  RESISTANT 
INSPECTIONS  Under  the  .\uspices  of  the  W’orld 
Medical  Association  & Eaton  Laboratories.  Nor- 
wich, N.Y.,  1958.  Gift  of  Eaton  Laboratories. 
Health  Insurance  Institute — SOURCE  BOOK 
OF  HEALTH  INSURANCE  DATA.  1959. 
N.Y.,  Gift  of  the  Institute. 

Joint  Blood  Council  — DIRECTORT  Oh 
BLOOD  TRANSFUSION  FACILITIES  AND 
SERVICES.  W’ash.,  1958.  Gift  of  the  Council. 
Charles  Mavo  Goss — A BRIEF  ACCOUX'T  Oh 
HENRY  GRAY,  F.R.S..  AND  HIS  AN.YT- 
OMY,  DESCRIPTIVE  AND  SURGICAL  . . . 
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preventable  tragedy: 

permanent  pitting  and  scarring  in  acne 


for  effective  control  of  the  pyogenic  organisms 


often  responsible  for  permanent  pitted  and  hypertrophic  scars* 


U.  S.  PAT.  NO.  2,791, C09 


The  Original  Tetracycline  Phosphate  Complex 

broad  spectrum  eflScacy  with  unmatched  record  of  safety  and  tolerance 


Supply:  TETREX  Capsules— tetracycline  phosphate 
complex  — each  equivalent  to  250  mg.  tetracycline 
HCI  activity.  Bottles  of  16  and  100.  Capsules— 100 
mg.— bottles  of  25  and  100.  Information  on  conven- 
ient dosage  schedule  available  on  request. 

1.  Rein,  C.  R.,  and  Fleischmajer,  R.:  The  efficacy  of  tetra- 
cycline phosphate  complex  (TETREX)  in  dermatological 
therapy.  Antibiotic  Med.  dc  Clin.  Ther.  4:422  (July)  1957. 


BRISTOL  LABORATORIES 
SYRACUSE,  NEW  YORK 
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Lea  & Febiger,  Phil.,  1959.  Gift  of  the  Publisher. 
LIFE  INSURANCE  MEDICAL  RESEARCH 
EL^ND.  Eourteenth  Annual  Report.  1959.  Gift  of 
the  Eund. 

W.  Lojander  — COMMUNICATIONS  EROiM 
THE  DEPARTMENT  OE  HYGIENE,  UNI- 
VERSITY OF  HELSINKI  1935-1959.  Helsinki, 
1959.  Gift  of  the  Author. 

ANNUAL  REPORT  OE  THE  TOHN  AND 
MARY  R.  MARKLE  EOUND.ATION,  1958- 
59.  Gift  of  the  Eoundation. 

DR.  CARLOS  J.  FINLAY  AND  THE  “HALL 
OF  FAME”  OE  NEW  YORK.  Preface  by  Dr. 
Serafin  Ruiz  de  Zarate,  Havana,  1959.  Gift  of  the 
Ministerio  de  Salubridad,  Cuba. 

COLLECTED  REPRINTS  OP  THE  GRAN- 
TEES OP  THE  NATIONAL  FOUNDATION 
FOR  INFANTILE  PARALYSIS,  v.  19,  pts.  1 
& 2.  N.Y.,  n.d.  Gift  of  the  National  Eoundation. 
PROCEEDINGS  OP  THE  TENTH  ANNUAL 
CONPERENCE  ON  THE  NEPHROTIC 
SYNDROME.  N.Y.,  1959.  Gift  of  the  National 
Kidney  Disease  Eoundation. 
INDEX-CATALOGUE  OE  THE  LIBRARY 
OF  THE  SURGEON-GENERAL’S  OPEICE, 
National  Library  of  Medicine.  5th  series,  vol.  1. 
Wash.,  1959.  Gift  of  the  National  Library. 
Christopher  Tietze  — THE  CONDOM  AS  A 
CONTRACEPTIVE.  N.Y.,  1960.  Gift  of  the 
National  Committee  on  iMaternal  Health,  Inc. 
RESEARCH  ACTIVITIES  OE  NEW  YORK 
UNIVERSITY-BELLEVUE  MEDICAL  CEN- 
TER. Compiled  by  Everett  J.  Elmer.  N.Y.  (1959), 
Gift  of  the  Center. 

Charley  J.  Smyth  et  al— RHEUMATISM  AND 
ARTHRITIS:  . . . (12th  Rheumatism  Review), 
repr.  Ann.  Int.  Med.  v.  50  no.  2,  3,  1959.  Gift  of 
R.  1.  Chapter,  Arthritis  and  Rheumatism  Poun- 
dation. 

THE  PRESIDENT’S  REVIEW  Including  a 
Quarter  Century  in  the  Natural  Sciences  by  War- 
ren Weaver.  Rockefeller  Foundation,  N.Y.,  1959. 
Gift  of  the  Foundation. 

ROSS  CONFERENCES  ON  PEDIATRIC 
RESEARCH,  31st,  32nd,  33rd,  1959.  Gift  of  Ross 
Laboratories. 

State  Department  of  Health  of  Connecticut — ONE 
HUNDRED  AND  EIGHTH  REGISTRA- 
TION REPORT,  1955.  Gift  of  the  State  of  Con- 
necticut. 

COLLECTED  REPRINTS  EROAI  THE  WIL- 
MER  OPHTHALMOLOGICAL  INSTITUTE 
OF  THE  JOHNS  HOPKINS  UNIVERSITY 
AND  HOSPITAL,  vol.  XIV,  July  1957-June 
1959.  Balt.,  1959.  Gift  of  the  Institute. 


RHODE  ISLAND  MEDICAL  JOURNAL 

Woods  Schools  — APPROACHES  TO  RE- 
SEARCH IN  MENTAL  RETARDATION. 
Langhorne,  Pa.,  1959.  Gift  of  the  Schools. 
PROCEEDINGS  OP  A SYMPOSIUM  ON 
ENOVID,  Chicago,  November  25,  1959.  Chic., 
1959.  Gift  of  G.  D.  Searle  & Co. 

Peter  H.  Eorsham  et  al — CURRENT  TRENDS 
IN  RESEARCH  AND  CLINICAL  MANAGE- 
MENT OE  DIABETES.  Ann.  N.  Y.  Acad.  Sc., 
V.  82,  art.  2,  pp.  191-644,  Sept.  25,  1959.  Gift  of 
the  Upjohn  Co. 

JOSIAH  MACY,  JR.  EOUNDATION  CON- 
PERENCES,  13  volumes.  Gift  of  the  Veterans 
Administration  Hospital. 

BOOKS  IN  PRINT,  1957.  Gift  of  the  Veterans 
Administration  Hospital. 

CUMULATIVE  BOOK  INDEX,  1953-1958,  9 
volumes.  Gift  of  the  \^eterans  Administration 
Hospital. 

TRANSACTIONS  OE  THE  WESTERN  SEC- 
TION OE  THE  AMERICAN  UROLOGICAL 
ASSOCIATION,  vol.  27,  1959.  Gift  of  the  Asso- 
ciation. 

SYMPOSIUM  ON  THE  MANAGEMENT  OF 
MASS  CASUALTIES.  Headquarters,  Army 
Medical  Service  School,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston,  Texas,  1958.  Gift  of 
the  Woman’s  Auxiliary  to  the  Rhode  Island  [Med- 
ical Society. 

COURSE  OP  LECTURES  ON  THE  MAN- 
AGEMENT OP  MASS  CASUALTIES.  Walter 
Reed  Army  Institute  of  Research,  Walter  Reed 
Army  Medical  Center,  Wash.,  D.C.,  n.d.  Gift  of 
the  Woman’s  Auxiliary  to  the  Rhode  Island  Med- 
ical Society. 

Gifts  from  the  United  States  Government : 
Academy  of  Medical  Sciences  USSR  Institute  of 
Experimental  Pathologv  and  Therapy  of  Cancer 
—PROBLEMS  OP  ETIOLOGY  AND  PATH- 
OGENESIS OE  TUMORS.  Edited  by  Professor 
N.  N.  Blokhin.  Wash.,  1959. 

Academy  of  Medical  Sciences  USSR  Institute  of 
Experimental  Pathologv  and  Therapy — PROB- 
LEMS OP  INEECTIOUS  PATHOLOGY  IN 
EXPERIMENTS  ON  IMONKEYS.  Edited  by 
B.  A.  Lapin,  Wash.,  1959. 

CENTRAL  NERVOUS  SYSTEM  AND  BE- 
HAVIOR. Selected  Translations  from  the  Rus- 
sian Medical  Literature.  W’ash.,  1959. 
Osteuropa-Institute  of  the  Free  Universitv  Berlin 

— CURRENT  PROBLEMS  OE  S'OMET 
MEDICINE.  1958. 

Osteuropa-Institute  of  the  Eree  Universitv  Berlin 

— BLOOD  PRESSURE  AND  SUBARCTIC 
CLIMATE  IN  THE  SOVIET  UNION  by 
Bruno  Hoffman.  1959. 

Division  of  Medical  Statistics,  Ministry  of  Health, 
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antibiotic 


toleration 


reduction  in  incidence  and/or  sever- 


ity of  gastrointestinal  side  effects 


may  be  attributed  to  the  far  lower 


Declomycin 

(per  capsule 


milligram  intake 
and  per  day)” 


1.  Finland,  M.;  Hirsch,  H.  A.,  and  Kunin,  C.  M.;  Ob- 
servations on  Demethylchlortetracycline.  Presented 
at  Seventh  Annual  Antibiotics  Symposium,  Washing- 
ton, D.  C.,  November  5,  1959.  2.  Hirsch,  H.  A.; 
Kunin,  C.  M.,  and  Finland,  M.;  Demethychlortetra- 
cycline— A New  and  More  Stable  Tetracycline  Anti- 
biotic That  Yields  Greater  and  More  Sustained  Anti- 
bacterial Activity.  Miinchen.  med.  Wchschr.  To  be 
published.  3.  Lichter,  E.  A.,  and  Sobel,  S.:  The  Dis- 
tribution of  Oral  Demethylchlortetracycline  in 
Healthy  Volunteers  and  in  Patients  Under  Treatment 
for  various  Infections.  To  be  published. 

Capsules,  150  mg.- Pediatric  Drops,  60  mg./cc.— 
Oral  Suspension,  75  mg./5  cc.  tsp. 


GREATER  ACTIVITY ...  FAR  LESS  ANTIBIOTIC  ...  UNRELENTING-PEAK  CONTROL ..  .“EXTRA-DAY”  PROTECTION  AGAINST  RELAPSE 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy  ¥ 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im-  f 
proved  oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main- 
tain  higher  blood  levels — with  greater  speed — than  . 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3 ),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


.4nd  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 
must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry -mint  flavored,  nonalco-  Squibb 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.:  > . 

Lancet 2: 1 105  (Dec. 19)  1959.  pnctUss 


Prompt  and  more  dependable  control  of 
virtually  all  diarrheas  can  be  achieved  with  the 
comprehensive  Donnagel  formula,  which  pro- 
vides adsorbent,  demulcent,  antispasmodic  and 
sedative  effects— with  or  without  an  antibiotic. 
Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  aU  seasons. 


DONNAGEL;  In  each  30  cc.  (1  fl.  oz.): 

Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  (%  gr.) 16.2  mg. 


DONNAGEL  WITH  NEOMYCIN 

Same  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  • Ethical  Pharmaceuticals  of  Merit  since  1878 
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USSR— PUBLIC  HEALTH  IX  THE  USSR. 
A Statistical  Handbook.  Edited  by  G.  E.  Konstan- 
tinov. Wash.,  1959. 

Main  Inspection  of  the  Therapeutic-Prophylactic 
Service.  Hinistrv  of  Health.  L’SSR  — SySiPO- 
SIUM  OE  IXSTRUCTIOXS  OX  THE  OR- 
GAXIZATIOX  OF  OXCOLOGICAL  SERV- 
ICE. PREVEXTIOX,  DIAGXOSIS  AXD 
TREATMEXT  OF  CAXCER  AXD  PRECAX- 
CEROUS  DISEASES.  Wash.,  1959. 

Vain  Inspection  on  Medical  Literature,  Ministrv 
of  Health,  USSR— THE  ORGAXIZATIOX  OF 
PUBLIC  HEALTH  IX  THE  USSR  by  K.  V. 
Mavstrakh.  4th  ed.  Wash.,  1959. 
REHABILITATIOX  OF  THE  DISABLED 
IX  THIRTY-SEVEX  COUXTRIES  OF  THE 
WORLD.  Domestic  Programs  and  International 
Activities  in  Technical  Assistance.  Prepared  for 
the  Committee  on  Government  Operations,  United 
States  Senate  and  its  Subcommittee  on  Reorgani- 
zation and  International  Organizations.  Wash., 
1959. 

SCIEXTIFIC  DIRECTORY  AXD  AXXUAL 
BIBLIOGRAPHY.  Xational  Institutes  of  Health. 
Public  Health  Service  Public.  X'o.  667.  Wash., 
1959. 

A.  A.  Smorodintsev,  G.  Chudakov  & A. 
Churilov  — Haemorrhagic  Xephroso-Xephritis. 
Pergamon  Press,  Inc.,  X.Y.  •&  Loud.,  1959. 

D.  Timakov,  editor — MICROBIAL  VARIA- 
TIOX.  Pergamon  Press,  Inc.,  X.Y.  & Loud., 
1959. 

G.  X’vgodchikov,  editor — PATHOGEX'ESIS 
AXD  LMMUXOLOGY  OF  TUMOURS.  Per- 
gamon Press,  Inc.,  X".Y.  & Loud.,  1959. 

U.  S.  Department  of  Agriculture — IX'DEX  CAT- 
ALOGUE OF  MEDICAL  AXD  VETERI- 
XARY  ZOOLOGY.  Sup.  9.  Wash.,  1959. 

U'e  received  gifts  of  periodicals  from  the  jol- 
lozeing: 

Charles  Chapin  Hospital,  Alaricopa  County 
Medical  Society  Library,  Peters  House  Library  at 
Rhode  Island  Hospital,  Rhode  Island  State  De- 
partment of  Health  Library,  St.  Joseph’s  Hospital 
Lihrarv,  State  Board  of  Health  of  Mississippi  Li- 
brary, University  of  Kentucky  Medical  Library, 
\’eterans  Administration  Hospital  Library  and  the 
Wterans  Administration  Regional  Office. 

Through  our  Exchange  with  Lund  University, 
zee  acquired: 

Sigfrid  Fregert— STUDIES  OX  SILICOX  IX 
TISSUES  WITH  SPECIAL  REFEREXCE 
TO  SKIX.  Acta  derm.-venereol.  sup.  42.  Lund, 
1959. 

Knut  Haeger  — COLLATERAL  COROXARY 


RHODE  ISLAND  MEDICAL  JOURNAL 

CIRCUL.\TIOX  PRODUCED  BY  PLASTIC 
PROSTHESIS.  An  Experimental  Study.  Acta 
chir.  scandinav.  sup.  243.  Stockholm,  1959. 
Stefan  Haraldsson  — OX  OSTEOCHOXDRO- 
SIS  DEFORMAXS  JUVEXILIS  CAPITULI 
HUIMERI  Including  Investigation  of  Intra-osseus 
\*asculature  in  Distal  Humerus.  Lund,  1959. 
Claus  Rerup— THE  BIOASSAY  OF  CORTI- 
COTROPHIX  A With  Special  Regard  to  the  Ef- 
fect after  Subcutaneous  Administration.  Acta  endo- 
crinol.  sup.  42.  Copenhagen,  1958. 

Lars  Rohl  — PROSTATIC  HYPERPLASIA 
AXD  CARCIXOMA  STUDIED  WITH  TIS- 
SUE CULTURE  TECHXIQUE.  Acta  chir. 
scandinav.  sup.  2-K).  Stockholm,  1959. 

Sven  Svennerud— DYSMEXORRHOEA  AXD 
ABSEXTEEISM.  Some  Gynaecologic  and  Med- 
ico-social Aspects.  Acta  obst.  et  gynecol.  scandinav. 
v.  38,  sup.  2,  Lund,  1959. 

Arne  Weiber  — STUDIES  IX  VASCULARI- 
SATIOX  OF  HEALIXG  WOUXDS  WITH 
RADIOACTIVE  ISOTOPES.  Acta  chir.  scan- 
dinav. sup.  237.  Stockholm,  1959. 

FRIENDS  OF  THE  LIBRARY 

“The  periodical  is  the  onh^  element  of  medical  lit- 
erature actually  abreast  of  the  times  and  alone  sup- 
plies that  up-to-date  information  that  the  up-to- 
date  phvsician  requires.  . . George  D.  Hersey, 
M.D.  — THE  MEDICAL  LIBRARY  AS  A 
FACTOR  IX  MEDICAL  PROGRESS. 

These  words  are  doubly  true  today  when  the 
printed  word  has  hard  work  to  keep  up  with  med- 
ical research.  Xo  library  has  enough  journals  to 
answer  the  demand  and  few  libraries  have  the 
funds  with  which  to  buy  even  the  absolute  essen- 
tials. Therefore,  zve  are  grateful  for  the  help  given 
us  by  the  Friends  zvho  prozdde  the  follozcing  peri- 
odicals: 

American  Cancer  Societv,  R.  1.  Division,  Inc. — 
CA,  CAXCER,  CAXCER  BULLETIX,  CAX- 
CER CURREXT  LITERATURE  and  EX- 
CERPTA  MEDICA:  Cancer. 

Irving  A.  Beck,  M.D. — JOURXAL  OF  THE 
MT.  SIXAI  HOSPITAL. 

Francis  Corrigan,  M.D.  — .AMERICAX' 
JOURXAL  OF  PUBLIC  HEALTH. 

John  E.  Farrell,  Sc.  D. — AMERICAX"  JOUR- 
XAL  OF  PUBLIC  HEALTH,  SOCIAL  SECU- 
RITY BULLETIX  and  many  County  Society 
Bulletins. 

Seebert  J.  Goldowsky,  i\LD. — MD  iMedical  Xews- 
magazine. 

W alter  S.  Jones,  M.D. — \\  ESTERX"  JOURXAL 
OF  SURGERY,  OBSTETRICS  AXD  GYXE- 
COLOGY. 

Louis  1.  Kramer,  M.D. — AXX^ALS  OF  IX'TER- 
XAL  MEDICIXE. 
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Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 
Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci, pneumococci,  susceptible 
staphylococci,  and  gonococci 


DOSAGE:  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daily.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE:  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  mg.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXIPEN  FOR  ORAL  SOLUTION ; re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


COMPARATIVE  ORAL  SERUM  LEVELS’  | 
Fasting  and  Non-Fasting  States  y 250  Mg.  Dose 


HOURS 


*Based  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details  available  on  request. 


MAXIPEN,  the  orally  maximal  penicillin, 
is  a triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being 


now. . . for  greater  patie 


a smooth,  creamy  preparation 
containing  the  highly  active 
topical  corticosteroid, 


triamcinolone  acetonide,  » 
plus  neomycin  . 


Aristocort  Acetonide  Cream 

TRIAMCINOLONE  ACETONIDE  0.1% 

Tubes  of  5 and  15  Gm. 


a form  of 
Aristocort® 
Triamcinolone 
to  fill  any 
topical  need 


Aristocort  Acetonide  Ointment 

TRIAMCINOLONE  ACETONIDE  0.1% 

Tubes  of  5 and  15  Gm.  ! 

Especially  desirable  in  thick  lichenified  chronic  dermatoses  requiring  frictional  appliiiwi 

Neo-Aristocort®  Acetonide  Eye-Ear  Ointment 

NEOMYCIN-TRIAMCINOLONE  ACETONIDE  0.1% 

Tubes  of  M oz. 

For  inflammatory,  allergic,  infective  eye  and  ear  conditions 


;eptaiice . . . 


several  factors  indicate  NEO-ARISTODERM  Foam 
for  topical  treatment  of  dermatoses: 


](1)  The  Active  Ingredients 
Triamcinolone  Acetonide  — with 
I therapeutic  efficacy  equal  to  or  greater 
than  that  of  topical  hydrocortisone  — 
in  one-tenth  the  concentration;  ’>2 
plus  neomycin — a leading  topical 
antimicrobial  agent 


(2)  The  Vehicle 

Neo-Aristoderm  Foam  spreads  readily 
without  irritation  or  burning.  It  can  be 
applied  to  oozing,  crusted,  severely 
inflamed  and  injured  skin,  or  to 
mucous  membranes.  There  have  been 
no  reactions  of  primary  irritation  or 
allergic  sensitization  to  date. 


(3)  Patient  Acceptance 
Neo-Aristoderm  Foam  is  neat — not 
messy  or  sticky.  Patients  like  tbe 
attractive  push-button  dispenser  and 
the  richness  of  the  foam.  This  helps 
to  assure  faithful  adherence  to 
your  instructions. 


Triamcinolone  Acetonide  0.1%,  Neomycin  Sulfate  0.33%  15  cc.  Push-button  dispenser 

References:  1.  Kanof,  N.  B.,  and  Blau,  S.:  New  York  J.  Med.  59:2184  (June  1)  1959. 

2.  Smith,  J.  G.,  Jr.;  Zawisza,  R.  J.,  and  Blank,  H. : A.M.A.  Arch.  Dermal.  78:643  (Nov.)  1958. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Wherever  you  go 
forget  your  telephone 
calls.  We^ll  take  them 
for  you,  day  or  night. 

MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


A umieeft  mt  iH  m m...  ahdathomi 


YEAR  ROUND  POOLS.  INC.  • CHerry  5-4050 
395  Main  Street  Nites,  Sundays 

Warren,  R.  I.  Clifford  3-6464 


HAVE  FUN 

And  in  complete 
safety  for  you 
and  the  children 

YEAR  ROUND  POOLS 


BE  HEALTHY 

In  fresh  clear  water 
continually  filtered 
to  keep  your  pool  clean. 


YEAR  ROUND  POOLS 


NO  CROWDS 

Only  you  and  yours. 

No  Travel,  parking 
or  packing  problems 

YEAR  ROUND  POOLS 


SAVE  MONEY 

A FIBERGLASS  POOL . . . 
MAINTENANCE-FREE 
Monthly  payments 
lower  than  vacation 
costs 

YEAR  ROUND  POOLS 


Send  this  coupon  for  more  information 

Please  send  complete  information  about 
viewing  an  installed  Lancer  Fiberglass 
Pool 


Name 

Street 

City 

Telephone 


Zone  State 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 

concluded  from  page  366 

Drs.  Morris  L.  & Ralph  Povar — AMERICAN 
JOURNAL  OF  VETERINARY  RESEARCH 
and  the  JOURNAL  OF  THE  AMERICAN 
VETERINARY  MEDICAL  ASSOCIATION. 
Providence  Medical  History  Club — BULLETIN 
OF  THE  HISTORY  OF  MEDICINE. 

Rhode  Island  Arthritis  and  Rheumatism  Founda- 
tion, Inc.  — ARTHRITIS  AND  RHEUMA- 
TISM and  BULLETIN  ON  RHEUMATIC 
DISEASES. 

Rhode  Island  Chapter,  Physical  Therapy  Associa- 
tion—PHYSICAL  THERAPY  REVIEW. 
Rhode  Island  Heart  Association,  Inc. — CIRCU- 
LATION RESEARCH  and  MODERN  CON- 
CEPTS OF  CARDIOVASCULAR  DISEASE. 
Rhode  Island  State  Department  of  Health — THE 
HEART  BULLETIN. 

Francesco  Ronchese,  M.D. — JOURNAL  OF  IN- 
VESTIGATIVE DERMATOLOGY,  JOUR- 
NAL OF  THE  SCIENCE  OF  LABOUR  and 
ORRIZONTE  MEDICO.  Dr.  Ronchese  has  been 
responsible,  also,  for  arranging  most  of  our  ex- 
changes with  medical  journals  published  in  Italy. 

EXHIBITS-ON-FILM 

The  Lakeside  Laboratories,  Inc.  of  Milwaukee, 
have  provided  the  Library  with  the  following  film- 
strips, together  with  recorded  commentaries.  These 
are  available  for  loan. 

I.  (1)  Indications  for  Cardiac  Surgery.  (2j  Oral 
Organomercurial  Diuretics. 

II.  (I)  Hands  in  Arthritis.  (2)  Intramuscular 
Iron  in  Infancy. 

HI.  (I)  Bronchial  Asthma.  (2)  Direct  Intracar- 
diac Surgery. 

IV.  Bone  Marrow  Patterns  in  Infancy  and  Child- 
hood. 

V.  (1  ) Cancer  Cells  in  the  Circulating  Blood.  (2) 
Hematopoietic  Response  to  Iron  Dextran  Therapy. 

VI.  Bronchopulmonary  Problems  in  Pediatrics. 
VH.  (1)  Chemopallidectomy  for  Dystonia.  (2) 
Care  of  Minor  Hand  Injuries. 

VI H.  The  Hemodynamic  Concept  of  Atheroscle- 
rosis. 

IX.  (I)  The  Intestinal  Biopsy  Capsule.  (2)  Small 
Intestinal  Biopsy  in  Steatorrhea. 

MEDICARE  FEES  HIGH  ENOUGH 
Physicians  should  be  satisfied  with  their  Medi- 
care fee  schedules  "for  some  time  to  come,”  accord- 
ing to  Brig.  Gen.  Floyd  L.  Wergeland,  executive 
director  of  this  program  for  providing  health  and 
hospital  services  to  dependents  of  military  person- 
nel. "We  believe  we  are  paying  physicians’  fees 
that  probably  approach  the  upper  limits  of  fair- 
ness,” he  told  a recent  meeting  of  the  Dependents’ 
Medical  Care  Advisory  Committee.  "It  is  not  sound 
policy  for  us  to  accept  inflation  as  a justification 
for  increasing  the  fee  schedules.” 

...  As  quoted  by  the 
Washington  Report  on  the 
Medical  Sciences,  May  9,  I960 


"your 
very  good 
healtli” 


In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


1 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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ANNUAL  BUSINESS  MEETING 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
May  11,  i960 


INSTALLATION  of  officers  and  elected  com- 
T mittees  to  serve  the  Society  for  the  fiscal  year 
from  May,  1960,  until  May,  1961,  and  the  adop- 
tion of  an  amendment  to  the  by-laws  to  change 
the  iMedical  Defense  and  Grievance  Committee  to 
a ten-member  committee  with  staggered  terms  up 
to  ten  years,  featured  the  annual  business  meeting 
held  on  i\Iay  11. 

Doctor  Earl  J.  Mara,  Pawtucket  internist,  was 
installed  as  the  101st  president  of  the  Society,  suc- 
ceeding Doctor  Alfred  L.  Potter.  Others  elected 
and  installed  were  the  following:  Doctor  Frank  W . 
Dimmitt,  Providence  ophthalmologist,  vice  presi- 
dent ; Doctor  Samuel  Adelson,  Newport  surgeon, 
president-elect ; Doctor  Arthur  E.  Hardy,  surgeon 
from  Warwick,  re-elected  secretary;  and  Doctor  J. 
Murray  Beardsley,  Providence  surgeon,  re-elected 
treasurer. 

The  membership  approved  of  the  by-law  amend- 
ment submitted  by  the  House  of  Delegates  which 
re-establishes  the  committee  on  Medical  Defense 
and  Grievance.  The  by-law  as  now  effective  is  as 
follows : 

“Article  X.  Section  7.  Medical  Defense  and 
Grievance.  The  Committee  on  Medical  Defense 
and  Grievance  shall  consist  of  ten  (10)  members, 
in  addition  to  the  president  and  the  secretary  of  the 
Society,  ex  officio.  Initially  the  committee  shall  be 
appointed  as  follows : the  president  of  the  Society 
shall  appoint  one  member  in  1960  who  shall  serve 
a term  of  ten  (10)  years,  and  with  the  advice  and 
consent  of  the  Council  he  shall  appoint  nine  (9) 
additional  members  who,  at  their  first  organiza- 
tional meeting,  shall  draw  lots  to  determine  the 
length  of  their  terms  — one,  for  nine  years  ; one, 
for  eight  years;  one,  for  seven  years ; one,  for  six 
years  ; one,  for  five  years ; one,  for  four  years ; one, 
for  three  years ; one,  for  two  years,  and  one,  for 
one  year  — and  the  committee  shall  also  elect  a 
chairman  and  a vice  chairman  to  serve  for  annual 
terms.  In  1961,  and  each  year  thereafter,  the  presi- 
dent of  the  Society  shall  appoint  one  member  for  a 
term  of  ten  (10)  years  to  replace  the  member 
whose  term  expires.  The  president  may  appoint 
himself,  or  reappoint  a member  whose  term  expires 
if  he  so  desires,  but  all  appointees  to  the  committee 
must  be  members  in  good  standing  of  the  Rhode 
Island  Medical  Society.  In  the  e\  ent  that  a vacancy 


occurs  on  the  committee,  the  president  of  the  So- 
ciety, with  the  advice  and  consent  of  the  Council, 
shall  appoint  a member  to  complete  the  unexpired 
term  of  the  member  whose  appointment  is  vacated. 

“The  Committee  shall  review  all  cases  of  threat- 
ened or  instituted  action  for  malpractice  against 
any  member  of  the  Society,  and  shall  also  investi- 
gate all  complaints  concerning  the  professional 
conduct  of  members  referred  to  it. 

“The  Committee  shall  have  authority  to  require 
the  attendance  of  any  member  before  it  relative  to 
unprofessional  conduct,  upon  not  less  than  seven 
(7)  days  written  notice  to  the  member,  and  failure 
of  the  member  to  appear  before  the  Committee 
without  justifiable  cause  shall  be  reported  to  tbe 
Council  of  the  Society  for  disciplinary  action.  The 
Committee,  after  investigation,  shall  have  the  au- 
thority to  prefer  charges  of  unethical  or  unprofes- 
sional conduct  against  a member  to  the  Council.’’ 

Dr.  Mara  lOlsf  President 
A lifelong  resident  of  Pawtucket,  Doctor  Mara 
completed  his  elementary  and  high  school  educa- 
tion in  that  city  prior  to  his  matriculation  at  George- 
town University  from  which  he  was  graduated  with 
a bachelor  of  science  degree  in  1931.  Two  years 
later  he  received  his  doctor  of  medicine  degree  from 
Georgetown  Aledical  School. 

He  returned  to  Pawtucket  for  an  internship  at 
Memorial  Hospital  where  he  is  now  chief  of  the 
Department  of  General  Practice  and  director  of 
the  Outpatient  Department.  He  is  also  a member 
of  tbe  staff  of  Notre  Dame  Hospital  in  Central 
Falls. 

A past  president  of  the  Caduceus  Club,  the 
Pawtucket  Medical  Association,  the  iMemorial 
Hospital  Staff  Association,  and  the  Memorial  Hos- 
pital Interns’  Association,  Doctor  Mara  has  long 
been  active  in  the  state  medical  society,  serving  as 
a member  of  its  Council  and  House  of  Delegates 
for  many  years,  as  well  as  holding  the  chairman- 
ship of  the  Committee  on  Social  Welfare.  He  is 
also  vice  president  of  Physicians  Service. 

Dr.  F.  lU.  Dimmitt  Named  Vice  President 
Doctor  Frank  W.  Dimmitt,  secretary  of  the 
Providence  Medical  Association  from  1943  to 
1945,  and  president  of  the  Association  in  1950, 
was  elected  vice  president.  A graduate  of  the  Uni- 
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versity  of  Texas  and  of  the  Texas  Medical  School, 
Doctor  Dimmitt  located  in  Providence  after  the 
completion  of  his  two-year  residency  training  at 
the  Brooklyn  Eye  and  Ear  Hospital. 

He  is  past  president  of  the  New  England  Oph- 
thalmological  Society,  and  he  is  a former  snrgeon- 
in-chief  of  the  Eye  Department  at  Rhode  Island 
Hospital.  Currently  he  is  on  the  consulting  staff  at 
Rhode  Island,  Memorial,  and  Chapin  hospitals. 

Newporter  Named  President-elect 

Doctor  Samuel  Adelson,  who  has  served  for  two 
successive  terms  as  vice  president  of  the  Society, 
was  named  to  succeed  Doctor  Mara  iu  1961  as 
president.  He  has  had  a long  and  active  career  as 
a memher  of  the  Council  and  the  House  of  Dele- 
gates of  the  state  medical  society.  A past  president 
of  the  Newport  County  Medical  Society,  Doctor 
Adelson  has  combined  an  outstanding  civic  career 
with  that  he  has  enjoyed  in  medicine.  He  has  been 
chairman  of  the  Representative  Council  of  that 
City,  secretary  of  the  Board  of  Health,  a member 
of  the  City  Charter  Commission,  medical  examiner 
in  Newport  County,  and  more  recently,  chairman 
of  the  Newport  High  School  Commission. 

Standing  Committee  Chairmen 
Eight  major  committees,  designated  as  standing 
committees,  whose  personnel  is  selected  by  the 
House  of  Delegates,  were  elected  and  officially 
inducted  also.  The  following  were  named  as 
chairmen  of  these  committees : Industrial  Health, 
Doctor  Stanley  Sprague  of  Pawtucket ; Library, 
Doctor  Francesco  Ronchese  of  Providence ; Med- 
ical Defense  and  Grievance,  Doctor  Francis  B. 
Sargent  of  Providence ; Medical  Economics,  Doc- 
tor Stanley  D.  Simon  of  Providence ; Publications, 
Doctor  John  E.  Donley,  of  Providence,  who  is  also 
editor-in-chief  of  the  Rhode  Island  Medical 
Journal;  Public  Laws,  Doctor  Freeman  B. 
Agnelli  of  Westerly ; Public  Policy  and  Relations, 
Doctor  Arnold  Porter  of  Providence ; Scientific 
Work  and  Annual  Meeting,  Doctor  Henri  E. 
Gauthier  of  Woonsocket 


FOR  SALE  OR  LEASE 

14  Room  Air  Conditioned  House 
suitable  for 

PROFESSIONAL  BUILDING 

and  home  for  doctor,  dentist,  etc.  23  Park 
Place,  adjacent  to  downtown  Pawtucket, 
Rhode  Island.  Easily  accessible  by  car  or  bus. 
With  3 car  garage  plus  multiple  parking 
space  yard.  For  appointment  call  PA  3-2676. 


LONG-TERM  DISABILITY 
INSURANCE  WHICH  ONLY 
YOU  CAN  CANCEL 


BEFORE  AGE  10* 

is  one  of  the  necessary 
components  of  a 

CERTIFIED 

DISABILITY 

PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
his  staff  assure  the  client  that: 

1 His  program  "fits"  his  individual  case 

ty  His  policies  are  the  best  that  can  be 
■“  obtained  for  the  premiums  paid 

3 His  INSURABILITY  is  INSURED  (only 
HE  can  cancel) 

* He  will  have  speedy  and  efficient 
“ assistance,  from  one  source,  when  he 
becomes  a claimant. 

•provided  you  pay  the  proper  premium  when 
due,  and  do  not  retire. 

R.  A.  DEROSIER  AGENCY 

write  or  32  Custom  House  St.,  Providence  3,  R.  I. 

phone  ^ A -k 

TODAY!  GAspee  1-139 1 


be  prepared. 


. .fast,  effective,  & long  lasting  relief  from  automobile  worries 


1.  periodic  renewal  (trade-in)  of  your  car 

2.  proper  registration 

3.  ample  insurance  coverage 

4.  local  & state  taxes 

5.  breakdowns  due  to  “tired”  automobiles 


all  these  and  other  minor  "aches”  quickly  elim- 
inated when  you  lease  with  us.  releases  capital 
for  investment. 

DOSAGE:  moderate  monthly  rental  fees.* 


PA.  3-4700 


BROADWAY  AUTO  LEASE  CO.,  INC. 

766  BROADWAY,  PAWTUCKET,  R.  I. 


‘federal  tax 
deduction 


The  first  sijecific  aldosterone-blocking  agent.. . 


ALDACTONE’ 

effectivelg  extends  the  medical  control  of  edema  or  ascites. 
It  introduces  a new  therapeidic  imnciple  in  the  treatment  of. . . 

CONGESTIVE  HEART  FAILURE  • HEPATIC  CIRRHOSIS 
THE  NEPHROTIC  SYNDROME  • IDIOPATHIC  EDEMA 


ALDACTONE  introduces  a new  class  of  therapeutic 
agent,  the  aldosterone-blocking  agent  providing: 

satisfactory  relief  of  resistant  or  advanced 
edema  even  when  all  other  agents,  alone  or  in 
combination,  are  ineffective  or  are  only  partially 
effective. 

A New  Order  of  Therapeutic  Activity 

ALDACTONE  acts  by  blocking  the  effect  of  aldo- 
sterone, the  principal  mineralocorticoid  governing 
the  reabsorption  of  sodium  and  water  in  the  distal 
segment  of  the  renal  tubules. 

By  so  doing  Aldactone  establishes  a fundamen- 
tally new  and  effective  approach  to  the  control  of 
edema  or  ascites,  including  edema  resistant  or  un- 
responsive to  conventional  diuretic  agents. 

Further,  because  of  its  different  site  and  mode 
of  action  in  the  renal  tubules,  Aldactone  has  a true, 
highly  valuable  synergistic  activity  when  used  with 
a mercurial  or  thiazide  diuretic. 

WTiat  Physicians  May  Expect  of  Aldactone 

It  is  fully  expected  that  Aldactone  will  change 
present  medical  concepts  of  the  therapeutic  limita- 
tions of  managing  edema.  Many  patients  living  in 
a greater  or  lesser  state  of  edematous  invalidism 
can  now  be  edema-free.  To  others,  gravely  ill, 
Aldactone  will  be  life-saving. 


When  used  alone,  Aldactone  will  produce  a sat- 
isfactory diuresis  in  about  half  of  those  patients 
whose  edema  is  resistant  to  conventional  diuretic 
agents. 

When  Aldactone  is  used  in  a comprehensive 
therapeutic  regimen,  which  includes  a mercurial 
or  a thiazide  diuretic,  a satisfactory  diuresis  and 
relief  of  edema  may  be  expected  in  approximately 
85  per  cent  of  edematous  patients  who  would  not 
otherwise  respond. 

dosage:  For  most  adult  patients  the  optimal  dos- 
age of  Aldactone,  brand  of  spironolactone,  is  100 
mg.  four  times  daily.  Aldactone  should  be  admin- 
istered for  at  least  four  or  five  days  before  apprais- 
ing the  initial  response,  since  the  onset  of  thera- 
peutic effect  is  gradual  when  it  is  used  alone. 
Aldactone  manifests  accelerated  activity  with 
greater  response  as  early  as  the  first  and  second 
days  w'hen  used  in  combination  with  a mercurial 
or  thiazide  diuretic. 

SUPPLIED:  Aldactone  is  supplied  as  compression- 
coated  yellow  tablets  of  100  mg. 

e.  D.  SEARLE  & co. 

Chicago  80,  Hlinois 
Research  in  the  Service  of  Medicine 
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THE  OLD  ORDER  CHANGETH* 

Alfred  L.  Potter,  m.d. 


The  Author.  Alfred  L.  Potter,  M.D.,  of  Providence, 
Rhode  Island.  President.  1959-60,  the  Rhode  Island 
Medical  Society. 


OUR  Rhode  Island  Medical  Society  will  be  150 
years  old  in  1962.  Its  president,  whose  term 
of  office  ends  today,  is  the  one  hundredth  man  it 
has  honored  by  election  to  this  office.  On  such  an 
occasion  as  this  ninety-nine  presidents  have  tried 
to  express  their  gratitude  for  having  been  given 
this  highest  honor  by  their  fellow  doctors.  I,  too, 
am  deeply  grateful  to  you  and  I thank  you  with 
all  my  heart. 

It  is  expected  that  the  president  will  use  this 
occasion  for  a dissertation,  for  some  soul  search- 
ing, and  for  unloading  some  of  the  society’s  prob- 
lems— and  there  are  plenty  of  them  — on  his 
successor. 

The  circumstance  that  I am  the  hundredth  of 
the  Society’s  presidents  makes  it  inevitable  that 
my  thoughts  should  go  back  to  our  society’s  earlier 
years  to  compare  the  practice  of  medicine  in  those 
days  with  our  own ; to  ask  how  we  differ  and  are 
alike ; what  we  have  gained  or  lost  and  perhaps  get 
from  this  some  idea  of  the  direction  in  which  medi- 
cine is  moving  or  is  being  moved. 

It  was  interesting  to  look  back  a few  years  to  the 
record  of  a patient  delivered  early  in  the  history  of 
our  Providence  Lying-In  Hospital,  and  yet  within 
the  life  span  of  some  of  our  present  members.  We 
find  written  in  a fine  flowing  hand  that  “Because 
of  the  Sunday  horsecar  delay  the  doctor  was  not 
present  at  the  delivery  of  the  patient,  which  was 
done  by  the  matron.”  Then  there  was  written  at 
the  time  of  her  discharge  a month  or  so  later,  and 
heavily  underlined  to  emphasize  this  very  unusual 
fact,  that  “The  patient’s  course  was  remarkable  in 
that  at  no  time  had  the  temperature  risen  above 
100.” 

Although  Pasteur,  Semmelweis  and  Holmes  had 
demonstrated  the  cause  and  method  of  prevention 
of  sepsis,  the  records  of  that  horsecar  era  show 

*Presidential  Address  delivered  at  the  149th  Annual  Meet- 
ing of  the  Rhode  Island  Medical  Society,  at  the  Medical 
Library,  Providence,  Rhode  Island,  May  11,  1960. 


little  difference  in  results  or  in  therapy  from  those 
of  a hundred  or  even  five  hundred  years  earlier. 

Most  hospitals  were  still  hospices,  houses  of 
refuge  for  the  indigent,  functioning  to  a large 
degree  as  charitable  institutions.  Most  babies  were 
delivered  and  much  surgery  was  done  in  the  home. 
The  economics  of  medicine,  like  the  therapy,  was 
still  in  the  horsecar  stage.  When  many  of  us  began 
to  practice,  the  majority  of  patients  in  hospitals 
were  “ward  patients,”  cared  for  in  large  part 
through  the  benevolence  of  the  wealthy  in  the  com- 
munity, who  financially  supported  the  hospitals. 
Professional  care  was  given  without  charge  by  the 
doctors.  The  patients  were  truly  the  “wards”  of 
the  profession,  and  to  their  care  was  given  more 
time  than  to  private  practice.  There  was  a feeling 
of  obligation  toward  these  unfortunate  poor  which 
gave  them  priority.  They  had  the  best  of  profes- 
sional care.  The  wealthy  and  the  medical  profes- 
sion had  done  this,  an  obligation  gladly  assumed, 
from  time  immemorial. 

Those  patients  who  had  financial  means  were 
expected  to  pay  their  way  and,  while  it  was  not 
exactly  a Robin  Hood  arrangement,  it  was  under- 
stood that  those  who  were  more  fortunate  should 
pay  medical  fees  commensurate  with  their  ability, 
which  would  in  turn  make  it  possible  for  a doctor 
to  do  this  large  amount  of  the  community’s  chari- 
table work  and  still  make  a decent  living.  The  hos- 
pital charges  to  those  who  could  pay  were  in  part 
used  to  subsidize  the  hospital  care  of  the  indigent. 
Even  twenty-five  years  ago,  for  instance,  at  our 
Lying-In  Hospital  (please  excuse  the  personal 
touches  in  this ) one  patient  in  six  was  a private  or 
semi-private  patient ; the  other  five  paid  nothing  to 
the  staff’  doctors  and,  while  many  paid  what  they 
could  toward  their  hospital  care,  over  one-fourth 
were  cared  for  without  payment  to  the  hospital. 

As  we  view  the  present  situation  we  see  that 
the  economics  of  medicine  has  changed  as  much  as 
has  our  transportation  by  horsecar,  our  medical 
knowledge,  and  our  therapy.  Those  who  had  sup- 
ported our  hospitals  from  their  abundance  have 
been  taxed  beyond  their  ability  to  continue  this 
charity.  The  depression  of  the  thirties  also  had 
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made  more  financial  help  necessary  from  govern- 
ment welfare  agencies.  Doctors  formed  Blue  Shield 
and  similar  surgical  insurance  plans,  and  by  agree- 
ing to  accept  substandard  payment  from  those  in 
low  income  groups,  made  it  possible  for  them  to 
make  payment  to  their  doctors  for  the  larger,  more 
difficult  surgical  expenses.  The  ratio  of  ward  to 
private  patients  has  been  completely  reversed  with 
the  tremendous  acceptance  of  such  Blue  Shield  sur- 
gical insurance  and  prepaid  hospital  insurance 
through  Blue  Cross  and  private  insurance  com- 
panies. These  plans  are  part  of  the  “fringe  bene- 
fits” financed  in  large  part  by  the  employers. 

As  evidence  of  the  change  in  the  economy  the 
relative  number  of  ward  to  private  patients  has 
1)een  completely  reversed ; from  one  prix  ate  to  five 
ward  patients  it  is  now  one  ward  to  six  private 
patients.  There  is  no  longer  as  much  medical  char- 
itv  as  there  used  to  be  in  one  sense,  but  the  increas- 
ing proportion  of  patients  whose  care  is  paid  for 
bv  “service  benefits,"  that  is,  total  payment  from 
the  low  income  group  at  a substandard  rate  for  tbe 
doctor’s  services,  has  tended  toward  price  fixing 
for  all  at  this  rate.  It  seems  to  establish  in  the 
minds  of  all  groups  that  this  is  a fair  and  proper 
fee.  The  use  in  increasing  degree  of  “experience 
rating”  further  seems  to  be  setting  up  medical 
care  as  a commodity,  in  establishing  uniform  doc- 
tors’ fees. 

While  to  a government  agency  like  Medicare  or 
to  an  insurance  company  a standard  price  is  very 
convenient  or  even  necessary  in  mass  administra- 
tion, it  has  much  to  discredit  it  unless  the  element 
of  charity  is  considered  as  part  of  the  arrangement 
in  order  to  help  the  low  income  patient.  To  these 
administrative  and  financial  agents,  interposed  be- 
tween the  patient,  the  hospitals  and  the  doctors,  an 
operation  is  an  operation  no  matter  what  is  in- 
volved. One  appendectomy,  or  reduction  of  a frac- 
ture, is  the  same  as  any  other ; similarly,  when  it 
comes  to  medical  coverage,  all  coronary  attacks, 
pneumonias,  and  diabetic  comas  will  be  regarded 
and  rewarded  alike.  \\’hatever  the  difficulties,  com- 
plications and  other  considerations,  whether  the 
surgery  is  performed  by  the  occasional  operator, 
who  may  be  competent  for  the  ordinary  or  simple 
case,  or  by  an  outstanding  surgeon  whose  experi- 
ence and  skill  may  l)e  tried  to  the  limit,  does  not 
enter  into  consideration. 

At  the  heart  of  all  such  third  partv  payment 
insurance  plans,  it  seems  to  me,  there  lies  the  falla- 
cious assumption  that  there  can  be  a just  and  fair 
standard  payment.  There  can  be  no  such  standard 
fee  for  services  in  medicine  except  by  overpaying 
the  less  competent,  and  by  exacting  a charitable 
contribution  of  services  by  the  doctor  of  outstand- 
ing ability  who  accepts,  as  he  always  has,  a mini- 
mum fee  from  the  less  fortunate  as  a contribution 
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to  the  public  welfare.  The  point  is  that  there  is  no 
second  rate  medical  care,  no  liargain  basement  or 
Monday  morning  Specials  for  the  sick  or  those 
needing  surgery. 

One  may  buy  a pair  of  satisfactory  shoes  for  $5 
or  for  $30  and  both  will  serve  the  purpose  for  which 
they  were  bought.  One  can  travel  by  Pullman  or  by 
day  coach  and  arrive  at  the  same  station  safely  and 
at  the  same  minute.  But  in  medicine  every  patient 
requires  and  expects  every  doctor  always  to  give 
his  best  efforts,  all  tbe  hours,  skill  and  devotion  at 
his  command  in  every  instance.  And  this  is  true  no 
matter  what  may  be  tbe  patient’s  ability  to  pay.  The 
patient  will  not  get  $5  worth  of  treatment  for  his 
coronary  or  $20  worth  of  appendectomy,  but  gets 
all  the  doctor  has,  and  also  all  the  equipment  and 
services  of  the  hospital  personnel,  if  these  are  nec- 
essary. To  be  sure  doctors  differ  in  ability,  experi- 
ence. skill,  and  personality,  but  each  is  expected  to 
give  to  his  patient  the  best  he  has  without  stint. 

This  all  or  none  law  makes  a great  and  essential 
difference  between  our  art  and  a business  or  a craft. 
The  craftsman  performs  each  day  so  many  hours 
of  work  at  a standard  rate  of  pay,  and  if  a union 
craftsman  his  skills  and  ability  are  required  to  con- 
form to  what  is  established  as  the  standard  output 
of  the  average  worker,  so  many  bricks  laid  a day 
and  no  more,  so  many  square  feet  of  paint  applied 
with  not  too  wide  a brush  lest  the  work  be  done 
more  quickly.  There  is  little  reward  for  superior 
ability  in  doing  more  or  better  work  than  the  aver- 
age. In  fact,  such  zeal  is  discouraged  in  that  senior- 
ity or  length  of  employment  is  the  chief  reason  for 
retention  on  the  job  or  for  advancement.  Unless 
private  practice  is  eliminated,  I cannot  imagine  this 
happening  among  doctors.  In  the  arts,  in  the  pro- 
fessions, the  superior  man  and  product  are  still 
rewarded.  The  inventor  of  the  better  mouse  trap 
makes  the  sale  to  those  who  wear  the  well-publi- 
cized path  to  his  door.  And  the  doctor,  although 
sometimes  at  3:00  a.m.  he  wishes  it  were  other- 
wise, does  not  and  cannot  limit  his  hours  of  work, 
or  his  days  to  a five-day  week,  or  put  down  his 
tools  when  the  whistle  blows. 

With  the  increasing  pressure  and  tendency  of 
insurance  companies,  of  iNIedicare,  and  of  the  gov- 
ernment agencies  of  the  future  to  establish  fees,  all 
these  and  other  features  of  medical  practice  are 
disregarded.  “He  who  pays  the  piper  calls  the 
tune.”  The  doctor  of  superior  ability  can  be  re- 
warded, when  this  is  so,  only  by  doing  more  and 
more  work  ; the  less  competent  doctor,  by  tbe  same 
token,  will  be  over-rewarded.  This  will  be  true,  un- 
less a proper  line  can  be  drawn  and  maintained 
between  the  patient  whose  medical  expenses  are  a 
real  hardship  to  him,  and  therefore  properly  to  be 
paid  on  a “service”  basis  if  he  is  insured,  or  by 
his  local  community  which  should  consider  the  cost 


THE  OLD  ORDER  CHANGETH 

as  its  obligation  and  those  other  patients  whose 
income  warrants  their  paying  a proper  fee.  Tlie 
latter  group  of  patients  is  usually  glad  to  pay  a 
reasonable  share  of  its  hospital  and  doctors’  hills, 
and  can  do  so  without  hardship  on  an  indemnity 
insurance  basis. 

The  leveling  of  all  doctors  to  a median  payment 
is  a pernicious  trend  leading  only  to  a dead  level 
of  mediocritv.  The  lowering  of  the  superior  to  a 
mediocrity  of  reward  and  opportunity  should  never 
be  permitted  in  medicine,  however  expedient  it 
may  seem  as  applicable  to  large  groups  of  em- 
ployees or  to  lal>or  unions.  Nor  should  the  less 
competent  doctor,  where  human  suffering  and  ill- 
ness are  involved,  he  exalted  beyond  his  worth. 

I do  believe  that  most  men  enter  medicine  as  a 
calling — a true  vocation.  Perhaps  with  the  passing 
years  I am  getting  cynical.  Maybe  while  sitting  in 
on  your  Grievance  Committee  and  hearing  about 
the  aljerrations  of  a few,  a very  few,  of  our  doctors 
some  of  the  rosy  color  has  been  bleached  from  my 
spectacles.  However,  it  seems  that  of  late  years 
more  persons  than  formerly  have  entered  medicine 
for  financial  betterment  or  for  status.  Fewer  seem 
to  put  service  ahead  of  self.  I hope  that  time  may 
prove  me  wrong.  As  for  status,  at  the  present  time 
almost  any  other  field  of  human  endeavor  would 
seem  to  offer  more. 

The  infrequent  overcharging  or  other  wrong- 
doing in  the  way  of  unprofessional  conduct  by  a 
few  brings  discredit  on  all.  To  minimize  this  sit- 
uation we  must  be  more  than  ever  alert  to  police 
our  own  profession.  The  general  public  seems  ready 
to  believe  the  worst  of  us,  without  waiting  to  have 
the  evidence  presented  and  proved.  From  the  very 
nature  of  our  calling,  the  fact  that  we  are  usually 
employed  only  at  a time  of  illness,  suffering,  anx- 
iety, or  grief,  all  unpleasant  emotions,  makes  us  by 
association  the  objects  of  unconscious  disapproval 
and  hostility.  Enricus  Cordus  expressed  this  com- 
mon feeling  as  far  back  as  1535  in  these  lines: 

“Three  faces  wears  the  doctor ; when  first 
sought. 

An  Angel’s And  a God’s,  the  cure  half 

wrought ; 

But  when,  the  cure  complete,  he  seeks  his  fee, 
The  Devil  looks  less  terrible  than  he.’’ 

After  we  have  done  our  best  for  the  patient,  with 
the  few  exceptions  among  which  my  own  field  of 
obstetrics  is  notable,  we  doctors  leave  little  tangible 
to  show  for  our  ministrations,  little  hut  the  memory 
of  a painful  or  trying  experience,  anxious  hours,  or 
even  tragedy.  All  this  is  usually  unexpected  and 
results  in  economic  loss  in  addition  to  the  costs  of 
hospitalization,  drugs,  and  our  own  charges.  Tradi- 
tionally these  are  lumped  together  by  the  public  as 
“doctors’  bill.”  Almost  without  exception  each 
patient  respects  and  praises  his  own  doctor,  hut 
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the  profession  by  its  association  with  misfortune 
is  blamed. 

The  great  increase  in  suits  against  doctors  and 
the  increased  rates  of  insurance  against  such  suits 
is  painful  evidence  of  our  deterioration  in  the  pub- 
lic’s affection. 

W’e  doctors  are  presently  in  the  public’s  dog- 
house. Our  public  relations  seem  to  he  at  an  all 
time  low.  AV’e  seem  to  have  become  the  whipping 
l)oy  for  our  present  day  society.  A whipping  hoy, 
in  case  you  don’t  remember  is  “a  hoy  educated  to- 
gether with  a royal  personage,  and  flogged  in  his 
stead  when  he  commits  a fault  that  was  considered 
to  deserve  flogging.”  In  this  election  year  we  may 
expect  to  feel  the  rod  more  often. 

W’e  all  know  the  almost  unbelieva1)le  advances 
made  in  all  fields  of  medicine  in  the  past  fifty  years. 
Largely  because  of  this  progress  more  people  are 
now  well-born,  or  horn  well,  and  live  healthier  and 
happier  lives.  At  least,  they  live  healthier  lives, 
than  formerly,  and  they  live  longer.  There  are 
going  to  he  more  and  more  old  people  around. 
(I  don’t  know  how  you  define  old  people.  Most 
people  consider  “old”  anyone  who  is  ten  years  older 
than  himself. ) 

These  old  people  will  continue  the  habits  formed 
earlier.  That  is,  they  will  continue  to  eat  two  or 
three  meals  a day,  wear  clothes,  and  live  in  houses 
which  they  rent  or  own.  They  will  also  occasion- 
ally have  some  illness,  physical  or  mental.  And 
sooner  or  later  each  will  have  a terminal  illness  of 
longer  or  shorter  duration.  “As  sure  as  death  and 
taxes”  expresses  this  certainty.  The  taxes  people 
seem  to  accept  as  necessities  and  somehow  are  pre- 
pared to  pay  them.  Living  expenses  are  taken  for 
granted,  too,  hut  not  doctors’  bills.  At  least  our 
legislators  and  political  candidates  do  not  make 
the  welkin  ring  with  appeals  to  the  electorate  to 
Iniy  grandpa  a pair  of  new  shoes  or  give  him  free 
groceries.  Nor  have  I heard  suggestions  that  the 
shoe  dealer  or  grocer  supply  them  free  or  for  less 
than  cost.  This  may  come,  hut  for  the  present  free 
medical  care  (free,  except  that  we  all  pay  for  it  in 
a more  expensive  and  roundabout  way)  whether 
there  is  a proven  need  for  it  or  not,  is  the  panacea, 
the  cure-all,  offered  for  all  the  problems  of  the 
older  citizen  and  voter. 

1 believe  that  a large  part  of  the  hostility  toward 
medicine,  outspoken  by  labor  leaders,  and  rampant 
in  many  newspapers,  is  based  on  envy ; envy  of  the 
doctor’s  independence.  “W’e  few,  we  happy  few, 
we  hand  of  brothers’’  are  of  the  few  remaining 
self-employed.  We  are  not  retired  at  an  arbitrarily 
fixed  age  while  still  fully  or  even  better  able  to 
continue  working.  We  may  work  as  long  and  as 
many  hours  as  we  want  or  as  our  health  permits. 
Having  proved  our  competence  to  practice  we  are 
not  displaced  by  changing  production  methods  or 
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economic  upheavals.  We  have  security,  but  only  if 
we  keep  our  health  and  maintain  and  enlarge  our 
skills  with  new  knowledge.  In  a way  we  live  dan- 
gerously, with  no  pension  plans  paid  for  by  an  em- 
ployer. But  we  are  our  own  masters,  and  I believe 
that  for  this  reason  we  are  envied  h)'  our  detractors. 
At  the  same  time,  it  is  important  to  remember  that 
this  freedom  carries  with  it  great  responsibilities. 

The  accusation  is  made  and  believed  by  many 
that  doctors  restrict  the  recruits  to  the  ranks  of 
medicine,  that  we  keep  our  numbers  few  for  selfish 
ends.  The  groups  which  make  these  accusations  are 
the  very  groups  which  do  keep  down  their  size  by 
limiting  the  number  of  apprentices.  The  only  re- 
strictions medicine  makes  are  that  to  he  a doctor 
a man  be  thoroughly  educated  and  trained,  and  that 
he  be  of  good  moral  character.  Doctors  generously 
give  funds  to  aid  medical  education,  and  consider 
it  the  highest  of  honors  to  be  appointed  to  instruct 
students  on  a medical  school’s  faculty,  zi'itliouf 
salarx  as  the  appointment  stipulates. 

Having  reached  this  point  in  my  somewhat  sorry 
contemplation  of  our  low  position  in  public  esteem, 
I ran  across  the  presidential  address  given  nearly 
fifty  years  ago.  I had  not  looked  over  the  last  words 
of  our  earlier  presidents  because  I did  not  want  to 
be  influenced  by  them  or  impeached  for  plagiarism. 
Let  me  read  this  from  the  pen  of  Doctor  Frederick 
Rogers  in  1912 : 

“One  problem  confronts  us — not  the  etiology 
of  cancer — nor  an)-  of  the  usual  manifestations 
of  the  activity  in  the  medical  world  today,  but  a 
problem  which  is  of  equal  importance,  for  upon 
it  largely  depends  the  successful  outcome  of  all 
the  other  tasks  set  for  us.  . . . How  shall  we  regain 
the  respect  and  feeling  of  security  and  confi- 
dence in  the  medical  profession  which  was  such 
a strong  factor  in  human  life  a hundred  years 
ago,  but  which  now  is  unfortunately  lacking? 
The  minister,  the  squire,  and  the  doctor  were  a 
power  in  a community — That  all  have  suffered 
in  the  lapse  of  years  is  evident.’’ 

This  was  the  question  Doctor  Rogers  posed.  It 
is  still  our  chief  and  present  concern.  What,  if  any- 
thing can  we  doctors  do  to  correct  this  opinion? 
What  can  we  do  in  self-defense?  Stripped  of  the 
rhetoric  of  his  day  Doctor  Roger’s  answer  was  to 
use  “organization  and  publicity  or  public  educa- 
tion.” He  strongly  recommended  that  our  medical 
society  widen  its  scope  beyond  the  reading  of 
papers  on  medical  subjects,  that  we  actively  become 
concerned  with  the  social  and  economic  problems 
about  us.  He  urged  that  our  society  be  unified  and 
he  looked  on  as  an  essential  part  of  our  activity. 
Xo  one,  he  said,  can  better  guard  the  public  welfare 
than  the  doctor.  Moreover  we  should  openly  and 
loudly  educate  the  public. 

We  now  have  a united  and  strong  medical  so- 
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ciety,  and  only  your  president,  at  the  end  of  his 
term  of  office,  can  fully  appreciate  the  many  hours 
of  hard  work  put  in  by  your  society’s  committees, 
especially  by  their  chairmen,  to  whom  I am  deeply 
grateful.  These  are  the  men  who  make  your  societv 
effective.  They  are  wonderfully  served  by  our  ver- 
satile and  indefatigable  executive  secretary,  John 
Farrell,  whom  I must  single  out  for  special  thanks. 

It  has  been  suggested  from  time  to  time  that  the 
society  secure  a public  relations  secretary  to  deo- 
dorize us  with  the  public.  To  some  this  has  seemed 
a helpful  idea,  but  it  seems  to  others  of  us  that  good 
public  relations  cannot  be  bought.  They  can  best  be 
regained  and  maintained  by  our  individual  and  per- 
sonal contacts  with  our  patients  and  other  laymen. 
Our  Grievance  Committee  is  willing,  eager  and 
able  to  do  what  it  can  to  correct  and  discipline, 
within  its  power,  those  few  among  us  who  bring 
discredit  to  us  all.  But  beyond  our  relations  with 
our  individual  patients,  do  doctors  interest  them- 
selves as  they  should  in  things  outside  medicine? 
It  is  proper  and  necessary  that  we  limit  our  medical 
groups  to  our  own  fields  of  interest,  but  have  we 
withdrawn  too  far  from  nonprofessional  groups? 
In  an  earlier  day  the  doctor,  being  then  among  the 
few  well-educated  men  of  his  community,  was 
called  on  for  advice  outside  his  medical  field,  and 
he  ably  took  part  in  civic  and  public  affairs.  You 
will  recall  that  six  among  the  signers  of  the  Dec- 
laration of  Independence  were  medical  men.  I hope 
that  public  respect  for  the  doctor  can  be  improved, 
but  it  will  take  time.  In  this  election  year  much  will 
be  said  in  the  heat  of  campaign  oratory  that  will  not 
help  our  profession. 

\\’e  cannot  justly  be  accused  of  lack  of  sympathy 
for  others  from  the  very  nature  of  our  work,  but 
perhaps  our  sympathy  and  concern  has  been  too 
specialized,  too  concentrated  on  the  public’s  health 
and  medical  problems.  M e may  have  specialized 
too  much.  We  cannot  rightly  be  convicted  of  im- 
muring ourselves  in  an  ivory  tower,  but  it  does 
seem  that  the  time  has  come  to  alight  from  our 
automobiles  and  go  afoot  into  the  market  place  and 
town  square. 

Few  of  us  will  be  around  to  hear  our  president 
discoursing  on  this  subject  fifty  years  from  now. 
I hope  that  he  will  have  a more  cheerful  report  on 
our  public  relations  than  Doctor  Rogers  and  I ha\  e 
presented  to  the  Rhode  Island  Medical  Society. 
This,  you  see,  has  been  and  still  is  our  great  prob- 
lem. And  many  signs  seem  to  indicate  that  it  may 
be  later  than  we  think. 


MEDICAL  UBRARY  HOURS 
8:30  A.M.  to  4:30  P.M. 

In  August:  8:30  A.M,  to  1:00  P.M. 
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CARDIAC  SURGERY,  the  youngest  surgical  spe- 
cialty, is  in  its  second  stage  of  development. 
In  its  evolution  the  diseases  treated  by  ordinary 
surgical  maneuvers  taught  us  the  preoperative 
preparation,  the  techniques  for  handling  the  great 
vessels,  and  the  postoperative  management  of 
patients  with  heart  disease  subjected  to  the  stress 
of  surgery.  Perhaps  more  important  was  the  stim- 
ulus that  corrective  surgery  had  on  the  develop- 
ment of  precise  diagnostic  techniques. 

In  this  discussion  it  will  be  possible  to  cover 
only  a few  of  the  conditions  that  can  he  helped 
by  surgery. 

The  patent  ductus  arteriosus  deserves  first  place 
for  it  was  the  first  congenital  anomaly  of  the  heart 
and  great  vessels  to  be  successfully  treated  by  sur- 
gery. The  most  interesting  complication  of  present- 
dav  concern  is  the  infant  who  has  associated  with 
the  ductus  serious  pulmonary  hypertension  and 
high  output  failure.  It  is  commonly  misdiagnosed. 
These  young  patients  shortly  after  birth  may  de- 
velop signs  of  high  output  failure  with  X-ray  evi- 
dence of  a large  heart  with  vascular  lung  fields  and 
associated  with  it,  electrocaridographic  changes  of 
combined  ventricular  hyjiertrophy.  Physical  signs 
as  well  suggest  a large  ventricular  septal  defect. 
Many  patients  undoubtedly  have  been  permitted  to 
develop  uncontrollable  heart  failure  and  have  not 
been  treated  because  of  the  incorrect  diagnosis  of 
a ventricular  defect. 

How  is  the  diagnosis  made  in  the  infant  with  a 
patent  ductus  arteriosus  ? First,  one  has  to  suspect 
a patent  ductus  in  patients  who  have  a loud  systolic 
murmur  over  the  base  of  the  heart  and  the  pul- 
monary artery  associated  with  high  output  failure. 
It  should  be  the  working  diagnosis  until  it  is  ex- 
cluded. In  our  clinic  we  have  found  that  the  sim- 
plest way  to  do  this  is  by  retrograde  aortograms. 

*From  the  Division  of  Thoracic  Surgery,  Duke  University 
Medical  Center,  Durham,  North  Carolina. 

Presented  at  the  1960  Rhode  Island  Scientific  Session 
on  Cardiovascular  Disease,  sponsored  by  the  Rhode  Island 
Heart  Association,  at  East  Providence,  Rhode  Island, 
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The  brachial  artery  is  exposed,  a cannula  is 
threaded  into  it,  and  a retrograde  injection  of 
radio-opaque  material  is  then  given.  This  has  been 
a uniformly  successful  diagnostic  procedure  in 
children  under  six  months  of  age.  If  the  ductus  is 
large,  we  have  at  times  proceeded  with  surgical 
correction  without  further  studies. 

Thirteen  of  fifteen  children  under  the  age  of  two 
who  had  this  complicated  ductus  have  been  treated 
successfully.  There  have  been  no  deaths  attribut- 
able to  the  operation  where  the  ductus  has  been 
ligated.  There  were  two  children  under  two  months 
of  age  who  would  not  tolerate  the  occlusion  of  the 
ductus,  and  therefore  this  could  not  he  obliterated. 
These  children  apparently  had  a fixed  pulmonary 
resistance. 

The  infant  with  a large  ventricular  septal  defect 
with  high  output  failure  and  a large  left  to  right 
shunt  will  in  some  instances  not  survive  in  spite 
of  the  best  medical  care.  These  patients  tolerate 
open  heart  surgery  very  poorly  mainly  because  of 
the  magnitude  of  the  procedure  in  a patient  with 
congestive  failure.  They,  however,  may  be  bene- 
fited l)y  simply  increasing  the  resistance  in  the  pul- 
monary artery  by  constricting  it  to  50-60%  of  its 
normal  size.  This  reduces  the  amount  of  blood 
drained  to  the  lungs  by  the  left  to  right  shunt, 
thereby  increasing  the  left  heart  output.  This  oper- 
ation can  be  corrected  quickly  with  a minimum  of 
stress  to  the  patient.  Our  experience  with  two 
patients  has  been  very  satisfactory.  A completely 
corrective  procedure  can  be  carried  out  later  with 
correction  of  the  induced  pulmonary  stenosis  and 
the  interventricular  septal  defect. 

The  next  neonatal  condition  of  interest  to  us  is 
coarctation  of  the  aorta,  which  is  a very  common 
cause  of  cardiac  failure  during  the  first  few  weeks 
of  life.  The  infant  with  a coarctation  and  conges- 
tive failure  presents  a difficult  problem.  A period 
of  conservative  treatment  may  permit  more  time 
for  collaterals  to  develop,  with  improvement  of 
heart  function  and  deferment  of  operation  until 
later.  In  addition  there  is  not  yet  clear  evidence 
that  the  suture  line  will  increase  its  diameter  with 
the  age  of  the  child,  and  this  is  the  only  real  reason 
for  not  proceeding  with  the  correction  of  coarcta- 
tion as  early  as  possible.  Children  of  this  age  tol- 
erate surgery  well,  and  the  operation  is  technically 
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much  simpler.  Indication  for  operation  then  is  car- 
diac failure  that  is  nearly  impossible  to  control, 
progressive  cardiac  enlargement.  se\  ere  hyperten- 
sion, and  marked  growth  retardation.  Ten  patients 
have  been  submitted  to  surgery  because  of  these 
indications,  and  all  have  survived  when  they  had 
a correctable  lesion.  This  does  not  include  the 
group  who  have  marked  hyperplasia  and  malde- 
\ elopment  of  the  aortic  arch  associated  with  such 
severe  deformities  as  an  underdeveloped  left  ven- 
tricle, aortic  stenosis,  and  mitral  stenosis.  There 
has  been  one  long  follow-up  on  a child  who  was 
operated  upon  at  the  age  of  fifteen  months  because 
of  persistent  cardiac  failure  and  hypertension  of 
200  mm.  of  mercury.  The  child  is  now  ten  years  of 
age  and  has  normal  blood  pressure  in  both  her 
upper  and  lower  extremities.  This  has  been  encour- 
aging as  it  perhaps  indicates  that  the  aorta  grows 
with  the  patient. 

The  Markedly  Cyanotic  Child 
The  next  lesion  of  interest  to  us  in  the  neonatal 
period  is  the  markedly  cyanotic  child.  This  condi- 
tion usually  involves  a differential  diagnosis  be- 
tween transposition  of  great  vessels,  associated 
with  severe  cardiac  failure,  and  lesions  that  cause 
marked  diminution  in  pulmonary  blood  flow.  The 
most  common  lesions  of  this  type  are  the  tetralogy 
of  Fallot  and  its  variant,  pseudo-truncus.  Others 
are  uncommon,  such  as  tricuspid  atresia  and  Eb- 
stein's disease.  It  is  not  yet  possible  to  do  much 
for  patients  in  this  age  group  with  transposition 
of  the  great  vessels,  although  the  creation  of  a 
large  interatrial  defect  shows  some  promise  of 
palliating  these  children.  In  the  other  group,  how- 
ever, there  is  a great  deal  that  can  be  done.  In  those 
with  either  a pseudo-truncus  or  tetralogy,  it  is  pos- 
sible to  do  an  anastomosis  between  a subclavian 
artery  and  a pulmonary  artery  satisfactorily.  Eight- 
een patients  under  the  age  of  eighteen  months  have 
been  treated  in  this  way  with  a mortality  rate  of 
about  19^0  and  a good  result  in  al)Out  75%.  We 
have  almost  abandoned  the  direct  anastomosis  be- 
tween the  pulmonary  artery  and  the  aorta  because 
of  the  difficulty  in  controlling  the  size  of  the  anas- 
tomosis and  the  problem  that  is  associated  with 
the  closure  of  the  shunt  if  a future  corrective  oper- 
ation is  indicated. 

It  is  our  practice  now  in  patients  who  have  a 
tetralog)'  of  Eallot  or  a pseudo-truncus  who  are  so 
cvanotic  that  they  have  repeated  episodes  of  syn- 
cope as  well  as  other  signs  of  marked  vascular  in- 
sufficiency, to  proceed  with  a palliative  systemic  to 
pulmonary  artery  shunt  even  in  the  first  few  weeks 
of  life. 

Patients  with  tricuspid  atresia  have  a right  to 
left  shunt  at  the  auricular  level.  If  one  uses  a pro- 
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cedure  that  returns  a large  volume  of  blood  into  the 
left  auricle,  one  increases  the  left  auricular  pressure 
above  that  of  the  right  auricular  pressure ; and 
therefore  the  shunt  is  predominantly  left  to  right. 
Consequently,  the  blood  emerging  from  the  aorta 
is  moderately  well  saturated  and  one  does  not  gain 
in  efficiency  l)y  recirculating  it  through  the  lung 
with  a systemic  to  pulmonary  arterv  anastomosis. 
It  is  now  possible,  however,  to  help  these  children 
with  another  type  of  shunt.  This  operation  is  based 
on  the  observation  that  the  right  heart  can  he  by- 
passed, for  the  systemic  venous  pressure  is  ade- 
quate to  move  blood  through  the  lungs.  This  is 
accomplished  in  clinical  practice  by  partial  bypass 
of  the  right  heart  and  is  done  by  anastomosing  the 
superior  vena  cava  to  the  right  pulmonarv  artery. 
This  operative  procedure  shunts  approximately 
40%  of  the  systemic  venous  blood  into  the  right 
lung.  The  remainder,  coming  through  the  inferior 
vena  ca\  a.  goes  into  and  out  of  the  heart  in  the 
usual  way.  In  the  performance  of  this  operation,  it 
is  necessary  to  occlude  the  superior  vena  cava,  and 
severe  congestive  disturbances  can  occur  in  the 
upper  part  of  the  body,  particularly  in  the  brain. 
If  one  were  to  use  it  in  tetralog}’  of  Eallot,  there 
are  many  advantages  of  this  procedure  over  a sys- 
temic to  pulmonary  artery  shunt.  One  does  not 
introduce  a high  pressure,  high  flow  system  into 
the  pulmonary  vascular  tree ; therefore,  one  does 
not  damage  the  pulmonary  arteries.  Secondly,  one 
does  not  increase  the  work  of  the  left  heart. 

Our  experience  with  this  procedure  has  not  been 
extensive.  We  have  used  it  on  only  three  patients. 
They  have  been  unusual  in  that  all  of  them  have 
been  under  three  months  of  age.  The  anastomosis 
has  been  successful  in  all  three  of  them.  One  pa- 
tient died  from  empyema  about  six  weeks  after 
surgery.  It  was  thought  that  this  was  secondary  to 
a pneumonia  that  occurred  after  discharge  from 
the  hospital.  The  post-mortem  examination  showed 
the  shunt  to  be  open.  The  other  two  patients  have 
done  well.  I believe  that  this  procedure  deserves 
wider  application  in  the  very  young  child  and 
should  be  considered  in  the  severe  tetralogy  under 
the  age  of  eighteen  months. 

Machine  Control  of  Respiration  and  Circulation 

The  demonstration  of  the  feasibility  of  control- 
ling completely  the  respiration  and  circulation  of  a 
man  by  a machine  can  be  classed  as  one  of  the 
major  advances  in  surgery.  The  most  obvious  appli- 
cation of  this  technique  is  in  the  treatment  of  dis- 
eases of  the  heart  and  of  the  great  vessels.  It  is 
undoubtedly  true  that  in  the  future  the  ability  to 
control,  either  with  a machine  or  with  some  other 
method,  these  two  vital  functions  will  lead  to  utili- 
zation of  this  for  a variety  of  surgical  conditions. 
Our  interest  today  of  course  is  directed  toward 
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heart  disease,  and  I would  like  to  discuss  some  of 
the  common  conditions  that  can  now  he  treated 
with  the  use  of  this  technique. 

It  is  first.  I think,  necessary  to  review  for  a 
moment  the  risk  of  comjdete  circulatory  bypass. 
This  should  he  less  than  1%  and  really  not  much 
more  than  an  ordinary  general  anesthetic.  If  the 
risk  of  cardiopulmonary  bypass  is  greater  than 
this,  the  application  of  the  technique  will  be  ex- 
tremely limited,  and  one  could  not  justify  its  use 
in  many  of  the  defects,  such  as  auricular  and  ven- 
tricular defects  and  tetralogy  of  Fallot. 

Open  cardiac  surgery  has  to  he  done  in  a delib- 
erate manner.  In  about  95^  of  the  patients  the 
preoperative  diagnosis  is  exact ; hut  in  5%  the  diag- 
nosis is  not  correct,  and  one  should  have  available 
the  time  to  carry  out  any  procedure  that  is  needed. 

Auricular  septal  defects  present  to  the  surgeon 
the  ideal  lesion  as  far  as,  first,  its  ease  of  correction  ; 
second,  the  complete  reversal  of  the  pathologic 
physiology  associated  with  it ; and  lastly,  an  opera- 
tive risk  of  1%  or  less  in  the  ordinary  secundum 
type  of  lesion.  The  principal  physiologic  disturb- 
ance associated  with  this  is  an  increase  in  pulmo- 
nary blood  flow  with  an  increased  amount  of  work 
on  the  heart  and  a loss  of  efficiency  by  recirculation 
of  quantities  of  blood  through  the  lungs  that  are 
equivalent  to  several  times  the  left  ventricular  out- 
put. This  lesion  is  slowly  progressive;  therefore 
one  can  select  the  ideal  time  for  operation.  The 
patients  may  have  a mildly  elevated  pulmonary 
pressure  which  is  nearly  always  due  to  increased 
pulmonary  blood  flow  and  not  to  pulmonary 
arteriolar  change. 

The  diagnosis  of  atrial  septal  defects  of  the 
secundum  type  can  be  made  by  clinical  studv  alone 
in  almost  all  patients,  and  it  is  open  to  question  by 
some  whether  or  not  cardiac  catheterization  is 
needed.  It  is  our  practice  to  do  this  still  because 
we  occasionally  find  an  associated  defect,  and  we 
are  saved  some  embarrassment  and  difficulty  at  the 
operating  table. 

It  is  the  practice  in  our  clinic  to  elect  to  operate 
upon  all  patients  with  this  lesion  at  the  age  of  four 
to  five  years.  We,  however,  do  not  have  an  upper 
age  limit.  The  oldest  patient  was  fifty-six  years 
of  age. 

The  patients  in  our  series  above  the  age  of  thirty 
frequently  got  into  difficulty  because  of  rhythm  dis- 
turbances, which  resulted  in  cardiac  failure.  The 
attrition  of  this  disease  increases  progressively  with 
each  decade  of  life,  and  by  the  fourth  or  fifth 
decade  nearly  all  patients  with  a large  atrial  defect 
have  had  some  type  of  serious  cardiac  disturbance. 

We  have  operated  upon  over  50  patients  with 
septum  secundum  defects  and  have  not  had  a death 
in  this  group.  There  has  been  only  one  serious  post- 
operative complication.  This  patient  developed,  for 
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some  unknown  reason,  a small  embolus  to  her  left 
cerebral  hemisphere. 

Patients  with  primum  types  of  atrial  septal  de- 
fects present  more  formidable  technical  ])roblems. 
.Some  of  them  may  have  more  serious  physiological 
changes  and  therefore  are  poorer  surgical  candi- 
dates than  are  the  patients  with  the  secundum  type 
of  defect.  A septum  primum  defect,  not  associated 
with  a valvular  malfunction  or  a ventricular  septal 
defect,  has  almost  the  same  prognosis  as  does  a 
secundum  defect.  The  only  technical  problem  that 
increases  the  morbidity  is  the  location  of  the  A-V 
node  near  the  bottom  of  the  defect. 

The  principal  diagnostic  point  that  differentiates 
a septum  primum  from  a secundum  type  of  defect 
is  the  counterclockwise  vector  on  the  electrocardio- 
gram. This  indicates  a septum  primum  defect  in 
about  nine  cases  in  ten.  Tbe  indications  for  opera- 
tion are  just  as  in  the  septum  secundum  type  of 
defect,  with  the  exception  that  the  patient  with  the 
atrioventricularis  communis  defect,  should  not  be 
operated  upon.  If  it  is  found  at  exploration,  we 
do  not  believe  that  the  surgical  procedure  should 
be  completed.  If  there  is  a deformity  of  the  mitral 
valve  with  a considerable  degree  of  mitral  insuffi- 
ciency, then  the  prognosis  is  altered.  Although  the 
valve  can  be  repaired,  sometimes  the  associated 
technical  problems  due  to  the  thinness  and  fria- 
bility of  tbe  valve  make  it  difficult  to  obtain  a good 
closure,  and  the  regurgitation  may  recur.  In  our 
group  of  15  patients,  we  have  only  had  two  with 
mitral  valve  deformities.  These  have  been  cor- 
rected, and  we  have  not  lost  a patient  with  a septal 
primum  defect  alone  or  associated  with  valve  dis- 
ease. Our  only  death  in  this  group  was  a child  who 
had  an  atrioventricularis  communis. 

Pulmonic  stenosis  when  it  occurs  alone  can  be 
completely  corrected,  and  the  results  are  always 
good.  These  are  best  corrected  with  extracorporeal 
circulation  since  there  are  times  when  the  diagnosis 
is  not  correct ; and,  in  addition,  it  affords  a safety 
factor  of  time  which  may  permit  the  correction  of 
certain  technical  accidents  that  could  lead  to  the 
death  of  the  patient.  Fifteen  patients  have  been 
treated  in  this  way  and  all  of  these  survived. 

There  was  one  patient  who  had  pure  infundi- 
bular stenosis  without  an  TV.  defect.  The  patient 
was  successfully  operated  upon. 

Selection  of  Patients  for  Open  Heart  Surgery 

One  of  the  most  difficult  problems  in  open  heart 
surgery  is  the  selection  of  patients  for  operation 
who  have  a ventricular  septal  defect.  A patient  with 
a ventricular  septal  defect  with  a moderately  large 
left  to  right  shunt  and  with  moderate  hypertension 
is  among  the  best  of  candidates  for  open  heart  sur- 
gery. On  the  other  hand,  a patient  who  has  a large 
ventricular  septal  defect  associated  with  pulmonary 
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hypertension  may  not  only  run  a high  risk  during 
the  procedure,  but  may  not  benefit  from  an  opera- 
tion that  may  be  technically  successful. 

The  manner  in  which  patients  are  selected  for 
operation  is  difficult  to  explain  in  a short  time. 
Patients  who  have  evidence  of  marked  left  to  right 
shunt  as  shown  by  history,  by  physical  examina- 
tion, by  the  demonstration  on  X ray  of  a full  pul- 
monary vascular  tree  and  a large  heart,  and  a dem- 
onstration on  the  electrocardiogram  of  increased 
work  load  on  the  right  ventricle  and  left  ventricle 
constitute  the  ideal  candidates.  If  these  patients 
have,  in  addition  to  the  above  changes,  pressures 
that  are  quite  high  in  the  pulmonary  artery,  say 
equal  or  within  80^  of  the  systemic  pressure,  they 
are  still  reasonable  risks  for  surgery.  If,  however, 
the  patients  with  high  pulmonary  pressure  have  a 
relatively  quiet  heart ; have  symptoms  that  are  not 
marked  ; have  a faint  murmur  ; have  a small  heart 
on  X ray  with  peripheral  constriction  of  the  pul- 
monary arteries  but  with  very  large  central  pulmo- 
nary arteries ; have  an  electrocardiogram  showing 
overwork  of  the  right  ventricle,  then  they  are  not 
candidates  for  surgery.  It  is  the  patients  who  fall 
between  these  last  two  extremes  that  present  the 
most  difficulty  in  selection. 

In  our  experience  patients  who  have  only  large 
left  to  right  shunts  and  with  only  moderate  eleva- 
tions of  pulmonary  pressure  do  unusually  well,  and 
the  risk  of  surgery  for  these  patients  is  5%  or  less. 
Patients  who  have  pulmonary  hypertension,  80% 
or  greater,  as  compared  to  systemic  pressure,  may 
have  a risk  of  between  20%  and  30%  depending 
entirely  on  how  the  patients  are  selected  for  sur- 
gerv.  In  addition  an  occasional  patient  in  this  latter 
category  may  survive  surgery  yet  not  have  any 
diminution  in  his  pulmonary  resistance.  I might 
point  out  that  this  same  finding  has  been  noted  in 
patients  with  patent  ductus  arteriosus  who  have 
associated  pulmonary  hypertension.  The  mortality 
for  our  series  of  some  48  patients  is  18%. 

Tetralogy  of  Fallot  is  a very  complex  deformity  ; 
and  because  of  its  many  variations,  it  is  very  diffi- 
cult to  classify  anatomically  and  functionally.  The 
patients  may  vary  from  the  markedly  cyanotic  to 
the  noncyanotic.  It  is  our  belief  that  variations  in 
the  anatomical  configuration  may  explain  to  some 
degree  the  difference  in  the  clinical  picture. 

For  clinical  purposes,  tetralogies  have  been 
divided  into  three  groups.  The  first  group  may 
have  mild  or  absent  cyanosis,  a large  pulmonary 
artery,  and  minimal  overriding  of  the  aorta.  It  is 
in  the  patients  in  this  group  who  respond  best  to 
surgery.  In  our  experience  the  mortality  rate  in 
this  group  is  less  than  5%. 

There  is  an  intermediate  group  who  have  a mod- 
erate to  small  size  pulmonary  artery,  moderate 
overriding  of  the  aorta,  and  a perhaps  small  left 
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ventricle.  It  is  in  this  group  of  patients  that  the 
operative  risk  tends  to  be  high  although  many  of 
these  patients  can  be  carried  through  surgery  suc- 
cessfully. In  our  experience  the  risk  in  this  group 
is  15%  to  20%.  In  the  last  year  some  six  patients 
in  this  category  have  had  only  an  infundibular  re- 
section. the  interventricular  septal  defect  being  left 
open.  The  configuration  of  the  pulmonary  artery 
may  protect  the  lungs  and  permit  a balanced  pul- 
monary-systemic circulation.  This  of  course  does 
not  correct  all  of  the  deformity  and  tends  to  place 
them  into  the  preceding  mild  group. 

The  third  group  consists  of  the  patients  who  are 
severely  cyanotic.  Many  of  these  may  develop 
symptoms  quite  early  and  have  to  have  some  type 
of  surgical  correction  in  the  first  few  months  of  life. 
If  they  survive  for  several  years,  they  are  still 
markedly  cyanotic,  and  at  operation  we  have  noted 
that  they  frequently  have  a very  small  pulmonary 
artery  and  pulmonary  outflow  tract  with  a 
markedly  overriding  aorta  and  a small  left  ven- 
tricle. W’e  believe  that  these  patients’  are  not  can- 
didates for  any  type  of  open  procedure  and  that 
some  type  of  shunt  should  be  carried  out,  for  the 
pulmonary  artery  may  be  too  small  for  an  infundi- 
bular or  valvular  resection  to  be  successful.  It  is 
our  opinion  that  the  pulmonary  outflow  tract  should 
not  be  increased  by  a patch  unless  the  two  ventricles 
are  securely  partitioned. 

Another  factor  may  be  important  in  the  survival 
after  operation  of  patients  with  tetralogy  of  Fallot. 
The  predisposition  for  cyanotic  patients  to  get  mul- 
tiple pulmonary  thrombi  may  also  influence  the 
operative  result.  It  is  possible  that  these  vascular 
changes  may  so  damage  the  pulmonary  arterial  bed 
that  it  cannot  accept  after  operation  the  increased 
volume  now  perfusing  it. 

.\nother  complicating  factor  is  presented  by  the 
results  of  a shunt  operation.  Unquestionably  a 
shunt  operation  has  much  to  commend  it,  and  one 
can  e.xpect  moderate  to  e.xcellent  results  in  many 
patients.  In  even  small  children  and  infants,  the 
mortality  rate  is  quite  low.  In  the  cyanotic  patients 
this  good  palliative  operation  has  to  be  balanced 
against  the  high  risk  operative  procedure  where 
attempt  is  made  to  completely  correct  all  of  the 
abnormalities. 

The  last  point  that  I would  like  to  bring  up  in 
connection  with  the  treatment  of  tetralogy  of  Fallot 
is  technical.  The  defect  in  this  condition  is  usually 
large,  and  it  may  be  impossible  to  close  it  satis fac- 
torilv  by  direct  suture.  Even  if  the  latter  is  possible, 
the  aorta  can  be  obstructed  by  the  closure  when 
there  is  overriding.  For  this  reason  a prosthesis  is 
needed.  As  yet  there  are  no  data  on  the  ultimate 
success  of  patching  large  defects  such  as  this.  Post- 
operative studies  in  our  clinic  reveal  that  the  patch 
has  remained  intact  in  some  patients,  but  we  have 
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Introduction 

Tn  a booklet  describing  the  “Recognition  and 

Management  of  Neuromuscular  Reactions”  ob- 
served with  prochlorperazine  (Compazine),  the 
manufacturers  state  that  “these  side-effects  are 
seldom  seen  outside  of  mental  hospitals.”  They 
state  that  “dystonias  and  symptoms  resembling 
Parkinsonism  usually  occur  only  at  high  dosage 
levels,  such  as  those  utilized  in  mental  hospitals  for 
the  control  of  psychosis.” 

In  a recent  report  in  the  J.A.M.A.,  Scime  and 
Tallant  describe  “tetanus-like  reactions”  with 
“small  amounts  of  prochlorperazine  which  are  rou- 
tinely prescribed.”  Review  of  their  eight  cases 
revealed  that  total  doses  of  10  to  45  mgms.  given 
orally,  intramuscularly  or  by  rectal  suppository, 
were  capable  of  inducing  serious  neuromuscular 
complications  such  as  will  be  described  below. 

It  is  apparent  from  a review  of  the  literature  that 
even  a single  10  mgm.  dose  is  capable  of  inducing 
this  reaction  in  a susceptible  patient,  and  it  is  fur- 
ther apparent  that  many  patients  are  susceptible, 
with  some  indication  of  predisposition  for  younger 
female  patients;  however,  all  age  groups  and  both 
sexes  are  susceptible. 

In  their  report  of  four  cases  in  children,  Cleve- 
land and  Smith  describe  three  females  and  one 
male ; Scime  and  Tallant  report  two  females  and 
one  male ; our  report  of  personally  observed  cases 
describes  three  females  and  one  male.  In  their  paper 
published  in  Pediatrics,  Shaw  and  others,  de- 
scribed “seizures”  in  a nine-year-old  male  and  a 
fifty-year-old  male  physician  (cases  3 and  4 j which 
involved  spasms  of  neck  and  facial  muscles,  similar 
to  many  other  reported  cases. 


The  reaction  patterns  described  in  the  reports  of 
toxic  manifestations  all  carry  overtones  of  the 
marked  anxiety  of  the  attending  physician  (be  he 
internist,  surgeon  or  pediatrician  ) as  well  as  the 
graver  anxietv  of  the  patient. 

WT  present  the  following  case  reports  to  illus- 
trate the  pattern  of  toxicity  observed,  emphasizing 
that  these  are  not  “Parkinsonian”  manifestations, 
but  rather  specific  involuntary  motor  reactions  in 
muscles  innervated  by  brain-stem  and  upper  spinal 
(cervical)  motoneurones.  These  reactions  have 
been  classified  by  the  manufacturer  as  “dystonias,” 
but  would  appear  to  represent  a specific  toxic 
neuromuscular  response  to  the  drug. 

Case  Reports 

Case  No.  1.  F.  Z.,  a sixteen-year-old  female, 
was  admitted  to  the  Miriam  Hospital  for  surgical 
excision  of  a torn  medial  meniscus.  In  the  imme- 
diate pre-  and  post-operative  period,  she  received 
30  mgms.  of  Compazine  in  three  10  mgm.  doses 
intramuscularly  over  a thirty-six-hour  period.  .She 
appeared  to  be  unusually  tense  and  “jittery,”  but 
little  attention  was  paid  to  this  manifestation,  which 
was  replaced  by  post-operative  nausea  that  per- 
sisted to  the  third  post-operative  day. 

At  this  time  a resident  physician  ordered  10 
mgms.  of  Compazine  orally.  This  failed  to  reduce 
her  anxiety,  and  on  the  following  morning,  a sec- 
ond 10  mgm.  dose  of  Compazine  was  given  intra- 
muscularly. 

The  patient  began  to  complain  of  a “pulling  of 
the  neck”  in  the  afternoon  and  this  became  more 
pronounced  in  several  hours.  A thick  cotton  cer- 
vical collar  was  applied  which  failed  to  give  her 
any  relief. 

Within  several  hours  she  began  to  stick  her 
tongue  out  of  the  mouth  very  frequently,  and  her 
speech  became  thick  and  difficult  to  understand. 
She  cried  with  apprehension,  complaining  that  her 
“tongue  was  too  big  for  her  mouth.” 

When  seen  at  7 :00  p.m.,  this  normally  very  at- 
tractive, alert  young  female  presented  a picture 
which  was  alarming  to  all  observers.  She  kept  put- 
ting her  tongue  out  several  times  each  minute,  with- 
drawing it  into  her  mouth  with  evident  difficulty, 
and  within  several  seconds  it  was  again  protruding 
between  her  lips.  When  she  talked  it  was  with  a 
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very  ‘‘thick”  speech,  and  it  was  difficult  to  under- 
stand many  of  the  words.  She  kept  arching  her  neck 
frequently  into  a position  of  opisthotonus,  and  this 
appeared  to  occur  involuntarily,  the  patient  com- 
plaining that  ‘‘my  neck  is  being  pulled  backward.” 
She  was  alert,  and  co-operative,  hut  apprehensive. 

It  was  decided  that  Compazine  must  be  the 
offending  agent,  and  this  drug  was  immediately 
discontinued,  and  the  patient  was  given  demerol 
75  mgms.  by  intramuscular  injection. 

Within  four  hours,  the  protruding  of  the  tongue 
had  ceased  as  well  as  the  repeated  arching  of  the 
neck  in  extension.  Her  speech  was  once  again  per- 
fectlv  normal,  as  was  her  appearance.  Xo  further 
incident  of  this  type  occurred  again. 

Case  Xo.  2.  D.  W.,  a sixteen-year-old  male  was 
admitted  to  the  IMiriam  Hospital  with  a torn  medial 
meniscus  of  the  left  knee.  On  the  day  following 
surgical  excision  of  the  knee  cartilage.  10  mgms. 
of  Compazine  were  administered  intramuscularly. 
On  the  second  day,  two  intramuscular  doses  of  10 
mgms.  each  of  Compazine  were  given  at  2 :00  p.m. 
and  6:00  p.m.  respectively.  Shortly  thereafter,  the 
patient's  eyes  were  noted  to  roll  up  uncontrollably, 
there  were  spasms  of  the  facial  muscles  and  tongue, 
and  the  boy  was  considered  disoriented  by  the 
nurses  in  attendance.  Compazine  was  discontinued, 
and  the  symptoms  subsided.  The  only  other  medi- 
cation given  post-operatively  was  oral  demerol 
for  pain. 

Case  Xo.  3.  M.  AT,  a twenty-three-year-old 
female  was  admitted  to  the  Aliriam  Hospital  from 
the  accident  room.  She  had  been  referred  to  the 
hospital  because  of  persistent  involuntary  move- 
ments of  her  jaw  muscles,  ‘‘swelling”  of  her  tongue, 
‘‘thickness”  of  speech,  and  marked  anxiety  in  asso- 
ciation with  these  sym]:)toms. 

Her  attending  physician  gave  the  following  his- 
tory : I'his  moderately  obese  young  woman  had 
been  suffering  from  epigastric  distress  over  a three- 
week  period.  There  was  some  intermittent  nausea, 
but  no  vomiting.  After  office  examination,  noting 
her  marked  tension  and  anxiety,  he  prescribed 
Compazine  in  doses  of  10  mgms.  twice  daily.  As 
far  as  can  be  determined,  this  patient  took  one  10 
mgm.  capsule  on  the  day  of  the  office  visit,  and  two 
capsules  the  following  day.  On  the  next  day.  after 
the  morning  dose  (making  a total  oral  dose  of  40 
mgms.  during  three  calendar  days)  she  had  marked 
tightness  of  her  jaw  muscles.  She  complained  of 
left-sided  headache  and  ‘‘swelling”  of  the  left  side 
of  her  face.  The  temporal  muscles  were  prominent 
bilaterally,  and  her  jaw  protruded  forward  so  that 
the  possibility  of  a temporo-mandibular  joint  dislo- 
cation was  considered.  She  was  referred  to  the  hos- 
pital accident  room,  where  a 10  mgm.  dose  of 
Compazine  was  given  intramuscularly  to  ‘‘reduce 
anxietv  and  muscular  tension.” 
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Her  symptoms  worsened.  There  were  involun- 
tary spasms  of  the  pterygoid  and  temporal  muscles. 
Her  neck  was  stiff',  she  had  marked  difficulty  in 
speaking,  and  because  of  fears  regarding  her  respi- 
rations, a tracheotomy  set  was  kept  at  her  bedside. 

Xeurological  consultation  suggested  the  proba- 
bility of  Compazine  toxicity,  and  the  drug  was  dis- 
continued. She  recovered  completelv  during  a 
forty-eight-hour  period  thereafter. 

Case  X'^o.  4.  R.  B..  a twenty-year-old  female 
was  admitted  to  the  hospital  for  investigation  of 
a pelvic  mass.  On  the  night  of  admission,  she  re- 
ceived a 30  mgm.  dose  of  Compazine. 

The  following  morning,  neurological  consulta- 
tion was  requested  for  sudden  involuntary  conju- 
gate deviation  of  the  eyes  and  twisting  of  the  neck, 
occurring  in  paroxysms. 

With  the  previous  experiences  at  hand,  a diag- 
nosis of  ‘‘probable  Compazine  toxicity”  was  made, 
and  the  drug  discontinued.  Xo  further  reactions 
occurred. 

Conclusion 

The  increasing  frequency  of  reports  of  toxic 
manifestations  following  the  administration  of  rou- 
tine doses  of  Compazine  (prochlorperazine), 
sometimes,  after  a single  dose  of  10  mgms.,  em- 
phasizes the  potential  danger  of  the  casual  use  of 
this  drug.  Four  additional  cases  are  reported  de- 
scribing the  symptoms  and  findings.  Prompt  sub- 
sidence of  symptoms  followed  the  early  recognition 
of  the  cause  of  the  disorder  and  cessation  of  admin- 
istration of  the  drug. 

We  have  concluded  that  this  drug,  especially 
when  used  in  young  adults,  presents  sufficient 
potential  hazard,  so  that  when  it  is  prescribed,  its 
results  should  be  observed  and  supervised  with 
caution. 
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NE  OF  THE  greatest  advances  that  has  been 
made  by  medicine  and  surgery  in  the  past  two 
decades  is  the  new  acceptance  of  a third  dimension 
of  medical  and  surgical  responsibility  — rehabili- 
tation. 

There  is  no  more  eloquent  testimony  not  only  to 
medicine’s  acceptance  of  this  responsibility,  hut  the 
acceptance  of  all  professions,  of  government  at  all 
levels,  of  industry,  of  the  public  and  of  education 
than  the  tremendous  advances  made  in  expanding 
rehabilitation  services  in  the  state  of  Rhode  Island 
in  the  last  decade. 

Rehabilitation  has  frequently  been  termed  the 
“third  phase  of  medicine,”  following  “preventive 
medicine”  and  “curative  medicine  and  surgery." 
( 1 ) It  is  that  period  when  the  “fever  is  down  and 
the  stitches  are  out,”  the  period  “between  the  bed 
and  the  job.”  In  contrast  to  “convalescence,”  in 
which  the  patient  is  left  alone  to  let  nature  and  time 
take  their  course,  rehabilitation  is  a dynamic  con- 
cept in  which  the  skills  of  the  rehabilitation  team 
consisting  of  the  physician,  physical  therapists, 
occupational  therapists,  nurses,  social  workers, 
counselors  and  other  trained  personnel  are  inte- 
grated as  a single  force  to  assist  the  patient  in 
reaching  the  maximum  of  his  physical,  emotional, 
social  and  vocational  potentials. 

The  first  objective  of  rehabilitation  is  to  elimi- 
nate the  physical  disability  if  that  is  possible ; the 
second,  to  reduce  or  alleviate  the  disability  to  the 
greatest  extent  possible ; and  the  third,  to  retrain 
the  person  with  a residual  physical  disability  “to 
live  and  to  work  within  the  limits  of  his  disabilitv 
hut  to  the  hilt  of  his  capabilities.” 

Until  the  last  fifty  years,  the  saving  of  human 
life  as  the  traditional  and  cherished  goal  of  medi- 

*.^11  address  delivered  at  the  Seventh  Annual  Research 
Day  at  Rhode  Island  Hospital,  Providence,  Rhode  Island, 
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cine  was  largely  a matter  of  saving  individual  pa- 
tients. With  the  first  half  of  the  twentieth  century, 
the  whole  character  of  medicine’s  traditional  goal 
was  changed.  The  expansion  of  research  into  the 
etiology  and  therapy  of  communicable  and  infec- 
tious diseases  “struck  specifics.”  The  establishment 
of  new  and  effective  public  health  measures  and 
the  rich  findings  in  the  basic  fields  reported  else- 
where in  this  publication  gave  the  life-saving  func- 
tions of  medicine  mass  proportions. 

These  combined  with  similar  advances  in  the 
greater  availability  of  medical  and  hospital  care, 
improved  nutrition,  increased  education,  better 
housing  and  all  the  contributing  factors  to  our 
unprecedented  current  standard  of  living  mean 
hundreds  of  thousands  of  persons  are  alive  today 
who  would  have  died  at  the  turn  of  the  century  with 
the  same  medical  problems.  Yet  many  of  them  have 
not  come  out  unscathed.  They  have  survived  only 
to  find  themselves  confronted  with  residual  disa- 
bility. The  paraplegic  whose  back  is  broken  in  a 
fall  does  not  die  today  as  he  would  have  fiftv  years 
ago.  He  has  strong  arms,  an  active  mind  and  a 
burning  desire  to  live  the  best  life  he  can  with  what 
he  has  left.  Antibiotics  control  the  upper  respira- 
tory and  urinary  infections  of  the  severely  involved 
cerebral  palsied  youngster  who  would  have  suc- 
cumbed before  their  development.  He  seeks  his 
place  in  society.  The  survivors  of  infection  get 
their  share  of  the  degenerative  diseases.  These  are 
present-day  problems  which  must  he  solved. 

The  day-to-day  experience  of  all  practicing  phy- 
sicians shows  that  not  only  has  there  been  a sub- 
stantial increase  in  the  gross  number  of  disabled 
persons,  hut  that  a growing  percentage  of  our  pop- 
ulation suffer  from  long-term  illnesses  and  sul)- 
stantial  physical  impairments. 

The  rapid  growth  of  rehabilitation  services  for 
the  handicapped  in  Rhode  Island  is  a part  of  a 
total  pattern  of  an  expanding  community,  national 
and  global  consciousness  of  social  welfare,  which 
is  reflected  in  similar  advances  in  all  education, 
health,  and  social  services. 

As  in  all  great  social  movements,  this  increased 
interest  in  rehabilitation  has  been  a result  of  the 
impact  and  recognition  of  increased  needs — in  this 
instance,  the  rapid  increase  in  the  developed  parts 
of  the  world  of  the  incidence  of  chronic  disability 
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as  a result  of  the  increasing  age  of  the  population. 

Although  some  nations  of  the  world  still  have 
pressing  problems  of  communicable  disease,  and 
life  expectancy  rates  vary  from  nation  to  nation, 
depending  on  the  availability  of  medical  care,  pub- 
lic health  measures,  food  supply,  and  the  general 
standard  of  living.  The  trend  in  all  nations  is 
toward  a greatly  increased  life  expectancy,  with 
the  result  that  throughout  the  world  our  popula- 
tion is  gradually  becoming  older. 

At  the  same  time  that  the  average  age  is  advanc- 
ing in  the  developed  parts  of  the  world,  a new  con- 
cept of  the  dignity  of  man  and  the  value  of  the 
worth  of  the  individual  is  beginning  to  emerge  in 
those  nations  of  the  world  which  do  not  have  the 
benefits  as  yet  of  modern  programs  of  public  health 
and  medical  care.  This  new  concept  of  the  worth 
of  the  individual  has  been  symbolized,  and  is  find- 
ing its  expression  in  many  instances  in  the  desire 
of  these  nations  to  institute  programs  of  services 
for  their  physically  handicapped. 

Rehabilitation  has  been  defined  as  the  ultimate 
restoration  to  the  disabled  person  of  his  maximum 
capacity  — physical,  emotional,  social  and  voca- 
tional. Implicit  in  this  definition  is  the  need  for  a 
team  whose  members  can  bring  together  a wide 
variety  of  skills  and  understandings.  No  one  pro- 
fession can  furnish  all  the  services  needed.  Reha- 
bilitation is,  rather,  an  area  of  specialized  activity 
within  a number  of  professional  disciplines. 

The  Physician's  Responsibility 

Until  recent  years,  the  great  majority  of  the 
medical  profession  looked  ujwn  rehabilitation  as 
an  extracurricular  activity  of  medicine,  something 
dealing  with  social  work  and  vocational  training, 
but  something  which  had  little  concern,  and  which 
held  but  few  implications  for  medicine.  Today, 
however,  that  trend  is  being  reversed,  and  although 
there  are  still  many  physicians  who  are  unfamiliar 
with  the  aims  and  procedures  of  rehabilitation,  more 
and  more  medicine  is  beginning  to  recognize  that 
medical  care  cannot  be  considered  complete  until 
the  patient  with  a residual  physical  disability  has 
been  trained  “to  live  and  work  with  what  he  has 
left.’’  Except  in  a few  isolated  instances,  the  phys- 
ically handicapped  person  must  be  retrained  to  walk 
and  travel,  to  care  for  his  daily  needs,  to  use  normal 
methods  of  transportation,  to  use  ordinary  toilet 
facilities,  to  apply  and  remove  his  own  prosthetic 
devices  and  to  communicate  either  orally  or  in  writ- 
ing. These  are  such  simple  things  that  they  are  fre- 
quently overlooked,  hut  the  personal,  vocational, 
and  social  success  of  the  handicapped  person  is 
dependent  upon  them. 

The  practice  of  rehabilitation  for  the  general 
practitioner,  the  orthopedic  surgeon,  or  for  any 
doctor,  begins  with  the  belief  in  the  basic  philosophy 
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that  the  doctor’s  responsibility  does  not  end  when 
the  acute  illness  is  ended  or  surgery  completed ; it 
ends  only  when  the  individual  is  retrained  to  live 
and  work  with  what  is  left.  This  basic  concept  of 
the  doctor’s  responsibility  can  be  achieved  only  if 
rehabilitation  is  considered  an  integral  part  of  med- 
ical services.  Any  program  of  rehabilitation  is  only 
as  sound  as  the  basic  medical  and  surgical  service 
of  which  it  is  a part.  The  diagnosis  and  prognosis 
must  he  accurate,  for  it  is  upon  them  that  the  feasi- 
bility of  retraining  is  determined. 

Rehabilitation  Services  in  Hospitals 

Although  some  outstanding  rehabilitation  pro- 
grams in  various  parts  of  the  world  have  demon- 
strated that  rehabilitation  to  the  point  of  self-care 
and  even  to  full  or  limited  employment  is  possible 
for  many  of  the  chronically  ill  who  have  been  hos- 
pitalized for  long  periods,  patients  in  few  hospitals 
receive  comprehensive  rehabilitation  service.  Hos- 
pitals complain  that  the  chronically  ill  are  respon- 
sible for  their  overcrowded  conditions,  but  few  of 
them  provide  the  third  phase  of  medical  care  which 
will  permit  many  of  these  patients  to  leave  the 
hospital. 

It  is  only  within  the  general  hospital  that  such 
services  can  be  brought  to  the  patient  at  the  earliest 
possible  time,  and  costly  and  damaging  physical, 
emotional,  social  and  vocational  sequelae  of  the 
acute  disease  process  or  trauma  be  alleviated  or 
minimized. 

To  ignore  the  development  of  rehabilitation  serv- 
ices within  general  hospitals  is  to  guarantee  the 
continued  deterioration  of  many  less  severely  dis- 
abled persons  until  they,  too,  reach  the  severely 
disabled  and  totally  dependent  category.  The  neg- 
lect of  disability  is  far  more  costly  than  an  early 
aggressive  program  of  rehabilitation  which  restores 
the  individual  to  the  highest  possible  level  of  phys- 
ical, economic,  social  and  emotional  self-sufficiency. 

Nearly  fourteen  years  of  experience  in  the  first 
comprehensive  rehabilitation  in  a general  civilian 
hospital  (Bellevue  Hospital,  New  York  City)  to- 
gether with  extended  observation  and  study  of 
other  general  hospitals  indicate  that  rehabilitation 
services  within  the  hospital  can  best  be  provided  by 
the  organization  of  a “bed  service’’  which  has  a 
relationship  to  the  other  hospital  services  similar 
to  that  of  the  X ray  and  laboratory  divisions. 

For  example,  in  Bellevue  Hospital  the  rehabili- 
tation service  provides  consultants  for  each  of  the 
other  major  services  as  orthopedics,  pediatrics,  sur- 
gery, and  neurology.  Its  resident  and  visiting  staff 
regularly  makes  rounds  with  the  resident  and  visit- 
ing staff  of  these  services.  Its  staff  may,  for  ex- 
ample, see  a patient  in  consultation  before  his  leg 
is  removed,  indoctrinating  him  as  to  what  he  must 
expect,  why  he  cannot  keep  his  stump  on  a pillow. 
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why  he  has  to  lie  on  his  abdomen.  Medical  respon- 
sibility during  the  period  of  definitive  care,  of 
course,  rests  with  the  initial  or  admitting  service. 
As  soon  as  the  stitches  are  removed,  the  patient  is 
transferred  to  a rehabilitation  ward.  At  this  time, 
the  rehabilitation  service  assumes  the  major  re- 
sponsibility for  his  care,  fitting  of  the  prostheses, 
and  training  in  their  uses.  The  roles  are  now 
reversed ; the  surgical  service  has  become  the  con- 
sulting service. 

Prior  to  the  actual  transfer  of  the  patient  to  a 
rehabilitation  ward,  however,  he  attends  one  of  the 
rehabilitation  service’s  semi-weekly  evaluation 
clinics,  where  his  problem  is  analyzed  and  discussed 
by  all  members  of  the  staff -physical  therapists,  oc- 
cupational therapists,  nurses,  vocational  counselors, 
speech  therapists,  social  workers  and  psychologists 
— as  well  as  the  resident  and  visiting  medical  staff. 

The  decision  as  to  the  feasibility  of  transferring 
the  patient  to  the  rehabilitation  service  is  then  made 
on  the  basis  of  the  service’s  ability  to  contribute  to 
his  over-all  physical,  emotional,  social  and  voca- 
tional rehabilitation. 

Rehabilitation  during  the  first  quarter  of  the  cen- 
tury was  characterized  by  the  development  of 
orthopedic  surgery,  physical  therapy,  and  occupa- 
tional therapy,  all  outgrowths  of  World  War  I. 
Under  the  stimulus  of  World  War  II,  the  second 
quarter  of  the  century  has  seen  a recognition  that 
the  problems  medicine  faces  in  meeting  the  grow- 
ing incidence  of  chronic  disease  and  disability  ex- 
tend far  beyond  any  medical  specialty ; they  are 
problems  which  must  be  faced  and  solved  by  medi- 
cine as  a whole.  The  concept  of  rehabilitation  and 
the  basic  technics  must  be  made  a part  of  the  arma- 
mentarium of  all  physicians,  for  regardless  of  the 
type  of  disability,  the  responsibility  of  the  physi- 
cian to  his  patient  cannot  end  when  the  acute  injury 
or  illness  has  been  cared  for.  IMedical  care  is  not 
complete  until  the  patient  has  been  trained  to  live 
and  to  work  with  what  he  has  left. 

If  any  major  attack  is  to  be  made  on  the  prob- 
lems of  chronic  disability,  the  general  hospital  and 
the  individual  practicing  physician  must  be  the 
focal  points  of  that  attack.  It  is  only  in  doctors’ 
offices  and  in  general  hospitals  that  such  services 
can  be  brought  to  the  patient  at  the  earliest  pos- 
sible time  and  that  the  costly  and  damaging  phys- 
ical, emotional,  social  and  vocational  sequelae  of 
the  acute  disease  process  or  trauma  may  be  alle- 
viated or  minimized. 

Rehabilitation  of  the  chronically  ill  and  the 
chronically  disabled  is  not  just  a series  of  restora- 
tive techniques — it  is  a philosophy  of  medical  re- 
sponsibility. Failure  to  assume  this  responsibility 
means  to  guarantee  the  continued  deterioration  of 
many  less  severely  disabled  persons  until  they,  too, 
reach  the  severely  disabled  and  totally  dependent 


category.  The  neglect  of  disability  in  its  early  stages 
is  far  more  costly  than  an  early  aggressive  program 
of  rehabilitation  which  restores  the  individual  to 
the  highest  possible  level  of  physical,  economic, 
social  and  emotional  self-sufficiency. 
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concluded  from  pa$e  382 

had  to  do  a second  correction  on  one  patient.  It  is 
also  of  interest  to  note  that  the  patient  who  had  to 
have  the  patch  placed  in  a second  time  had  a pulmo- 
nary artery  pressure  of  60  mm.  of  mercury  both 
before  and  after  the  second  closure.  This  might 
mean  that  severe  vascular  damage  had  been  pres- 
ent in  this  child’s  pulmonary  vascular  tree  for  many 
years. 

This  has  been  a hurried  discussion  of  some  of 
the  more  common  congenital  anomalies,  but  I hope 
it  has  indicated  the  progress  made  in  surgery  of 
the  heart.  In  this  developmental  stage  of  heart  sur- 
gery, we  are  now  directing  our  attention  to  the 
more  precise  surgical  repair  of  heart  lesions  and 
perhaps  to  the  extension  of  these  techniques  to 
other  organ  systems. 
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PNEUMONIA  DUE  TO  GRAM-NEGATIVE  BACILLI* 

Morgan  Cutts,  m.d. 
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IX  August  of  1959,  Mrs.  A.  S.,  a forty-three- 
year-old  housewife,  was  in  good  health.  Sud- 
denly she  became  sick.  She  developed  a sharp  pain 
in  the  chest,  cough,  and  fever  which  rose  over 
the  next  four  days  to  a height  of  104.6°.  She  was 
brought  to  the  hospital  where  she  was  found  to 
have  signs  of  consolidation  in  the  left  lower  lobe 
of  her  lung,  and  the  diagnosis  of  pneumonia  was 
confirmed  by  X ray.  Her  \vhite-cell  count  was  only 
10,500,  but  there  were  80  per  cent  polymorphonu- 
clears.  She  was  started  on  penicillin  parenterally, 
but  she  continued  to  run  a spiking  fever  to  105° 
for  four  more  days ; and  a repeat  X ray  showed 
extension  of  the  pneumonia.  At  this  point  a sputum 
culture,  taken  on  admission,  was  reported.  It 
showed  a pure  culture  of  aerobacter  aerogenes, 
verv  sensitive  to  Chloromycetin  and  the  tetracy- 
clines, and  resistant  to  penicillin,  streptomycin,  and 
ervthromycin.  Her  treatment  was  therefore 
changed  from  penicillin  to  chloromycetin  : Her  tem- 
perature dropped  to  normal  in  one  day,  signs  of 
pneumonia  disappeared,  and  she  continued  to  com- 
plete recovery. 

It  was  a few  experiences  such  as  this  that  sug- 
gested investigation  of  the  frequency  of  pneumonia 
caused  by  certain  Gram-negative  bacilli,  including 
aerobacter,  proteus,  pseudomonas,  and  paracolo- 
hacterum.  There  is  not  much  on  the  sul)ject  in  the 
literature.  An  article  as  recent  and  authoritative  as 
that  by  Hall  in  the  January,  1959,  Medical 
Clix'ics  of  Xorth  America^  lists  the  various 
pathogens  causing  pneumonia,  but  makes  no  men- 
tion of  the  types  referred  to  above.  Occasional  ref- 
erences- occur  to  “mixed  infections"  best  treated 
with  combinations  of  antibiotics,  not  by  penicillin 
alone.  Only  Finland^  clearly  points  out  tbe  rise  in 
the  numlier  of  serious  infections  due  to  this  general 
group  of  organisms  which  has  occurred  since  the 
advent  of  jienicillin  and  even  more  since  the  tetra- 
cyclines were  introduced. 

For  the  present  investigation,  twenty-two  pa- 

*From the  Department  of  Medicine,  Rhode  Island  Hos- 
pital, Providence,  Rhode  Island. 


tients  were  found  who  had  pneumonia  due  to  one  of 
the  Gram-negative  organisms  noted  aliove  during 
the  year  1959  in  a 600-bcd  general  hospital.  Criteria 
for  inclusion  in  the  group  were : signs  and  symp- 
toms of  pneumonia,  usually  confirmed  by  X ray, 
and  a sputum  culture  showing  as  the  predominating 
organism  one  of  those  noted  above.  These  cultures 
were  later  confirmed  by  post-mortem  bacteriologv 
in  those  cases  coming  to  autopsy.  Xo  cases  were 
included  where  sputum  cultures  showed  pneu- 
mococci or  Staph,  aureus,  or  where  there  was  any 
reasonable  doubt  that  the  organism  in  question 
exerted  the  major  etiological  role  in  the  pulmonary 
infection.  X"o  cases  were  included  in  which  the 
pneumonia  was  merely  a terminal  incident  or  a 
minor  complication  of  a separate  disease  state.  All 
were  genuine  pneumonias  which,  in  the  pre-anti- 
biotic era  one  would  have  assumed  were  due  to 
the  pneumococcus  in  the  great  majority  of  cases. 

On  analyzing  the  group,  it  was  found  that  the 
individual  patient  varied  all  the  way  from  an  in- 
stance of  acute  fulminating  disease  in  a healthy 
adult,  so  dramatically  portrayed  by  the  case  re- 
ported above,  to  tbe  picture  of  a separate  disease 
adding  to  tbe  problems  of  an  old  or  otherwise 
severely  weakened  patient.  There  were  two  infants, 
nine  and  six  months  of  age  ; otherwise  the  average 
age  was  sixty-eight  years.  Twelve  of  the  twenty- 
two  patients — a majority — had  no  other  diagnosis 
than  pneumonia,  while  ten  had  some  other  serious 
disease.  Such  diseases  included  carcinoma  of  vari- 
ous sites  in  three,  myocardial  infarction  in  two, 
brain  injury  in  two,  chronic  pulmonary  disease  in 
two,  and  chronic  jaundice  in  one.  Six  of  this  group 
died  as  opposed  to  only  three  of  the  twelve  uncom- 
plicated pneumonias. 

The  various  organisms  responsible  for  the  pneu- 
monia in  each  case  are  listed  separately  in  Table  1. 

TABLE  I 


Predominating  Organism  Instances 

in  Sputum  Culture  Found 


Aerobacter  aerogenes  ...  8 

Proteus  (various  species)  5 

Paracolobactrum  aerogenoicles  3 

Paracolobactrum  coliforme 2 

E.  coli  1 

E.  freundii  1 
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The  eight  cases  clue  to  aerol^acter  aerogenes  seem 
of  special  interest  because  of  the  close  cultural  rela- 
tionshi])  of  the  organism  with  the  Klebsiella  or 
Friedlaencler’s  bacillus.  Particular  care  was  taken 
in  the  laboratory  in  making  the  differentiation,  and 
the  organisms  listed  as  aerohacter  can  be  regarded 
as  such  with  certainty,  ^^d^at  does  seem  probable  is 
that  a hitherto  relatively  benign  species  has  begun 
to  take  on  some  of  the  characteristics  of  its  more 
virulent  cousin. 

Sensitivity  tests  of  each  organism  to  various 
commonly  used  antibiotics  were  done  in  almost 
every  case,  and  the  results  of  any  change  in  medi- 
cation following  receipt  of  this  information  were 
noted.  The  results  were  illuminating.  In  ten  pa- 
tients the  culture  report  proved  very  helpful : 
usually  the  therapy  was  changed  (as  from  penicillin 
to  Chloromycetin ) and  the  patient  took  a dramatic 
turn  for  the  better.  On  the  other  hand,  four  pa- 
tients did  well  in  spite  of  therapy  with  antibiotics 
to  which  their  organism  was  resistant  in  vitro.  In 
four  patients  the  effectiveness  of  therapy  was  dif- 
ficult to  assess,  and  in  a final  group  of  four  patients 
death  occurred,  probably  as  a result  of  disregard- 
ing information  gained  from  bacteriology. 

A tabulation  of  tbe  significant  facts  in  the  his- 
tories of  the  twenty-two  patients  is  presented  in 
Table  II.  A few  comments  about  it  may  be  helpful. 
Of  the  five  cases  in  which  X rays  are  listed  as  not 
taken  or  doubtful,  three  were  so  ill  that  it  was 
thought  unsafe  to  move  them  to  X ray,  and  in  all 
there  was  sufficient  other  evidence  to  make  a defi- 
nite diagnosis  of  pneumonia.  In  looking  at  the 
white-cell  count,  it  is  seen  that  nine  of  the  twenty- 
two  are  under  12,000,  and  that  of  these,  most  but 
not  all  have  an  elevated  percentage  of  polymorpho- 
nuclears.  In  this  small  series  no  prognostic  sig- 
nificance can  be  found  in  a high  or  low  white-cell 
count.  Nor  is  one  organism  found  most  frecjnently 
in  fatal  cases ; all  seem  potentially  dangerous. 

In  Case  1 the  cultures  are  interesting  because 
they  represent  the  only  instance  observed  of  change 
in  an  organism’s  sensitivities  during  treatment. 
Pseudomonas  aeruginosa  was  found  in  the  two 
sputum  cultures  and  at  autopsy  in  the  areas  of 
consolidation  in  the  lung.  On  its  first  isolation  it 
was  found  very  sensitive  to  Chloromycetin,  the 
tetracyclines,  and  streptomycin.  After  ten  days’ 
treatment  with  achromycin,  it  was  found  to  be 
resistant  to  Chloromycetin  and  all  the  tetracyclines 
but  still  sensitive  to  streptomycin  and  to  sulfadia- 
zine and  Kanamycin.  The  patient’s  downhill  course 
continued  in  spite  of  all  combinations  of  antibiotics 
used  subsequently.  In  general,  from  the  study  of 
this  group  it  seems  that  Chloromycetin  is  more  often 
successful  in  these  infections  than  other  members 
of  the  “broad-spectrum”  antibiotics. 

Case  22  differed  from  the  others  in  that  she  had 


two  episodes  of  pneumonia,  a])parently  dne  to  dif- 
ferent organisms.  The  first,  with  which  she  entered 
the  hospital,  was  not  associated  with  any  significant 
organisms  in  the  sputum,  and  responded  satisfac- 
torily to  penicillin.  After  four  days  of  normal  tem- 
perature, and  while  still  under  treatment  with 
penicillin,  her  temperature  rose  again  to  104°, 
there  were  recurrent  signs  of  pneumonia,  and 
sputum  culture  now  showed  Gram-negative  rods 
in  smear  and  E.  Freundii  on  culture.  Change  to 
treatment  with  chloromycetin,  to  which  the  organ- 
ism was  sensitive,  again  produced  a drop  in  fever 
and  improvement  in  her  pneumonia. 

It  is  hard  to  explain  the  good  results  in  Case  3. 
This  patient  made  a good  apparent  response  to  peni- 
cillin, with  fall  in  temperature  and  subsidence  of 
signs,  in  spite  of  the  fact  that  his  organism — an 
aerohacter — was  resistant  to  penicillin  in  vitro. 
Perhaps  the  large  doses  used  (2.4  million  units  a 
day)  had  something  to  do  with  it,  or  perhaps  there 
was  another  infectious  agent  not  identified.  Cul- 
tures and  sensitivities  in  vitro  are  not  infallible. 

More  often  it  was  noted  how  sharply  the  patient’s 
course  changed  for  the  better  after  a shift  in  medi- 
cation to  conform  to  the  reported  sensitivities  of 
the  organism.  This  change  was  usually  apparent 
within  twenty-four  hours.  If  the  patient  was  doing 
poorly  with  his  initial  medication,  instead  of  w'ait- 
ing  for  the  laboratory  slip  to  be  returned,  some- 
times preliminary  information  could  be  obtained 
from  the  bacteriologist.  Thus,  a day  or  two  could 
be  saved  that  was  of  great  importance.  In  Case  20 
for  instance,  if  he  had  been  shifted  to  chloromy- 
cetin earlier  and  not  continued  for  five  days  on 
achromycin,  to  which  his  organism  was  resistant, 
he  might  have  had  more  chance  of  recovery.  Not 
noting  or  acting  on  the  evidence  obtained  from  the 
laboratory,  with  continued  downhill  course  of  the 
patient,  is  inexcusable.  Case  8 is  one  such,  and  there 
are  two  or  three  others  in  the  list. 

That  the  number  of  these  cases  of  pneumonia 
due  to  Gram-negative  bacilli  is  on  the  increase  in 
the  past  few  years,  there  can  be  no  doubt.  Their 
occurrence  agrees  well  with  Finland’s  studies  of 
infections  at  the  Boston  City  Hospital®  over  a 
period  of  twenty  years  showing  not  a diminution 
in  infections  in  general  but  a shift  from  those  caused 
by  pneumococci  and  streptococci  to  those  due  to 
organisms  such  as  we  have  discussed  here.  What 
causes  this  shift,  whether  stimulus  to  growth  by  the 
supj)ression  of  organisms  sensitive  to  penicillin  and 
the  tetracyclines,  is  pure  speculation.  From  a prac- 
tical point  of  view,  however,  it  is  important  to 
recognize  that  these  new  types  of  infection  are 
occurring,  and  to  diagnose  them  by  appropriate 
methods,  since  the  majority  can  be  so  greatly 
helped  by  so  doing. 
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TABLE  II 


Case  Number 

Age  in  Years 

X 

o 

c/) 

Signs  of  Pneumonia 

Positive  X ray 

WBC  in  Thousands 

Per  cent 

Polymorphonuclears 

Other  Diseases 

Predominant 

Organism  in 

Sputum 

Sensitive  to 

Treatment 

Outcome 

1 

V4 

M 

+ 

+ 

18 

81 

— 

pseudomonas 

aeruginosa 

chloro,  achro. 

tetra.  strep. 

Dead.  Pseudomonas 
in  lung  (p.m.) 

2 

83 

F 

+ 

? 

15 

75 

— 

proteus 

mirabilis 

chloro,  pen,  then 

strep.  chloro. 

Recovery  after  change 
in  Rx. 

3 

91 

M 

+ 

+ 

26 

90 

— 

aerobacter 

chloro,  pen,  (2.4  mil- 

tetra,  strep,  lion  U./day) 

Recovery 

4 

63 

F 

+ 

+ 

10 

91 

— 

aercbacter 

chloro,  chloro. 

tetra. 

Slow  recovery 

5 

69 

F 

+ 

+ 

6 

76 

— 

aerobacter 

chloro,  pen-strep, 

tetra,  strep,  then  chloro 

Prompt  recovery  after 
change  in  Rx. 

6 

54 

M 

+ 

+ 

13 

51 

atresia  of 
bile  ducts 

proteus 

mirabilis 

strep,  only  chloro, 
erythro 

Slow  improvement  of 
pneumonia 

7 

69 

M 

+ 

— 

11 

92 

myocardial 

infarction 

proteus 

mirabilis 

chloro,  pen,  then 

strep.  chloro. 

Prompt  recovery  after 
change  in  Rx. 

8 

80 

M 

+ 

+ 

17 

87 

— 

proteus 

mirabilis 

— penicillin 

Death  in  7 days 

9 

54 

M 

+ 

+ 

19 

96 

metastatic 
Ca.  liver 

aerobacter 

tetra.  pen-strep, 

strep. 

Temp,  fell,  but  death 

6 days  later 

10 

73 

M 

+ 

— 

11 

87 

chr.  pul. 
disease 

paracolo- 

bacterum 

chloro,  penicillin 

tetra,  strep. 

Slow  recovery 

11 

43 

F 

+ 

+ 

10 

80 

— 

aerobacter 

chloro,  pen,  then 

tetra.  chloro. 

Prompt  recovery  after 
change  in  Rx. 

12 

55 

U 

+ 

+ 

11 

65 

— 

aerobacter 

chloro,  chloro. 

tetra.  strep. 

Good  recovery  after  Rx  on 
4th  day 

13 

87 

F 

+ 

+ 

10 

87 

— 

paracolo- 

bacterum 

chloro,  penicillin 

tetra,  strep. 

Good  recovery 

14 

90 

F 

+ 

+ 

20 

88 

stroke 

paracolo- 

bacterum 

chloro,  pen-strep, 

tetra.  strep. 

Rising  fever,  death  in 

5 days 

15 

73 

M 

+ 

+ 

19 

76 

— 

E.  Coli 

chloro,  pen,  then 

tetra,  strep,  strep. 

Gradual  recovery  after 
change  in  Rx. 

16 

20 

M 

+ 

+ 

9 

81 

fibrocystic 

disease 

pseudomonas 

aeruginosa 

gantrisin  chloro,  then 

only  gantrisin 

Death.  Pseudomonas  in 
lung  (p.m.) 

17 

75 

M 

+ 

— 

15 

82 

myocardial 

infarction 

aerobacter 

chloro,  pen-strep, 

tetra.  strep. 

Died  5th  day 

18 

70 

M 

+ 

+ 

13 

84 

Ca.  bowel, 
tongue 

aerobacter 

— — 

Died.  Early  pneumonia 
(p.m.) 

19 

54 

M 

+ 

+ 

21 

79 

Jacksonian 

epilepsy 

proteus 

morgani 

chloro.  chloro, 

tetra,  strep,  penicillin 

Recovery 

20 

52 

M 

+ 

+ 

6 

94 

bronchogen 

Ca. 

paracolo- 

bacterum 

chloro,  achro,  then 

strep.  chloro. 

Died  on  7th  day 

21 

63 

F 

+ 

— 

14 

74 

— 

paracolo- 

bacterum 

chloro,  chloro. 

sulfa 

{!k)od  recovery 

22 

96 

F 

+ 

+ 

15 

79 

— 

E.  Freundii 

chloro,  chloro. 

tetra. 

Drop  in  fever,  but  death 

10  days  later 

Editorials 


MEDICAL  SCHOOL  ENROLLMENT 


A REPORT  recently  issued  by  the  New  England 
Board  of  Higher  Education  reveals  that  in 
each  of  the  past  three  years  the  number  of  New 
England  students  enrolled  in  all  six  of  the  area  s 
medical  schools  has  steadily  declined  from  953  in 
1956  to  836  in  1959,  a 12.3%  decrease.  The  number 
specifically  from  Rhode  Island  has  declined  from 
61  to  48. 

To  correct  this  trend  the  Board  proposed  to  the 
six  state  legislatures  in  the  area  that  they  grant  to 
each  of  the  six  medical  schools  $2500  per  year  for 
each  student  enrolled  from  that  state  in  excess  of 
the  number  enrolled  in  1956.  The  plan  was  adopted 
by  Maine,  New  Hampshire,  Vermont,  and  Massa- 
chusetts in  1957,  and  by  Rhode  Island  in  1959. 

The  report  states  : “Originally  it  was  the  hope  of 
the  Board  that  under  this  plan  all  New  England 
schools  would  increase  the  number  of  New  Eng- 
landers enrolled  to  some  small  degree,  and  that  the 
total  effort  might  add  the  equivalent  of  one  small 
medical  school  to  the  number  of  places  available  for 
the  residents  of  the  region.  This  hope  has  not  been 
realized.’’  Perhaps  the  hope  was  naive.  Certainly 
the  more  powerful  schools  would  not  be  influenced 
by  financial  considerations,  certainly  of  such  nomi- 
nal proportions,  in  making  their  choices.  Only  the 
University  of  Vermont  showed  more  than  token 
increase  in  the  number  enrolled  (37),  while  the 
other  schools  varied  from  nil  (Harvard,  Tufts  and 
Boston  University),  to  3 (Dartmouth  1,  Yale  3), 
certainly  within  the  limits  of  normal  fluctuation. 

A ten-year  survey  by  the  Board  shows  that  of 
all  New  England  states  only  Connecticut  equaled 
and  Vermont  exceeded  the  national  average  in  the 
ratio  of  first  year  students  to  the  total  population 
entering  the  first  year  of  medical  school.  With  a 
national  average  of  4.8  per  100,000,  Vermont  was 
highest  with  6.5,  Rhode  Island  below  average  with 
4.0,  and  Maine  lowest  in  New  England  with  2.6. 
Although  New  England  as  a whole,  and  Rhode 
Island  in  particular,  fell  below  the  national  aver- 
age, the  decrease  in  the  number  of  medical  school 
candidates  is,  nevertheless,  a national  phenomenon. 
This  national  trend  was  emphasized  in  a recent 
excellent  summary  of  the  problem  in  the  Wall 
Street  Journal  (April  13,  1960). 


While  the  need  for  more  doctors  is  pressing,  the 
best  young  brains  are  being  attracted  to  industry 
and  science.  The  long  period  of  training  and  the 
great  expense,  as  contrasted  with  the  relatively 
shorter  period  of  training  and  the  immediate  attrac- 
tive salaries  offered  by  business  and  industry,  dis- 
courage promising  college  students  from  embark- 
ing on  a medical  career.  The  pressures  to  lower  fee 
schedules,  to  socialize  medical  practice,  and  to  bring 
in  third  parties  between  patient  and  doctor  also 
undoubtedly  give  many  ambitious  and  independent 
young  people  pause.  The  Eederal  scholarship  pro- 
gram proposed  by  Representative  John  E.  Eogarty 
we  feel  has  great  merit.  The  newfangled  experi- 
mental programs  introduced  in  several  medical 
schools  in  an  attempt  to  shorten  the  collegiate- 
medical  program  from  eight  to  six  years  are,  on 
the  other  hand,  extremely  hazardous.  Certainly  it 
will  avail  little  if  we  bargain  time  for  maturity  and 
a broad  liberal  education. 

These  columns  have  on  several  previous  occa- 
sions commented  on  the  need  for  additional  med- 
ical teaching  installations  and  the  advantages  of 
establishing  a medical  school  in  Rhode  Island.  This 
will  accomplish  little  if  students  in  sufficient  num- 
hers  and  of  outstanding  caliber  are  not  attracted. 
Grants  to  students  will  help.  A lessening  of  the 
persistent  political  pressures  for  the  socialization 
of  medical  practice  will  undoubtedly  help  more. 

DOCTORS  ARE  PEOPLE,  TOO 

Most  persons  probably  think  of  their  physician 
only  at  a time  when  illness  befalls  them.  Otherwise 
the  doctor  is  presumably  a person  financially  well 
off,  always  healthy,  and,  in  short,  immune  to  the 
vicissitudes  that  plague  the  rest  of  mortals. 

But  doctors  are  people,  too,  and  they  face  the 
same  daily  conflicts,  struggles  and  even  disasters 
that  can  touch  the  life  of  anyone,  however  great 
or  however  noble. 

The  report  of  the  trustees  of  our  own  Society’s 
Benevolence  Fund  to  the  House  of  Delegates  re- 
cently brings  forcefully  to  our  attention  again  the 
fact  that  personal  misfortune  can  and  does  strike 
the  physician.  The  trustees  reported  that  four  mem- 
bers of  the  Society  had  been  given  token  aid  during 
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the  past  year  because  they  were  disabled  and  unable 
to  engage  in  the  practice  of  medicine. 

The  Benevolence  Fund  offers  every  able  mem- 
ber of  the  Society  to  reach  out  a helping  hand  to  a 
colleague  faced  with  ill  health  or  disability,  and  the 
annual  appeal  for  donations  to  the  Fund  should  not 
necessitate  periodic  repeating  during  the  year. 

If  you  haven’t  given  to  the  Benevolence  Fund  in 
1960,  or  even  if  you  have  already  donated,  why 
not  consider  a gift  now?  Contributions  should  be 
sent  directly  to  the  Society,  payable  to  the  Benevo- 
lence Fund. 

DENTAL  CARE  IN  THE  NORTHEAST 
REGION 

Two  recent  reports,  one  on  the  problem  of  Xew 
England  medical-dental  school  enrollments  and  the 
other  on  the  utilization  of  dental  services  through- 
out the  nation,  present  some  interesting  and  pro- 
vocative statistical  data  regarding  dental  care  in 
the  Xortheastern  states. 

The  X’ew  England  Board  of  Higher  Education, 
in  its  report  on  its  regional  medical-dental  educa- 
tion plan  for  the  three-year  period  1956  through 
1959,  states  that  there  has  been  only  a very  slight 
increase — 2.1% — in  the  number  of  X’ew  England 
students  enrolled  in  the  region’s  two  dental  schools. 
The  total  enrollment  went  from  333  to  340. 

The  Board  also  cites  from  a report  of  the  Sur- 
geon-General’s consultant  group  on  medical  edu- 
cation that  to  arrest  the  decline  in  the  national  ratio 
of  dentists  to  population  from  its  1959  level  the 
output  of  the  equivalent  of  22  to  27  new  dental 
schools  will  be  needed  by  1975.  An  earlier  study, 
the  Board  reported,  indicates  that  Xew  England 
students  now  claim  a smaller  share  of  the  nation’s 
total  dental  classroom  spaces  than  they  did  for- 
merly, and  that  within  this  Xortheast  region  there 
are  only  1.2  freshman  spaces  per  100,000  popula- 
tion, as  compared  with  a national  average  of  2.1. 
And  yet,  the  Board  notes,  the  region  enjoys  a 
favorable  dentist-population  ratio  as  compared 
with  the  nation  as  a whole,  just  as  it  does  for 
physicians. 

Eor  statistics  on  the  utilization  of  dental  services 
we  are  indebted  to  the  U.  S.  Department  of  Health, 
iulucation  and  Welfare  which  recently  issued  a 
fact-finding  report.  Dental  Care — \"olume  of  visits, 
based  on  nation-wide  studies  over  a two-year 
period  from  July,  1957  to  June,  1959. 

During  this  two-year  span  it  was  estimated  that 
the  people  of  the  United  States  made  approximately 
517  million  dental  visits,  an  average  of  1.5  visits  per 
person  per  year.  Selected  findings  of  this  survey 
indicated  that  the  rates  of  dental  visits  were  aff  ected 
by  several  important  factors.  For  one,  the  economic 
status  of  the  family,  for  another,  the  residence,  and 
third,  the  education  of  the  family. 
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Members  of  families  having  an  annual  income  of 
less  than  two  thousand  dollars  made  an  average  of 
0.7  dental  visits  per  year  as  compared  with  a rate 
of  2. a for  those  in  families  with  an  income  of 
$7,000. 

People  living  inside  urbanized  areas,  which 
roughly  means  those  living  in  and  around  large 
cities,  made  an  average  of  1 .9  dental  visits  per  year, 
while  the  rural  area  resident  made  only  0.8  visits. 
Likewise,  nationally,  the  various  regions  reflected 
differences  in  their  interest  in  dental  care,  as  evi- 
denced by  the  fact  that  persons  in  the  Xortheast 
region  averaged  more  dental  visits  than  persons  in 
any  of  the  other  regions.  The  West  had  the  second 
highest,  the  Xorth  Central  region  the  third  highest. 
The  South  showed  an  average  of  only  1.0  visits. 

Education  evidently  is  more  effective  in  the 
Xortheast,  for  the  findings  of  the  federal  survey 
show  that  where  the  head  of  the  family  had  com- 
pleted at  least  one  year  of  college  family  members 
averaged  2.4  dental  visits  per  person  per  year,  a 
rate  four  times  that  found  for  persons  in  families 
where  the  family  head  had  less  than  five  years  of 
formal  schooling. 

The  expanding  population  of  the  country  will 
undoubtedly  necessitate  the  enlargement  of  present 
dental  schools,  as  well  as  the  establishment  of  new 
schools.  But  it  is  heartening  to  note  that  the  Xorth- 
east region  does  have  a favorable  dentist-popula- 
tion ratio  since  its  population  is  lx)th  educated  to 
the  need  for,  and  desirous  of,  good  dental  care. 


PNEUMONIA  DUE  TO  GRAM-NEGATIVE  BACILLI 
concluded  from  page  389 

SUMMARY 

A series  of  twenty-two  patients  with  pneumonia 
due  to  certain  Gram-negative  bacilli  is  presented, 
together  with  discussion  of  the  diagnosis  and 
treatment. 
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For  topical  infections, 

choose  a ‘B.  W.  & Co. " ‘SPORIN’. . . 


‘CORTISPORIN 


brand  OINTMENT 


■ ® Combines  the  anti- 
' inflammatory  effect 

of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 
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Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg.  in  a special  petrolatum  base. 
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Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 



V 

Each  gram  contains: 

‘Aerosporin’®  brand  Zinc  Bacitracin  500  Units 
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HOUSE  OF  DELEGATES 
of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  on  April  27,  I960 


A MEETING  of  the  House  of  Delegates  convened 
at  the  Medical  Library  of  the  Rhode  Island 
Medical  Society  on  Wednesday,  April  27,  1960. 
The  meeting  was  called  to  order  by  the  president. 
Doctor  Alfred  L.  Potter  at  8:12  p.m. 

The  following  delegates  were  in  attendance : 

BRISTOL  COUNTY:  Robert  W.  Drew,  M.D. 
KENT  COUNTY:  Peter  C.  H.  Erinakes,  M.D.; 
Edmund  T.  Hackman,  M.D. ; George  L.  Young, 
M.D.  NEWPORT  COUNTY:  Philomen  Ciarla, 
M.D.;  Richard  Knowles,  ^I.D.  PAWTUCKET 
DISTRICT : Alexander  Jaworski,  M.D.;  Robert 
Haves,  M.D. ; Harry  Hecker,  M.D. ; Bencel  Schiff, 
M.D.  WASHINGTON  COUNTY:  Xo  delegates 
present.  WOONSOCKET  DISTRICT:  Edward 
B.  Medoff,  M.D.;  Joseph  A.  Bliss,  M.D.  OEEI- 
CERS  OE  THE  RIMS  (other  than  delegates)  : 
Alfred  L.  Potter,  M.D. ; Samuel  Adelson,  M.D. ; 
Earl  J.  Mara,  M.D.;  Arthur  E.  Hardv,  M.D. 
IMMEDIATE  PAST  PRESIDENT  OF  RIMS: 
Erancis  B.  Sargent,  M.D.  PROVIDENCE  MED- 
ICAL ASSOCIATION:  Robert  R.  Baldridge, 
M.D.;  Irving  A.  Beck,  M.D. ; J.  Robert  Bowen, 
M.D. ; Bertram  H.  Buxton.  Jr.,  IVI.D. ; M’ilfred 
I.  Carney,  M.D.;  Erancis  H.  Chafee.  M.D. ; Wil- 
liam J.  H.  Fischer,  M.D. ; Henry  B.  Fletcher, 
M.D. ; Warren  W.  Francis,  M.D. ; Frank  Fratan- 
tuono,  M.D. ; Seebert  J.  Goldowsky,  M.D. ; Stan- 
ley Grzebien,  M.D. ; John  C.  Ham,  M.D.;  Frank 
I.  Matteo,  M.D. ; Joseph  G.  McWilliams,  M.D. ; 
William  S.  Nerone,  M.D.;  Francis  W.  Xevitt, 
M.D. ; Carl  S.  Sawyer,  M.D. ; Stanley  D.  Simon, 
M.D. 

Also  present  were  the  following : Doctor  Harold 
Williams,  Chairman  of  the  Mental  Health  Com- 
mittee ; Doctor  Peter  L.  Mathieu,  Chairman  of  the 
Social  Welfare  Committee ; Doctor  Richard 
Kraemer,  delegate  to  the  A.M.A.  meeting  on  plans 
for  the  White  House  Conference  on  Aging,  and 
John  E.  Farrell,  Sc.D.,  executive  secretary. 

REPORT  OF  THE  SECRETARY 

Doctor  Hardy  noted  that  his  report  was  included 
in  the  handbook  and  if  there  were  any  questions 
regarding  any  of  the  actions  of  the  Council  he 
would  be  pleased  to  answer  them. 

ACTION : It  was  moved  that  the  report  of  the 


secretary  be  approved  and  placed  on  file.  The  mo- 
tion was  seconded  and  adopted. 

NOMINATIONS  FOR  OFFICERS  AND 
STANDING  COMMITTEES  FOR  1960-1961 

The  secretary  noted  that  the  handbook  included 
a ballot  submitted  by  the  Council  as  a nominating 
committee,  listing  its  recommendations  for  officers 
and  standing  committees  for  1960-1961. 

The  president  announced  that  nominations  could 
be  made  from  the  floor  of  the  House  by  any  mem- 
ber. There  were  no  counter  nominations. 

ACTION : It  was  moved  that  the  slate  of  offi- 
cers and  standing  committee  members  as  submitted 
to  the  House  by  the  Council  be  approved  and  the 
officers  and  committee  men  be  declared  elected.  The 
motion  was  seconded  and  passed. 

COMMUNICATIONS 

The  secretary  read  a communication  from  the 
American  Medical  Association  regarding  a national 
group  annuity  program  and  an  A.M.A.  group  dis- 
ability insurance  program. 

The  proposals  were  discussed  by  members  of 
the  House. 

ACTION  : It  was  moved  that  the  House  express 
its  opinion  that  the  A.M.A.  should  study  plans  for 
a group  annuity  program  and  present  them  to  the 
constituent  state  medical  associations  for  their  con- 
sideration ; and  further  that  the  A.M.A.  should 
report  on  group  disability  insurance  programs  but 
that  such  programs  should  not  replace  those  already 
existing  under  state  association  sponsorship.  The 
motion  was  seconded  and  adopted. 

* * * 

The  secretary  presented  a communication  from 
the  Council  of  the  New  England  State  Medical 
Societies  relative  to  recommended  procedures  for 
voting  by  members  of  the  Council.  The  communica- 
tion was  discussed  by  members  of  the  House. 

ACTION  : It  was  moved  that  the  House  of  Dele- 
gates recommend  to  the  Council  of  the  New  Eng- 
land State  Medical  Societies  that : 

“Each  state  society  shall  be  entitled  to  have 

three  voting  representatives  present  at  each 

meeting,  but  shall  have  but  one  vote  as  a society. 

continued  on  page  396 
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REDISOL,  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children’s  appetites  with  consequent  weight  gain. 
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continued  from  page  394 

“That  decisions  of  the  Council  must  be  sub- 
mitted to  the  governing  bodies  of  the  constituent 
societies  for  approval,  unless  such  governing 
bodies  empower  their  voting  representatives  to 
the  Council  to  act  with  final  authority. 

“If  one  or  more  of  the  societies  reject  any  deci- 
sion within  90  days  from  the  date  the  report  of 
the  decision  is  mailed  to  said  societies,  that  deci- 
sion must  be  reconsidered  at  the  next  meeting  of 
the  Council.” 

The  motion  was  seconded  and  adopted. 

FELICITATIONS  TO 
DOCTOR  FRANCIS  B.  SARGENT 

Doctor  Samuel  Adelson  reported  to  the  House 
that  Doctor  Francis  B.  Sargent,  immediate  past 
president  of  the  Society,  had  been  elected  on  April 
24  for  a two-year  term  as  president  of  the  Council 
of  the  New  England  State  Medical  Societies. 

ACTION : A motion  that  the  House  felicitate 
Doctor  Francis  B.  Sargent  upon  his  election  as 
president  of  the  Council  of  the  New  England  State 
Medical  Societies  was  unanimously  adopted. 

RESOLUTIONS  FROM 
DISTRICT  MEDICAL  SOCIETIES 
The  president  asked  if  there  were  any  resolu- 
tions from  any  of  the  district  medical  societies  to 
be  submitted  to  the  House.  There  were  no  resolu- 
tions submitted. 

REPORT  OF  DELEGATE  TO  A.M.A. 

CONFERENCE  ON  PLANS  FOR 
WHITE  HOUSE  CONFERENCE  ON  AGING 

Doctor  Richard  Kraemer  gave  a brief  summary 
report  of  the  meeting  held  in  Chicago  the  weekend 
of  April  22  and  23  relative  to  state  association  par- 
ticipation in  the  White  House  Conference  on  Aging 
scheduled  for  January,  1961.  He  reported  that  the 
A.M.A.  conference  enabled  the  state  medical  so- 
ciety representatives  to  meet  and  review  the  prog- 
ress regarding  studies  on  the  care  of  the  aging 
under  way  in  the  various  states. 

He  noted  that  on  the  committee  of  one  hundred 
in  Rhode  Island  there  are  nine  physicians. 

He  also  indicated  that  the  reports  from  the  states 
will  undoubtedly  have  a tremendous  bearing  on  the 
final  report  emanating  from  the  W hite  House  Con- 
ference. He  noted  that  politicians  have  created  a 
problem  out  of  proportion  to  its  actual  value  and 
he  cited  as  an  example  the  weighting  of  evidence 
in  the  reports  issued  following  the  iMcNamara 
hearings. 

Doctor  Kraemer  stated  that  a complete  report 
of  his  observations  at  the  A.iM.A.  conference 
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would  be  submitted  in  writing  to  the  Society  at  a 
later  date. 

* * * 

Doctor  Potter  congratulated  Doctor  Kraemer  on 
his  excellent  work  as  a member  of  the  Society’s 
Committee  on  Aging  and  on  his  service  as  dele- 
gate to  the  A.M.A.  Conference. 

REPORTS  OF  COMMITTEES 
BENEVOLENCE  FUND 

Doctor  Potter  noted  that  the  report  of  the  trus- 
tees of  the  Benevolence  Fund  was  published  in  the 
handbook. 

ACTION : It  was  moved  that  the  report  of  the 
trustees  of  the  Benevolence  Fund  be  approved  and 
placed  on  file.  The  motion  was  seconded  and 
adopted. 

BLOOD  BANKS 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Blood  Banks  Committee  was  published 
in  the  handlx)ok. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Blood  Banks  Committee  be  ap- 
proved and  placed  on  file.  The  motion  was  seconded 
and  adopted. 

CHILD-SCHOOL  HEALTH 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Child-School  Health  Committee  was 
published  in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Child-School  Health  Committee 
be  approved  and  placed  on  file.  The  motion  was 
seconded  and  adopted. 

DIABETES 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Diabetes  Committee  was  published  in 
the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Diabetes  Committee  be  approved 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

HOSPITALS  AND  PROFESSIONAL 
RELATIONS 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Committee  on  Hospitals  and  Profes- 
sional Relations  was  published  in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Committee  on  Hospitals  and  Pro- 
fessional Relations  be  approved  and  placed  on  file. 
The  motion  was  seconded  and  adopted. 
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INDUSTRIAL  HEALTH 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Industrial  Health  Committee  was  pub- 
lished in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Industrial  Health  Committee  be 
approved  and  placed  on  file.  The  motion  was  sec- 
onded and  adopted. 

LIBRARY 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Library  Committee  was  published  in 
the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Library  Committee  be  approved 
and  placed  on  file.  The  motion  was  seconded  and 
adopted. 

MEDICAL  DEFENSE  AND  GRIEVANCE 

Doctor  Francis  B.  Sargent,  chairman  of  the 
Committee  on  Medical  Defense  and  Grievance, 
made  a brief  oral  report  on  the  work  of  his  com- 
mittee during  the  past  year.  He  also  stated  that  the 
committee  is  planning  to  send  out  a letter  to  each 
member  of  the  Society  to  inform  him  of  the  many 
problems  involved  in  professional  liability  actions. 

MEDICAL  ECONOMICS 

Doctor  Stanley  D.  Simon,  chairman  of  the  Med- 


ical Economics  Committee,  discussed  the  section 
of  his  report  relative  to  the  Federal  Employees 
Health  Benefits  Program. 

The  House  considered  the  various  phases  of  the 
federal  employees  health  benefits  plan  in  executive 
session.  The  records  of  this  part  of  the  meeting  are 
made  part  of  the  official  minutes  on  file  wdth  the 
Society  and  available  for  reading  by  any  member 
on  application  to  the  Secretary. 

It  was  moved  that  the  report  of  the  Committee 
on  Medical  Economics  be  approved  and  placed  on 
file.  The  motion  was  seconded  and  passed. 

MENTAL  HEALTH 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Mental  Health  Committee  was  published 
in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Committee  on  Mental  Health  be 
approved  and  placed  on  file.  The  motion  was  sec- 
onded and  adopted. 

PERINATAL  MORTALITY 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Perinatal  Mortality  Committee  was 
published  in  the  handbook. 

ACTION ; It  was  moved  that  the  report  of  the 
chairman  of  the  Committee  on  Perinatal  Mortality 
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be  approved  and  placed  on  file.  The  motion  was 
seconded  and  adopted. 

PUBLIC  POLICY  AND  RELATIONS 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Committee  on  Public  Polic}'  and  Rela- 
tions was  published  in  the  handbook. 

ACTION:  It  was  moved  that  the  report  of  the 
chairman  of  the  Committee  on  Public  Policy  and 
Relations  be  approved  and  placed  on  file.  The  mo- 
tion was  seconded  and  adopted. 

SCIENCE  EAIR 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Science  Fair  Committee  was  published 
in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Science  Fair  Committee  be  ap- 
proved and  placed  on  file.  The  motion  was  seconded 
and  adopted. 

SOCIAL  WELFARE 

Doctor  Peter  L.  ^lathieu,  chairman  of  the  Com- 
mittee on  Social  ^^Tlfare,  reviewed  the  report  of 
his  committee  as  submitted  to  the  House  in  the 
handbook.  He  discussed  the  new  forms  for  the 
reporting  of  physicians’  services  to  public  assist- 
ance recipients. 

ACTION  : It  was  moved  that  the  report  of  the 
Committee  on  Social  Welfare  and  the  recommen- 
dations in  it  be  approved.  The  motion  was  seconded 
and  adopted. 

TEMPORARY  DISABILITY  INSURANCE 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  Temporary  Disability  Insurance  Com- 
mittee was  published  in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  Temporary  Disability  Insurance 
Committee  be  approved  and  placed  on  file.  The 
motion  was  seconded  and  adopted. 

TRUSTEES  OF  THE  MEDICAL  LIBRARY 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  trustees  of  the  iMedical  Librarv  was 
published  in  the  handbook. 

.\CTION:  It  was  moved  that  the  report  of  the 
chairman  of  the  trustees  of  the  Medical  Library 
be  approved  and  placed  on  file.  The  motion  was 
seconded  and  adopted. 

VETERANS  AFFAIRS 

Doctor  Potter  noted  that  the  report  of  the  chair- 
man of  the  \’eterans  Affairs  Committee  was  pub- 
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lished  in  the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
chairman  of  the  \Tterans  Affairs  Committee  be 
approved  and  placed  on  file.  The  motion  was  sec- 
onded and  adopted. 

WOMAN’S  AUXILIARY 
Doctor  Potter  noted  that  the  report  of  the  presi- 
dent of  the  W Oman’s  Auxiliary  was  published  in 
the  handbook. 

ACTION : It  was  moved  that  the  report  of  the 
president  of  the  \\  Oman’s  Auxiliary  be  approved 
and  placed  on  file  and  that  Mrs.  Yessian  be  com- 
mended for  the  excellent  report  submitted  and  for 
the  fine  leadership  she  has  given  the  auxiliarv  dur- 
ing the  past  fiscal  year.  The  motion  was  seconded 
and  unanimously  adopted. 

LEGISLATIVE  REPORT 
The  executive  secretary  distributed  report  No.  4 
of  the  Committee  on  Public  Laws.  He  stated  that 
until  the  General  Assembly  adjourns  the  Commit- 
tee on  Public  Laws  could  not  issue  a final  listing 
on  the  legislative  proposals  that  had  been  intro- 
duced. He  called  particular  attention  to  House  Bill 
1098  which  would  permit  chiropractors  to  treat 
beneficiaries  of  Public  Assistance  in  Rhode  Island, 
and  he  also  directed  attention  to  the  legislative  pro- 
posals for  a state  personal  income  tax  and  for 
E'orand-type  old  age  benefits  through  the  Tem- 
porary Disability  Program. 

MISCELLANEOUS  BUSINESS 
Doctor  Alexander  Jaworski  addressed  the  House 
briefly,  relating  the  work  of  the  Economics  Com- 
mittee of  the  Pawtucket  Medical  Association  which 
is  reviewing  the  mechanism  involved  in  establish- 
ing a relative  value  fee  schedule  for  the  charges 
of  physicians. 

ADJOURNMENT 

The  House  was  adjourned  at  10:15  p.m. 

Respectfully  submitted, 

Arthur  E.  Hardy,  m.d..  Secretary 


ANNUAL  DINNER  . . . GOLF  TOURNAMENT 


Providence  Medical  Association 

At  Metvport,  Wednesday^  September  14 
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COMMITTEE  REPORTS  TO  THE  HOUSE  OF  DELEGATES 
OF  THE  RHODE  ISLAND  MEDICAL  SOCIETY 

April  27,  I960 


Report  of  the  Secretary 

* T A MEETING  of  the  Council  held  since  the  Jan- 
nary  meeting  of  the  House  of  Delegates  the 
follow  ing  actions  w'ere  taken : 

1.  A detailed  report  by  the  president  of  the 
Society  was  approved.  This  report  cited  the 
various  activities  carried  forward  by  the  So- 
ciety through  its  committees,  many  of  whom 
are  reporting  to  this  House  on  their  work. 

2.  The  Council  was  informed  that  the  joint  com- 
mittee of  the  Society  and  the  Rhode  Island 
Bar  Association  has  been  active  in  its  review 
of  the  medical  examiner  statute  for  Rhode 
Island. 

3.  The  Council  was  also  informed  of  the  forma- 
tion, as  the  result  of  the  action  taken  by  the 
House  of  Delegates  last  September,  of  a Med- 
ical Economics  Council  to  study  the  costs  of 
health  care  in  the  state. 

4.  The  Council  approved  of  the  preliminary 
plans  outlined  by  the  chairman  of  the  Com- 
mittee on  the  sesquicentennial  of  the  Society 
to  be  held  in  1961-62. 

5.  The  Council  registered  the  Society’s  protest 
to  the  Governor  on  the  proposal  to  increase 
the  medical  registration  renewal  from  $1  to 
$25,  on  the  grounds  that  the  fee  was  not  origi- 
nally established  for  the  purpose  of  raising 
money  for  the  state. 

6.  The  appointment  of  Doctor  Richard  Kraemer 
of  Greenwood  as  the  Society’s  official  dele- 
gate to  an  A.M.A.  national  conference  on 
plans  for  the  White  House  Conference  on 
Aging  was  approved. 

7.  The  Council  cited  as  its  opinion  that  no  phy- 
sician should  employ  a lay  hypnotist  in  med- 
ical treatment  for  therapeutic  purposes. 

8.  The  improvements  to  the  Medical  Library 
proposed  and  carried  out  by  the  trustees  of 
the  building  were  approved. 

9.  The  financial  reports  of  the  treasurer  were 
reviewed  and  found  in  proper  order  by  the 
professional  auditors,  and  the  Council  voted 
that  such  professional  audit  be  carried  out  in 
the  future  at  the  discretion  of  the  Council  or 
on  request  by  the  treasurer. 


10.  The  report  of  the  subcommittee  of  the  Coun- 
cil on  Nominations  was  received,  amended, 
and  approved  for  submission  to  the  House 
of  Delegates  on  April  27. 

11.  The  secretary  was  instructed  to  notify  the 
Governor  that  the  opinion  of  the  Council  is 
that  the  office  of  state  director  of  Health 
should  be  a full-time  position  for  which  ade- 
quate compensation  should  be  awarded,  and 
that  consideration  should  be  given  to  tenure 
of  service  to  insure  the  continuance  of  high 
standards  of  public  health  in  the  community. 

12.  Approval  was  given  for  the  award  of  iden- 
tical prizes  to  six  students  for  outstanding 
displays  at  the  Rhode  Island  Schools’  Science 
Fair  that  relate  to  medical  or  health  subjects, 
and  a Science  Fair  Committee  of  Doctors 
Irving  Beck,  John  F.  W.  Gilman,  and  Charles 
York  was  approved. 

Arthur  E.  Hardy,  m.d..  Secretary 
Benevolence  Fund 

During  1959  the  trustees  of  the  Benevolence 
Fund  of  the  Rhode  Island  Medical  Society  ex- 
tended financial  assistance  to  four  physicians  and 
their  families.  In  each  instance  the  physician  was 
disabled  and  unable  to  engage  in  practice. 

In  addition,  the  trustees  provided  these  four  phy- 
sicians and  their  families  with  family  Blue  Cross 
coverage  for  the  $20  per  diem  plan,  and  with  family 
Physicians  Service  coverage  under  the  “A”  plan  of 
that  organization. 

The  action  of  the  House  of  Delegates  in  authoriz- 
ing an  appeal  to  the  membership  with  the  mailing 
of  the  annual  dues  bill  should  aid  greatly  in  provid- 
ing additional  funds  in  the  coming  year  to  assist 
this  program.  In  1959,  through  the  generosity  of  a 
large  segment  of  the  membership,  plus  sizable  con- 
tributions by  the  Woman’s  Auxiliary  and  the  Prov- 
idence Medical  Association,  the  Fund  received  a 
total  of  $4,835.  Interest  on  the  savings  account, 
plus  the  cash  balance  from  previous  years,  provided 
total  assets  of  $8,997.67.  Payments  amounted  to 
$3,153.60,  leaving  a cash  balance  on  hand,  January 
1,  1960,  of  $5,844.07. 

The  financial  report  for  1959  is  as  follows: 

continued  on  next  page 
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Cash  balance,  Savings  Department,  In- 
dustrial National  Bank.  Tanuarv  1. 

1959  ' ' $3,991.14 

Receipts,  all  sources,  1959 4,835.00 

Interest  on  savings  account  171. ,■'3 

Total  Assets  $8,997.67 

Benefits  paid : 

In  cash  to  four  physicians  $2,700.00 
Blue  Cross-Physicians 

Service 453.60 

Total  $3,153.60 

Cash  on  hand.  Savings  Department,  In- 
dustrial Nat’l  Bank,  January  1,  1960  $5,844.07 
The  trustees  again  remind  the  membership  that 
contributions  to  the  Benevolence  Fund  are  exempt 
from  tax  by  ruling  of  the  U.  S.  Treasury  Depart- 
ment. 

Respectfully  submitted, 

David  Freedmax,  m.d. 

Henry  J.  Hanley,  m.d. 

George  \V.  Waterman,  m.d. 


RHODE  ISLAND  MEDICAL  JOURNAL 
Blood  Bank 

There  have  been  no  meetings  of  the  Blood  Bank 
Committee  as  such  during  the  past  year.  However, 
the  Blood  Bank  directors  of  the  state — who  form 
the  majority  of  this  Committee's  membership — 
have  met  independently  to  organize  a more  formal 
statewide  Rhode  Island  Blood  Bank  Association. 
This  is  in  keeping  with  many  other  states  through- 
out the  country,  and  stems  from  the  growth  of 
blood  banking,  not  only  in  scientific  complexity, 
but  in  the  necessity  for  closer  co-operation  between 
banks  and  the  increases  in  blood  or  blood  credit 
exchanges. 

Inspection  of  all  banks  requesting  same  will  he 
accomplished  this  year  bv  the  undersigned  as  a 
designated  inspector  under  the  American  Associa- 
tion of  Blood  Banks  excellent  Inspection  and  Ac- 
creditation Program.  This  will  tend  to  insure  high 
and  uniform  standards  of  performance  and  in- 
creased assurance  to  all  Rhode  Island  banks  in  the 
matter  of  borrowing  blood. 

Blood  banking  throughout  the  state  is  at  a satis- 
factory level,  but  improvements  can  and  are  being 
accomplished. 

There  are  no  further  items  at  present  which 
require  the  consideration  of  the  Blood  Bank  Com- 
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niittee. 

Respectfully  submitted, 

Enold  H.  Dahlouist,  Jr.,  m.d..  Chairman 

Child-School  Health 

During  the  year  1959-1960,  the  Child-School 
Health  Committee  was  concerned  with  a proposal 
from  the  Rhode  Island  Chapter  of  the  National 
Association  of  Social  Workers  requesting  that  the 
Rhode  Island  Medical  Society  approve  a preven- 
tive mental  health  program  in  the  schools  of  the 
state  which  would  he  serviced  by  a school  social 
worker.  After  consultation  with  the  Committee  on 
Mental  Health  of  the  Rhode  Island  Medical  So- 
ciety, the  committee  felt  that  the  present  system  of 
a school  social  worker  as  practiced  in  the  Barring- 
ton School  System  should  he  observed  for  a period 
of  two  years  before  being  evaluated. 

The  Rhode  Island  Congress  of  Parents  and 
Teachers  submitted  a proposal  to  the  Rhode  Island 
Medical  Society  requesting  approval  of  their  plans 
to  disseminate  throughout  the  P.T.A.  units  of  the 
state  recommendations  about  definite  immuniza- 
tion schedules  for  preschool  and  schoolchildren.  It 
was  the  feeling  of  the  committee  that  this  was  not 
within  the  scope  of  the  Congress  of  Parents  and 


Teachers. 

The  State  Department  of  Health  also  requested 
the  committee  to  submit  an  immunization  schedule 
which  would  be  sent  to  all  new  parents  with  the 
birth  certificates.  The  committee  felt  that  this  was 
not  feasible  unless  it  was  related  solely  for  the 
information  of  the  indigents  within  the  state. 

The  problem  of  preschool  eye  examinations  was 
brought  up  and  discussed  during  the  year.  It  was 
the  feeling  of  the  committee  that  such  eye  exami- 
nations should  be  done  by  competent  physicians. 

The  committee  still  has  hopes  that  there  he  a 
statewide  standardization  program  for  control  of 
communicable  diseases  which  will  he  approved  by 
all  school  and  health  departments  throughout  the 
state. 

The  report  of  the  Special  Committee  of  the 
Rhode  Island  Chapter  of  the  American  Academy 
of  Pediatrics  to  the  Governor’s  Committee  for  the 
1960  White  House  Conference  was  reviewed  by 
the  Committee. 

Respectfully  submitted, 

John  T.  Barrett,  m.d..  Chairman 

Diabetes 

Our  twofold  purpose  was  (1)  to  reactivate 
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effective  in  and  simplifies 
the  management  of 

stable  adult  diabetes 


"In  our  experience  the  action  of  DBI  on  the  adult  stable  type  of 
diabetes  is  impressive ...  88%  were  well  controlled  by  DBI. ”2 

"Most  mild  diabetic  patients  were  well  controlled  on  a biguanide  compound 
[DBI] . . . regardless  of  age,  duration  of  diabetes,  or  response  to  tolbutamide. "3 

"DBI  has  been  able  to  replace  insulin  or  other  hypoglycemic  agents 
with  desirable  regulation  of  the  diabetes  when  it  is  used  in  conjunction  with 
diet  in  the  management  of  adult  and  otherwise  stable  diabetes."'* 

well  tolerated  — On  a “start-low,  go-slow"  dosage  pattern  DBI  is  relatively 
well  tolerated.  DBI  enables  a maximum  number  of  diabetics  to  enjoy  the 
convenience  and  comfort  of  oral  therapy  in  the  satisfactory  regulation  of . . . 

stable  adult  diabetes  • sulfonylurea  failures 
unstable  (brittle)  diabetes  • juvenile  diabetes 

DBI  (N'-/3-phenethylbiguanide  HCI)  is  available  as  white,  scored  tablets 
of  25  mg.  each,  bottles  of  100.  Send  for  brochure  giving  complete  information. 

an  original  dcvelopnient  from  the  rcnearcli  laboratories  of 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Labs.,  division  • 250  E.  43rd  St.,  New  York  17,  N.  Y. 

1.  Pomeranze,  J.  et  al.:  J.A.M.A.  171:252,  Sept.  19,  1959. 

2.  Walker,  R.  S.:  Brit.  M J,  2:405,  1959.  3.  Odell,  W.  D.,  et  al.: 

A.M.A.  Arch.  Int.  Med.  102:520,  1958.  4.  Pearlman.  W.: 

Phenformin  Symposium,  Houston,  Feb.  1959.  5.  Lambert,  T.  H.:  ibid. 

6.  Skillman,  T.  G.,  et  al.:  Diabetes  8:274,  1959,  7.  Sugar, 

S.  J.  N.,  et  al.:  Med.  Ann.  Dist.  Columbia  28:426,  1959. 


Trademark, 
brand  of 
Phenformin  HCI 


404 


Rhode  Island’s  part  in  the  observance  of  National 
Diabetes  Week  ; (2)  to  provide  a continuing  effort 
in  the  detection  of  early  diabetes  throughout  the 
year. 

Our  committee  was  especially  aided  by  the  pres- 
ence of  Doctor  Louis  Kramer,  a sort  of  elder 
statesman  to  the  diabetic  group,  and  Doctor  Albert 
Tetreault,  chairman  of  the  Fair. 

The  Diabetic  Fair  was  outstandingly  successful. 
Aldrich  Auditorium  of  Rhode  Island  Hospital 
proved  to  be  an  ideal  location  both  from  its  phys- 
ical aspects  and  from  the  perfect  co-operation  we 
received  from  the  superintendent,  Mr.  Oliver  Pratt 
and  his  staff.  Said  the  Rhode  Island  Hospital  Kite 
Lite:  “Diabetes  Detection  Week  in  Rhode  Island 
was  inaugurated  with  a ‘Diabetes  Fair,’  held  on 
November  16th  in  Aldrich  Auditorium  under  the 
sponsorship  of  the  Rhode  Island  Medical  Society 
and  with  the  Rhode  Island  Hospital  as  host.  From 
ten  in  the  morning  until  eight  at  night  an  almost 
steady  stream  of  people  took  advantage  of  the  op- 
portunity for  chest  X rays  and  blood  and  'or  urine 
tests  for  sugar.  Well-publicized,  and  well-staffed 
with  volunteers  from  many  assisting  organizations, 
the  Fair  not  only  offered  these  free  tests,  but  also 
had  on  display  several  interesting  exhibits.  At  in- 
tervals during  the  session  movies  on  the  subject  of 
diabetes  were  shown  and  panel  discussions  were 
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held.  There  were  530  people  who  registered  for 
tests.’’ 

The  program  of  the  Fair  gives  an  idea  of  its 
scope,  but  it  took  many  dozens  of  qualified  volun- 
teers to  put  it  over  to  the  obvious  satisfaction  of 
more  than  600  people  who  attended.  The  atmos- 
phere was  pleasant,  even  gay,  and  optimism  was 
general. 

The  fact  that  the  State  Medical  Society  spon- 
sored so  much  for  the  diabetic  community  without 
fees  or  fund  raising  spoke  well  for  our  interest  in 
the  patient’s  welfare  and  health,  and  was  very  well 
received. 

Thousands  of  pieces  of  excellent  diabetic  litera- 
ture provided  by  the  American  Diabetes  Associa- 
tion were  distributed  to  physicians,  nurses,  hos- 
pitals, P.T.A.  groups,  industrial  groups,  diabetics 
and  others. 

All  cases  of  abnormal  blood  and  urine  tests  were 
referred  to  the  family  doctor. 

We  must  express  special  appreciation  to  Mr. 
Pratt  and  the  Rhode  Island  Hospital ; Doctor  Al- 
fred Potter  and  Mr.  John  Farrell  and  the  Rhode 
Island  Medical  Society;  Miss  Winifred  Allen,  r.x. 
and  the  \^eterans  Administration ; all  Greater 
Providence  Hospitals  and  the  Newport  Hospital ; 
Mr.  Henry  Archette  and  the  Rhode  Island  Asso- 
ciation of  Clinical  Laboratories ; Doctor  Heber 
Youngken  of  Rhode  Island  College  of  Pharmacy; 
Mrs.  Frederick  Altieri  and  the  Rhode  Island  Con- 
gress of  Parents  and  Teachers;  Doctor  Jeremiah 
Dailey,  Doctor  Thomas  Murphy,  Doctor  E.  Staff, 
Mrs.  Roberta  Brown  and  the  Rhode  Island  De- 
partment of  Health;  Rhode  Island  Department  of 
Social  Welfare  and  Social  Services ; Mr.  John  Sage 
and  the  Rhode  Island  Diabetes  Association ; Miss 
Frances  L.  Ware  and  the  Rhode  Island  Dietetic 
Association ; iMiss  Eleanor  Healy  and  the  Rhode 
Island  League  of  Nursing;  Doctor  Seymour  Eeld- 
man  and  the  Rhode  Island  Society  of  Podiatry ; 
Miss  Christine  McElroy  and  the  Rhode  Island 
State  Nurses  Association  ; Mrs.  Mark  Yessian  and 
the  Woman’s  Auxiliary  of  the  Rhode  Island  Med- 
ical Society;  Miss  Marjorie  Wilbur  and  the  State 
Department  of  Labor. 

Preliminary  plans  for  next  year’s  program  are 
being  formulated.  M e contemplate  a rotation  in 
greater  Providence  hospitals  as  sites  for  the  fair, 
though  it  is  hard  to  pass  up  the  great  advantages 
at  Rhode  Island  Hospital. 

There  is  a long-range  plan  to  have  fairs  in  New- 
port, Westerly,  \\Yonsocket  and  West  Y’arwick  to 
make  the  program  more  nearly  statewide. 

The  Providence  Public  Schools  conducted  a sur- 
vey of  its  diabetics  (24  cases  in  27,606  pupils). 

The  455th  General  Hospital,  L’nited  States 
Army  Reserve  ran  evening  (postprandial)  analyses 


405 


JUNE,  I960 

on  its  270  members  to  reveal  two  suspicious  cases. 
One  proved  to  be  old  and  one  new. 

As  to  a year  round  program ; 

1 ) The  Rhode  Island  Congress  of  Parents  and 
Teachers  are  maintaining  an  educational  program. 

2)  Doctor  Thomas  Murphy  is  formulating  a 
statewide  program  in  conjunction  with  his  state 
program  with  the  aged. 

3)  The  industrial  medical  group  is  also  making 
a year  round  eft’ort. 

We  have  had  a good  year. 

Respectfully  submitted, 

William  L.  Leet,  m.d.,  Chairman 

Hospitals  and  Professional  Relations 

At  the  invitation  of  the  Hospital  Association  of 
Rhode  Island,  a meeting  of  representatives  of  the 
Hospital  Association,  Rhode  Island  Medical  So- 
ciety, and  Blue  Cross  and  Physicians  Service  was 
held  on  November  24,  1959,  at  the  University  Club. 

At  this  meeting,  it  was  voted  that  the  four  or- 
ganizations organize  a Committee  to  be  known  as 
the  Medical  Economics  Council  of  Rhode  Island. 
A steering  committee  was  nominated,  with  Rev- 
erend Stephen  K.  Callahan  as  chairman. 

This  Steering  Committee  met  and  drew  up  a 
plan  of  organization  and  outlined  the  purposes  of 
the  Council,  the  purpose  being  to  study  problems 
and  to  develop  recommendations  for  providing 
health  services  to  the  people  of  Rhode  Island,  at 
the  lowest  possible  cost,  consistent  with  good  medi- 
cal practice. 

The  Committee  also  concerned  itself  with 
organization. 

Meetings  of  its  subcommittees  have  been  held 
during  the  winter,  and  a meeting  of  the  full  Coun- 
cil was  held  on  March  23d. 

Attached  to  this  summary  report  is  a news  re- 
release,  published  in  the  Providence  Journal- 
Bulletin,  which  fully  explains  the  activities  of 
the  Council  [Appendix  A]. 

Much  further  study  and  research  into  ways  and 
means  will  be  necessary  before  any  definite  action 
is  recommended. 

Respectfully  submitted, 

George  W.  Waterman,  m.d..  Chairman 

Appendix  A 

Formation  of  the  Medical  Economics  Council  of 
Rhode  Island  to  consider  problems  of  health  care 
costs  was  announced  today  by  Father  Stephen  K. 
Callahan,  chairman. 

The  new  council  was  formed  as  a result  of  action 
initiated  last  year  by  the  Rhode  Island  Medical 
Society.  The  group  is  composed  of  representa- 
tives of  the  Hospital  Association  of  Rhode  Island, 
the  Blue  Cross  Plan,  the  Physicians  Service  Plan, 
and  the  Rhode  Island  Medical  Society. 


“The  purpose  of  this  council  is  to  study  health 
cost  problems  and  develop  recommendations  for 
providing  health  services  at  the  lowest  possible 
cost,  consistent  with  good  medical  practice,’’  Father 
Callahan  stated. 

Father  Callahan,  bishop-secretary  for  Catholic 
hospitals  and  president  of  the  Hospital  Association 
of  Rhode  Island,  w'as  elected  chairman  of  the  group 
at  a recent  meeting.  Doctor  George  W.  Waterman, 
past  president  of  the  Rhode  Island  Medical  Society, 
was  elected  vice-chairman.  Edgar  H.  Clapp,  asso- 
ciate director  of  Blue  Cross,  was  elected  secretarv. 

It  was  also  announced  that  Jerome  E.  Fong,  Blue 
Cross  administrative  assistant,  will  act  as  co-ordi- 
nator and  staff  officer  for  the  Council. 

Council  members  are  Doctor  Samuel  Adelson, 
Doctor  Charles  J.  Ashworth,  John  E.  Farrell,  Doc- 
tor Earl  F.  Kelly,  Doctor  Stanley  D.  Simon,  and 
Doctor  Waterman,  representing  the  Rhode  Island 
Medical  Society. 

Representing  the  hospitals  are  Father  Callahan, 
Wade  C.  Johnson,  Oliver  G.  Pratt,  Doctor  I.  Her- 
bert Scheff'er,  William  E.  Sleight,  and  William  K. 
Turner.  Robert  T.  Engles,  Daniel  H.  Ford,  and 
Stanley  H.  Saunders  will  represent  Blue  Cross. 
Physicians  Service  representatives  are  Professor 
Chelcie  C.  Bosland,  Mr.  Clapp,  and  John  J.  Hall. 

Four  action  committees  have  been  named  by  the 
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nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
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Physical,  neurological,  psychiatric  and  psychological  exam- 
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Modern  recognized  psychiatric  therapies. 
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ently located  Institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 
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council,  Father  Callahan  announced.  They  are  the 
Health  Insurance  Committee,  the  Utilization  Com- 
mittee, Cost  Improvement  Committee  and  the 
Public  Relations  Committee.  The  function  of  the 
committees  are ; 

Health  Insurance:  “To  study  the  effectiveness 
of  prepayment  health  insurance  benefits  in  meeting 
the  changing  needs  for  all  segments  of  the  popu- 
lation.” 

Utilization:  “To  study  the  effect  of  health  insur- 
ance on  the  utilization  of  medical  and  hospital  serv- 
ices, and  identify  other  factors  which  may  con- 
tribute to  the  increased  use  of  medical  and  hospital 
services.” 

Cost  Improvement:  “To  investigate  methods, 
techniques,  and  procedures  which  will  contribute 
to  cost  improvement  without  diminution  of  the 
quality  of  care.” 

Public  Relations:  “To  explore  ways  and  means 
of  developing  a continuous,  co-operative  program 
of  public  education  about  health  care  costs.” 

All  committees  have  met  and  reported  to  the 
Council.  Father  Callahan  said.  Some  of  the  sub- 
jects under  consideration  include  hospital  admit- 
ting procedures,  methods  of  shortening  length  of 
hospital  stays,  the  cost  of  nursing  education,  local 
hospital  utilization  committees  of  staff  doctors,  and 
the  effect  of  new  hospital  construction  on  the  cost 
of  hospital  care. 

“W’e  hope  this  council  will  provide  a means  of 
studying  the  entire  question  of  health  care  costs, 
and  will  develop  objective  recommendations  for 
providing  the  best  health  care  at  the  least  cost  for 
the  people  of  Rhode  Island,”  Father  Callahan 
concluded. 

Industrial  Health 

Several  meetings  have  been  held  during  the  past 
year  as  undernoted : 

A.  A meeting  with  insurance  adjusters  to  dis- 
cuss medical  costs  especially  among  a certain 
few  members  of  the  medical  profession. 

B.  A meeting  with  the  Workmen’s  Compensa- 

josEPH  L.  McDonald  & son,  inc. 

Registered  Pharmacists 

Corner  of  Lloyd  and  Elmgrove  Avenues 

TELEPHONE  PL  1-7523 

Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 
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tion  Commission  to  endeavor  to  represent  the 
value  to  them  of  the  Medical  Advisory  Board. 

C.  A second  meeting  with  insurance  adjusters 
and  the  creation  of  a liaison  group  of  mem- 
bers of  our  committee  and  theirs. 

D.  A meeting  to  discuss  and  consider  the  report 
of  the  governor’s  commission  on  Workmen’s 
Compensation  Law  which  meeting  had  been 
adjourned  to  April  22  for  further  comments 
and  suggestions. 

The  chairman  of  this  committee  has  been  ap- 
pointed as  counselor  for  Rhode  Island  of  the 
Industrial  Aledical  Association  and  will  be  avail- 
able for  consultation  regarding  the  practice  of 
industrial  medicine  and  surgery. 

Respectfully  submitted, 

Stanley  Spr.\gue,  m.d.,  Chairman 

Library 

For  many  years  the  Library  has  rendered  effi- 
cient and  intelligent  service  to  the  medical  profes- 
sion, to  our  undergraduate  students,  to  the  lawyers, 
to  the  public  in  general.  I can  state  from  personal 
experience  and  otherwise,  that  our  Library  is  a 
most  co-operative  information  bureau.  All  this  is 
due  to  the  devotion  and  skill  of  the  librarian,  IMrs. 
Helen  Dejong,  assisted  by  Librarian  Emerita 
Grace  Dickerman  and  the  assistant  librarian, 
Deborah  Clarke. 

Francesco  Ronchese,  m.d..  Chairman 
Report  of  Librarian 

This  has  been  a busy  and  interesting  year.  The 
highlight,  librarian-wise,  was  the  second  annual 
meeting  of  the  Xew  England  Regional  Group  of 
the  Medical  Library  Association,  held  here  and  at 
Brown  University.  October  30-31.  With  consider- 
able help  from  Mr.  Farrell,  and  from  Mr.  Jonah, 
the  librarian  of  Brown  University  Library,  the 
local  group  of  medical  librarians  ran  a convention 
complete  with  lectures,  panel  discussions,  exhibits, 
coffee  and  social  hours,  luncheon  and  banquet  and, 
in  spite  of  a shortage  of  hotel  rooms,  managed  to 
house  our  out-of-state  colleagues  adequately.  Total 
attendance  was  105.  Two  members  of  the  Society 
participated  — Doctor  Alfred  Potter  opened  the 
program  with  official  greetings  from  the  Rhode 
Island  Medical  Society;  Dr.  Seebert  Goldowsky. 
the  dinner  speaker,  entertained  us  with  The  Life 
and  Times  of  Mary  Edzoards  Walker,  a Contract 
Surgeon  During  the  Civil  ll’ar. 

\Ve  feel  that  the  Xew  England  meetings  are  very 
valuable.  Few  of  us  can  attend  the  national  conven- 
tions hut  this  regional  group  includes  every  type  of 
library  from  the  smallest  hospital  to  the  giants  of 
Xew  Haven  and  Boston  and  all  of  the  national 
library  problems  are  here  on  a smaller  scale.  The 
third  annual  meeting  is  scheduled  for  October,  1960 
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REPORT  OF  LIBRARIAN 
continued  from  page  406 

at  the  University  of  \’ermont. 

Thirty  years  ago  when  the  present  librarian  first 
joined  the  staff,  our  Library  was  a very  quiet  place 
where  a half-dozen  phone  calls  and  one  or  two 
readers  (almost  always  physicians)  a day  was  the 
rule.  This  picture  has  changed  completely  and  today 
we  are  a community  service.  1959-60  has  been  the 
“Year  of  the  Student’’  with  young  researchers  of 
all  ages,  from  grammar  school  pupil  to  graduate 
student,  looking  for  help  with  Science  Fair  proj- 
ects, term  papers  and  theses,  ^^’e  have  dusted  off 
old  anatomy  books,  had  every  medical  dictionary 
and  every  history  of  medicine  down  from  the 
shelves,  found  drawings  of  everything  from  the 
pig’s  eve  to  the  human  central  nervous  system  and 
have  given  these  customers  such  a thorough  indoc- 
trination in  the  use  of  periodical  indexes  that  they 
should  be  the  librarians’  pets  wherever  they  roam 
in  future  searches  for  knowledge.  As  our  Library 
is  listed  as  a source  of  information  in  the  Science 
Club  of  America’s  Sponsor  Handbook,  we’ve  had 
requests  for  material  from  all  over  the  United 
States.  We  can’t  send  material  and  haven’t  the 
time  to  compile  bibliographies  for  them  but  we  give 
the  names  of  their  nearest  medical  libraries  ( and 
hope  that  said  institutions  have  an  open-door  policy 
similar  to  ours  ) and  the  names  of  national  organi- 
zations which  send  pamphlets  to  laymen.  W’e  find 
working  with  young  people  very  stimulating,  as  the 
ones  who  find  their  way  to  this  Library  are  serious 
students ; they  have  an  eagerness  for  scientific 
knowledge  and  it  is  a pleasure  to  help  them. 

The  public  represented  nearly  one  half  of  our 
visitors  this  year.  1,015  of  the  2,109.  This  figure 
doesn’t  seem  too  large  until  you  think  of  the  num- 
ber of  trips  taken  to  the  stacks  for  books  and  jour- 
nals (and  the  return  of  same),  the  hours  spent 
searching  the  fine  print  of  the  Current  List  of 
Medical  Literature  and  the  many  lessons  given 
to  laymen  in  the  use  of  research  tools.  And,  for 
every  flesh-and-hlood  visitor,  we  have  seven  invis- 
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ible  questioners  via  telephone.  Small  wonder  that 
directories  become  dog-eared  and  pet  library  proj- 
ects remain  unfinished.  We  are  not,  however,  com- 
plaining. W’e  like  it  this  way ! 

One  of  the  Fellows  asked  us  if  the  growth  of 
educational  projects  and  of  libraries  in  our  local 
hospitals  hadn’t  made  changes  here.  It  has,  but  not 
in  the  way  he  expected.  Our  circulation  includes  a 
large  number  of  interlibrary  loans  to  hospitals 
which  cannot  provide  the  older  journals,  the  state 
journals  and  many  of  those  we  receive  as  ex- 
changes. Also,  some  hospitals  lack  the  Quarterly 
Cumulative  Index  Medicus,  The  Current 
List,  and  other  bibliographic  tools  and,  for  these 
institutions,  we  do  reference  work.  Our  volumes 
circulate  and  many  hospital  libraries  restrict  cir- 
culation. Thus  the  increased  use  of  library  material 
in  the  hospital  is  reflected  here  and  we  provide 
more  assistance,  rather  than  less.  We  are  glad  of 
the  opportunity  to  help  the  younger  and  smaller 
libraries  as  we  are  helped  by  the  large  libraries  in 
Boston.  New  York  and  W’ashington. 

Our  major  project  for  the  next  two  years  will  be 
the  sesquicentennial  of  the  Rhode  Island  Medical 
Society.  We’re  working  on  the  cataloguing  of  every 
photograph  and  picture  of  the  members  of  the  So- 
ciety, all  the  instruments  in  our  collection,  all  the 
records,  letters  and  clippings — in  short,  every  hit 
of  historical  material  pertaining  to  the  Society  so 
that  the  physicians  assigned  to  the  history  shall 
have  every  fact  available.  On  the  manual  side,  we 
hope  to  have  all  the  books  and  journals  in  apple- 
pie  order  and  the  rare  hooks  shining  in  their  cases 
(thanks  to  the  generosity  of  Mr.  Jonah,  we  have 
a fine  supply  of  British  museum  formula  for  treat- 
ing bindings;  all  we  need  is  the  time  to  polish! ). 
The  unbound  journals  on  the  third  floor  have  been 
sorted  and  temporary  cards  made  showing  their 
location,  etc.  With  luck,  they  should  he  catalogued 
and  re-shelved  this  coming  year. 

i\Irs.  Joann  W’atson  left  the  stafif  in  September 
and  her  place  was  taken  by  IMiss  Deborah  A. 
Clarke. 

Statistically  speaking ; We  have  added  346  hound 
volumes  to  our  collection,  making  a total  of  42,779. 
Our  readers  numbered  2,109  of  whom  1.094  were 
physicians  and  1,015  general  public.  Circulation 
included  l,d73  periodicals  and  433  hooks  ; of  these, 
61  were  borrowed  from  the  Daveiqiort  Collection. 
We  started  to  count  the  volumes  used  hut  not  taken 
from  the  building  hut  lost  track  after  the  first  few 
days  so  our  reference  department  figures  are  un- 
known I We  borrowed  25  items  through  interlibrary 
loan  and  loaned  548  journals  and  59  books  to  other 
libraries  in  New  England.  Two  hundred  and 
twenty-one  bibliographies  were  prepared.  We  are 
receiving  430  jieriodicals  currently  ; 105  volumes  of 
journals  have  been  hound.  Through  the  Medical 
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Library  Association  Exchange,  we  received  49 
single  issues  (6  volumes  were  completed  in  this 
fashion)  replacing  missing  and  never  received 
items.  W’e  gave  to  other  libraries  from  our  dupli- 
cate collection  305  single  issues  and  2 hound  vol- 
umes. We  have  catalogued  31,841  hound  volumes 
and  4,103  unbound  volumes  and  pamphlets  to  date. 

As  in  other  years,  we  have  thanked  our  friends 
of  the  Library  for  individual  gifts  in  the  columns 
of  On  the  Medical  Library  Bookshelves.  W'e  wish 
to  say,  however,  that  we  are  very  grateful  for  the 
support  of  the  members  of  the  Society  and  of  local 
organizations  who  give  us  yearly  subscriptions  and 
gifts  of  important  periodicals ; without  their  help, 
our  library  would  lack  many  important  journals. 

Mrs.  Helen  M.  DeJong,  Librarian 

Medical  Economics 

When  the  Committee  on  Medical  Economics 
reported  to  the  House  at  its  September,  1959.  meet- 
ing it  presented  an  extensive  report  on  Medical 
Care  for  the  Older  Age  Population  in  Rhode 
Island.  That  report  received  nationwide  attention 
and  great  tribute  was  paid  to  the  Rhode  Island 
IMedical  Society  for  its  leadership  in  facing  up  to 
the  question  of  the  care  of  the  person  in  the  older 
age  brackets. 

Resolutions  set  forth  in  the  report  have  been 
implemented  during  the  past  six  months. 

Approximately  300  manufacturing  concerns  in 
Rhode  Island  were  addressed  by  letter  from  the 
president  of  the  Society  with  the  request  that  they 
give  favorable  consideration  to  the  continuance  of 
hospital-surgical-medical  insurance  coverage,  both 
regular  and  catastrophic,  for  employees  after  the 
retirement  of  the  worker  from  employment. 

The  recommendation  that  a permanent  liaison 
committee  be  established  to  maintain  an  active 
interest  in  hospital  expenses  has  been  implemented 
by  the  formation  of  a Medical  Economics  Council 
which  has  had  several  meetings  in  the  past  three 
months.  The  Society’s  concern  was  that  of  rising 
costs  of  hospitalization  which  constitutes  a major 
factor  today  in  the  over-all  health  care  bill.  The 
new  Medical  Economics  Council,  however,  has 
taken  as  its  purpose  a study  of  all  health  cost  prob- 
lems and  the  development  of  recommendations 
seeking  to  provide  health  services  as  efficiently  as 
possible,  consistent  with  good  medical  practice. 
Your  Committee  sincerely  hopes  the  initial  prob- 
lem of  hospital  costs  will  be  a major  concern,  and 
that  ways  in  which  to  reduce  those  costs  may  be 
advanced  within  this  year. 

A communication  from  the  president  of  the  So- 
ciety was  sent  to  every  major  insurance  company 
in  the  health  and  accident,  and  life,  field,  together 
with  a copy  of  the  report  of  this  Committee.  The 
companies  were  asked  to  give  consideration  par- 


ticularly to  the  resolution  urging  that  the  age 
requirements  be  eliminated  from  their  insurance 
coverages. 

The  response  from  the  insurance  industry  has 
been  most  gratifying  and  educational.  An  appendix 
(B)  to  this  report  lists,  without  naming  the  insur- 
ance company,  some  of  the  more  pertinent  replies 
to  the  Society’s  recommendation.  Every  member 
of  the  Society  should  read  this  summary  of  replies, 
and  should  thereby  appreciate  the  tremendous 
strides  that  have  been  made,  and  are  being  made 
each  month,  in  the  provision  of  insurance  coverage 
against  health  costs  for  the  entire  ix)pulation. 

Underlying  the  entire  issue  is  the  complexity  of 
today’s  demands  for  insurance  protection,  and  the 
great  pressure  to  provide  insurance  for  the  older 
age  person  without  equal  concern  for  the  person 
in  the  younger  age  bracket  who  cannot,  and  must 
not,  be  penalized  in  his  efforts  to  build  an  insur- 
ance protection  for  his  own  family. 

As  we  noted  in  our  report  to  the  House  last  Sep- 
tember, unless  the  federal  government  adheres  to 
a fiscal  policy  that  will  preserve  the  purchasing 
power  of  the  dollar,  all  efforts  to  control  the  costs 
of  protection  for  the  family  of  any  nature  will  be 
endangered  continuously,  and  efforts  to  save  now 
for  the  needs  of  retirement  will  be  thwarted. 

We  should  all  be  encouraged  by  the  interest 
evoked  by  our  efforts  to  provide  voluntary  prepaid 
health  care  for  all  citizens,  and  particularly  the 
older  age  group.  We  have  demonstrated  in  Rhode 
Island  that  a federal  compulsory  tax  program, 
through  the  social  security  system  or  otherwise, 
is  unnecessary  if  all  citizens  will  face  up  to  the 
problems  of  today  in  a responsible  manner. 

Organized  Labor 

Your  Committee  met  with  representatives  of  the 
AFL-CIO  in  Rhode  Island  and  many  mutual  prob- 
lems were  subject  to  provocative  and  enlightening 
discussion.  W’e  all  gained  a clearer  understanding 
of  the  fact  that  both  our  organizations  seek  only 
what  is  best  for  the  public  generally.  W’e  plan  fur- 
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ther  conferences  in  the  coming  months,  and  we 
are  hopeful  that  through  them  we  may  establish 
a firm  basis  upon  which  to  approach  problems  of 
health  care,  employment,  and  community  services. 

Medicare 

The  armed  services  Dependents’  Medical  Care 
Program  operates  in  Rhode  Island  under  a fee 
schedule  imposed  by  the  government,  and  partici- 
pation in  the  program  by  local  physicians  is  volun- 
tary since  the  Society  did  not  enter  into  any  con- 
tract for  the  provision  of  services. 

The  administrator  of  the  program  recently  noti- 
fied the  Society  that  “the  co-operation  of  the  indi- 
vidual physicians  has  been  a great  help  to  us  in 
our  administration  of  this  program  in  your  state.’’ 

In  view  of  the  curtailment  of  the  ^Medicare  pro- 
gram in  1959  which  drastically  affected  the  utiliza- 
tion of  medical  care  from  civilian  sources,  the  sta- 
tistics issued  by  the  administrator  of  the  program 
are  of  interest.  The  following  is  abstracted  from 
the  administrator’s  communication  to  the  Society : 

“In  the  State  of  Rhode  Island,  as  in  our  other 
contract  areas,  we  find  that  the  restrictions  placed 
in  the  program  in  October,  1958,  effectively  re- 
duced the  medical  care  received  from  civilian 
sources.  Because  of  the  fact  that  we  operate  on 
a fiscal  year  basis,  our  figures  are  broken  into 
three  six-month  segments  to  cover  one  full  fiscal 
year  and  one  calendar  year.  The  results  are  as 
follows : 


Dates  No.  of  Claims 

Paid  by  Gov’t 

Av.  Cost 
Per  Claim 

7/1/58  to 
12/31  58 

3,064 

?199, 093.16 

$64.97 

1/1/59  to 
6/30/59 

1,652 

$137,880.48 

$83.46 

7/1/59  to 
12/31/59 

1.019 

$ 73,708.30 

$72.33 

“The 

rise  in  cost  per  claim  in  the  first  half 

1959  must  be  attributed  to  the  curtailment  of  the 
cases  representing  short  periods  of  medical  care 
such  as  tonsillectomies,  et  cetera,  while  at  the 
same  time  there  was  a carry  over  from  the  period 
prior  to  October  1,  1958  of  cases  involving  long 
periods  of  medical  care,  so  that  the  average  cost 
per  claim  reflects  these  longer  more  severe 
periods  of  medical  treatment. 

“For  comparison  purposes,  it  would  be  inter- 
esting to  note  that  in  our  report  of  last  year  we 
show  that  for  the  period  July  through  Decem- 
ber, 1957,  an  average  cost  per  claim  of  $64.67, 
and  for  January  through  June,  1958,  we  show  an 
a\  erage  cost  per  claim  of  $64.69.  Actually,  prior 
to  January,  1959,  the  average  cost  per  case  in 
Rhode  Island  has  been  very  consistent.’’ 

Here  again  we  have  evidence  of  the  co-operation 
of  the  physicians  of  Rhode  Island  in  any  program 
that  concerns  the  health  care  of  the  people  of  this 
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State,  and  again  it  is  demonstrated  that  the  charges 
for  services  are  basically  consistent  with  the  pre- 
vailing charges  in  our  communities. 

Group  Life  Insurance 

The  Committee  conducted  a poll  of  the  memlier- 
ship  to  determine  the  extent  of  interest  in  a pos- 
sible group  life  insurance  program.  Approximately 
17%  of  the  members  returned  cards  expressing  some 
interest  in  such  a proposal.  Since  any  group  plan  to 
be  of  real  advantage  to  the  organization  would 
apparently  require  a size  enrollment  of  the  eligible 
membership  of  the  Society,  the  Committee  voted 
not  to  undertake  any  further  study  of  this  type  of 
program  at  this  time. 

Group  Professional  Liability  Insurance 

Presently  there  are  308  members  of  the  Society 
enrolled  in  the  Society’s  professional  liability  in- 
surance program,  the  coverage  for  which  is  pro- 
vided by  the  St.  Paul  Fire  and  Marine  Insurance 
Company. 

The  steady  increase  in  enrollments  in  this  pro- 
gram is  most  encouraging,  and  the  experience  of 
the  group  has  been  excellent.  There  have  been  no 
drop  outs  except  where  the  physicians  have  moved 
out  of  the  state. 

In  May  the  local  agent  handling  this  account  for 
the  Society — Starkweather  and  Shepley  Insurance 
— will  make  a mailing  to  the  entire  membership  of 
the  Society.  W’e  urge  those  members  not  presently 
covered  under  this  group  plan  to  give  serious  con- 
sideration to  it  as  their  individual  liability  contracts 
expire  during  the  coming  months.  Expiration  dates 
of  present  coverages  should  be  checked  regularly, 
and  application  for  enrollment  in  the  group  made 
as  far  ahead  of  current  expiration  as  possible  in 
order  to  insure  continuous  protection. 

Federal  Employees  Health  Benefits  Program 

The  Congressional  act  which  provides  for  gov- 
ernment contributions  toward  a hospital-medical 
care  program  for  federal  employees  goes  into  oper- 
ation on  July  1,  1960.  This  new  program  may  well 
set  a pattern  for  future  government  participation  in 
health  programs  and  therefore  your  Committee 
urges  that  the  House  give  it  careful  consideration 
and  authorize  that  the  membership  be  informed  as 
completely  as  possible  of  the  plan,  and  its  develop- 
ments from  time  to  time. 

Appended  to  this  Committee  report  is  a copy  of 
the  news  release  of  March  31,  1960  of  the  U.  S. 
Civil  Service  Commission  which  gives  a clear  re- 
view of  how  the  federal  employees  will  choose  the 
coverage  they  individually  wish  to  purchase  under 
the  plan  (.Appendix  A).  Your  Committee  hopes 
that  this  information  will  be  distributed  to  the  mem- 
bership as  soon  as  possible  by  the  Society  in  order 
that  every  member  may  be  fully  informed  on  how 
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the  program  will  operate,  since  a sizable  segment  of 
the  employed  population  of  the  state  is  working  for 
the  federal  government. 

Since  the  employee  has  his  choice  of  a service 
tvpe  plan  such  as  Blue  Cross  and  our  Physicians 
Service,  or  an  indemnity  type  as  proposed  by  the 
insurance  industry,  he  will  naturally  expect  his 
physician  to  be  aware  of  the  procedures  to  he  fol- 
lowed in  processing  any  claims  for  payment  for 
services  rendered. 

Respectfully  submitted, 

Stanley  D.  Simon,  m.d..  Chairman 

Mental  Health 

An  objective  of  the  Committee  on  Mental 
Health  of  the  Rhode  Island  Medical  Society  is  to 
promote  the  exchange  of  less  broad  and  intelligent 
outlooks  and  perspectives  with  the  broadest  con- 
ceivable outlooks  and  perspectives.  The  Committee 
seeks  to  achieve  a position  of  respect  and  influence 
to  approach  this  objective.  The  Committee  has  be- 
lieved in  the  concept  of  working  through  and  with 
other  Committees  of  the  Rhode  Island  Medical 
Society. 

During  the  year.  Doctor  John  T.  Barrett,  chair- 
man of  the  Child-School  Health  Committee,  pro- 
vided us  the  opportunity  of  aiding  that  Committee 
in  advising  on  a proposal  to  utilize  Social  W'orkers 
in  the  Public  School  System.  The  Highway  Safety 
Committee  of  the  Rhode  Island  Medical  Society 
and  the  Medical  Advisory  Committee  of  the  Reg- 
istry of  Motor  Vehicles  are  open  avenues  used  by 
the  Committee  to  aid  in  coping  with  neuropsy- 
chiatric problems  in  relationship  to  the  licensing 
to  drive  motor  vehicles.  During  the  past  year  one 
activity  and  community  service  consumed  the  most 
of  the  Committee’s  time.  Doctor  Joseph  E.  Cannon 
sought  the  advice  and  help  of  the  Committee  on 
Alental  Health  on  administration  problems  of  the 
Rhode  Island  State  Hospital  for  Mental  Diseases. 
The  president  of  the  Rhode  Island  Medical  Society, 
Doctor  Alfred  L.  Potter,  the  secretary.  Doctor  Ar- 
thur E.  Hardy,  and  the  executive  secretary,  John 
E.  Farrell,  contributed  their  time  and  help.  The 
Committee  came  to  be  impressed  with  the  intent 
of  Mr.  Augustine  W.  Riccio,  director  of  the  State 
Department  of  Social  WTlfare,  in  improving  the 
care  and  treatment  of  the  patients  at  the  State  Hos- 
pital. An  attempt  was  made  to  find  concordance 
with  other  organizations  interested  in  the  problem 
of  the  care  of  the  mentally  ill  at  the  State  Hospital. 

Doctor  Sidney  S.  Goldstein  has  been  appointed 
as  superintendent  of  the  Rhode  Island  State  Hos- 
pital for  Mental  Diseases.  It  is  to  be  observed  that 
two  conflicting  trends  exist  in  mental  hospital 
administration.  There  is  the  trend  toward  the  dele- 
gation of  some  of  the  responsibilities  of  the  super- 
intendent to  other  officials  to  free  him  to  give  more 


of  his  time  to  the  supervision  of  the  care  and  treat- 
ment of  patients.  A reverse  trend  results  in  losing 
sight  of  the  responsible  official,  with  consequent 
delay  in  action  through  the  various  layers  of  offi- 
cials which  must  be  penetrated.  The  Committee 
holds  to  the  opinion  that  the  power  of  decision 
should  be  in  the  superintendent  of  the  State  Hos- 
pital. The  Department  of  Social  W’elfare  should 
function  to  facilitate  the  activities  of  the  superin- 
tendent and  to  formulate,  with  him,  over-all  policy. 

It  is  recommended  to  the  House  of  Delegates 
that  the  Rhode  Island  Medical  Society  make  avail- 
able to  Doctor  Sidney  S.  Goldstein  its  collective 
knowledge  and  co-operation  in  carrying  out  his 
duties,  a letter  to  that  effect  to  be  written  by  the 
president  of  the  Rhode  Island  Medical  Society. 

The  chairman  wishes  to  thank  the  Rhode  Island 
Medical  Society  for  the  opportunity  to  serve  on 
the  Mental  Health  Committee.  The  chairman 
wishes  to  commend  to  the  House  of  Delegates  the 
time,  effort  and  thought  given  by  the  Committee 
members  during  the  past  year. 

Respectfully  submitted, 

Harold  W.  Williams,  m.d..  Chairman 

Perinatal  Mortality 

On  June  10,  1959  the  state  Perinatal  Mortality 
Committee  held  its  first  meeting  at  which  time 
standardized  definitions  and  the  terms  were  agreed 
upon  in  order  to  make  accurate  comparisons  of  the 
fetal  mortality  statistics  in  this  state  with  those  in 
other  states  and  counties.  Doctor  Francis  Corrigan, 
medical  director  of  the  Division  of  Maternal  and 
Child  Health  in  the  Rhode  Island  State  Depart- 
ment of  Health,  has  acted  throughout  our  first  year 
of  operation  as  secretary  and  has  provided  an  ex- 
cellent liaison  between  the  state  Committee  and  the 
State  Health  Department.  This  has  made  it  pos- 
sible for  our  committee  to  receive  data  on  perinatal 
mortalities  throughout  the  state  which  would  not 
ordinarily  be  easily  available  to  us.  The  main  objec- 
tive in  the  first  year  of  operation  of  this  committee 

continued  on  next  page 


DID  YOU  KNOW.^ 

• That  about  nine  million  children  under  age  15 
have  some  sort  of  chronic  condition  — from  hay 
fever  or  flat  feet  to  heart  disease  or  paralysis. 

• That  children  of  school  age  lose  an  average  of 
8.4  days  from  classes  during  the  year  with  respira- 
tory conditions  being  the  chief  cause  of  absence. 

• That  on  a typical  work  day,  some  37,000  per- 
sons are  absent  due  to  hay  fever-asthma,  29,000 
due  to  chronic  sinusitis,  and  16,000  due  to  bron- 
chitis. 

• That  in  one  year  illness  and  injuries  caused  per- 
sons under  the  age  of  23  in  the  U.  S.  to  have  one 
billion  days  of  restricted  activity,  and  about  half 
that  number  were  days  when  the  affected  person 
was  confined  to  bed. 
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has  been,  through  its  members  who  represent  the 
vast  majority  of  hospitals  engaged  in  obstetrics 
and  in  newborn  care  in  the  first  month  of  life,  to 
tabulate  as  accurately  as  possible  each  hospital’s 
perinatal  mortality  and,  of  course,  the  perinatal 
mortality  in  the  state  as  a whole.  Separately  the 
committee  has  urged  the  development  in  each  hos- 
pital of  a perinatal  mortality  committee  organiza- 
tion and  this  has  been  actually  accomplished  in  sev- 
eral hospitals  already.  The  Committee  is  still  in  the 
process  of  obtaining  complete  data  from  all  hos- 
pitals as  well  as  from  the  State  Department  of 
Health  in  preparation  of  a report  which  will  be 
submitted  to  the  Rhode  Island  Medical  Journal 
in  the  near  future. 

As  a part  of  this  report  it  is  hoped  that  a special 
project  section  will  be  included  to  define  in  detail 
the  perinatal  mortality  factors  involved  in  Cae- 
sarean Section. 

Although  there  is  still  a vast  area  of  accomplish- 
ment to  be  exploited  by  a committee  such  as  this, 
we  feel  that  we  have  made  a stimulating  start. 

All  members  of  the  committee  will  miss  the 
imaginative  interest  of  Doctor  Robert  Martin 
whose  sudden  death  deprived  the  committee  of  one 
of  its  most  active  members. 

Respectfully  submitted, 

Bertram  H.  Buxton,  Jr.,  Chairman 

Public  Policy  and  Relations 

In  view  of  the  fact  that  many  matters  concern- 
ing public  relations  and  information  involving  the 
Society  are  necessarily  carried  out  by  the  officers, 
the  executive  office,  or  by  committee  chairmen 
directly  without  consulting  the  Committee,  the 
work  of  this  Committee  has  been  somewhat 
restricted.  However,  at  the  discretion  of  the  chair- 
man, special  decisions  demanding  immediate  action 
are  made  without  calling  or  polling  the  entire  Com- 
mittee. 

For  example,  the  actions  of  the  House  of  Dele- 
gates are  released  from  time  to  time  by  authority 
of  the  House  to  the  local  press  and  other  news 
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media.  The  president  of  the  Society  has  often  been 
called  upon  to  make  announcements,  or  to  amplify 
or  clarify  positions  taken  by  the  Society  on  matters 
of  general  concern.  At  the  committee  level  we  have 
certain  chairmen  who  must  report  or  answer  direct 
inquiries  about  Society  policy  on  such  matters  as 
aging,  the  cancer  program,  cliild-school  health  ac- 
tivities, particularly  immunization  procedures  and 
policies,  the  annual  diabetes  detection  campaign, 
highway  safety,  mental  health — the  participation  in 
clarifying  the  situation  at  the  State  Hospital  this 
year  is  an  excellent  example  of  fine  public  relations 
by  a Society  committee — public  laws  proposed  to 
the  General  Assembly,  social  welfare  policies,  vet- 
erans affairs,  etc. 

In  view  of  this  situation  the  House  should  give 
consideration  in  the  near  future  to  the  possibilitv 
of  revising  or  reorganizing  the  procedure  for  a 
large  standing  committee  on  public  policy  and  rela- 
tions. Certainly  it  is  neither  convenient  nor  work- 
able to  have  a statewide  committee  called  for  a 
meeting  on  some  of  the  matters  that  can  readilv  be 
resolved  by  the  chairman,  or  by  an  officer  of  the 
Society.  Perhaps  a much  smaller  committee  or  a 
single  public  relations  adviser  might  be  a possible 
solution  to  improve  our  activity.  If  the  present  com- 
mittee size  and  representation  is  to  he  maintained, 
some  thought  should  be  given  to  an  outline  at  least 
of  the  scope  of  duties  assigned  to  it. 

During  the  past  year  the  chairman,  with  the  aid 
and  advice  of  members  of  the  committee  from  time 
to  time,  has  resolved  most  of  the  matters  referred 
for  consideration.  Speakers  for  meetings  have  been 
secured,  specialty  listings  for  the  telephone  direc- 
tories have  been  reviewed,  press  and  special  news 
releases  prepared  by  the  executive  office  have  been 
edited. 

A major  project  carried  to  completion  through 
the  assistance  of  the  Woman’s  Auxiliary  was  the 
distribution  of  A.iM.A.  prepared  leaflets  to  explain 
the  federal  social  security  proposal  for  hospital  and 
surgical  benefits  under  the  social  security  system. 
With  the  co-operation  of  the  pharmacists  of  the 
state  leaflets  were  placed  in  most  pharmacies  in  a 
specially  prepared  folder  for  counter  pickup  bv 
customers. 

Radio  transcripts  were  secured  by  the  excutive 
office  for  several  radio  stations  during  the  year,  and 
A.M.A.  films,  such  as  Even  For  One,  The  Medi- 
cine Man,  and  I am  a Doctor  were  shown  by  various 
cburch,  grange  and  other  community  organizations. 

The  year  witnessed  the  release  of  two  Society 
reports  that  received  public  notice  far  beyond 
Rhode  Island.  The  report  on  Medical  Care  for  the 
Older  Age  Population  in  Rhode  Island  was  widely 
distributed,  and  it  received  commendation  from 
many  states,  as  well  as  favorable  press  comment. 
The  honest  and  frank  report  of  the  report  on  hos- 
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pital  care  for  veterans  evoked  sharp  criticism  from 
veterans  organizations,  but  it  was  favorably  com- 
mented upon  l)y  the  press  and  by  thoughtful 
citizens. 

These  experiences  indicate  clearly  that  the  So- 
ciety has  a responsibility  to  make  public  its  views 
on  every  possible  occasion,  and  that  it  must  he 
prepared  to  withstand  public  attack  and  unfounded 
criticism  and  defend  what  it  believes  to  be  the  truth- 
ful situation. 

Respectfully  submitted, 

Arnold  Porter,  m.d..  Chairman 

Science  Fair 

At  the  recjuest  of  the  Council  of  the  Society  the 
Committee  on  the  Rhode  Island  Schools’  Science 
Fair  was  reactivated  and  six  exhibits  were  selected 
as  the  best  in  the  opinion  of  the  committee  for  honor 
awards  by  the  Society. 

The  three  awards  in  the  senior  high  group  were 
made  to  Paula  Winsor,  Scituate  High  School ; 
Joyce  Havens,  Coventry  High  School;  and  Sheila 
M.  Gilman,  Deering  High  School  in  Warwick.  The 
junior  high  school  awards  were  made  to  Allan 
Ramella,  Riverside  Junior  High,  Kevin  W. 
Saunders,  Park  View  (Cranston)  Junior  High, 
and  Linda  F.  Hinchclifle,  Nelson  W.  Aldrich 
(W'arwick)  Junior  High. 

All  recipients  will  be  given  identical  awards  by 
the  Society,  consisting  of  a $25  U.  S.  Treasury 
bond  and  a framed  honor  certificate  and  the  formal 
presentations  will  be  made  at  the  opening  session 
of  the  149th  Annual  Meeting  of  the  Society  at  the 
Medical  Library  the  evening  of  Tuesday,  May  10, 
1960. 

The  Rhode  Island  Heart  Association  has  been 
making  awards  for  exhibits  dealing  with  heart  dis- 
ease. The  question  of  duplication  of  awards  by  two 
medical  groups  acting  separately  should  be  consid- 
ered another  year  with  particular  reference  as  to 
whether  the  Heart  Association  should  he  invited 
to  integrate  its  selections  with  those  of  the  Medical 
Society. 

Your  Committee  was  impressed  by  the  outstand- 
ing displays  presented  by  the  students  at  the  Science 
Fair.  There  has  been  an  increasing  number  of  med- 
ical and  health  subjects  presented  in  recent  years, 
and  it  is  most  encouraging  to  note  this  interest  in 
the  biological  sciences. 

Respectfully  submitted, 

Irving  A.  Beck,  m.d. 

John  F.  W.  Gilman,  m.d. 
Charles  L.  York,  m.d. 

Social  Welfare 

The  Committee  on  Social  Welfare  was  very 
active  during  the  past  twelve  months,  meeting  sev- 
eral times  with  the  director  of  the  State  Depart- 
ment of  Social  Welfare,  the  medical  director  of 
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the  Division  of  Public  Assistance,  and  members  of 
his  staff. 

The  major  work  of  the  committee  was  the  review 
of  licensure  and  regulation  of  homes  for  aged  and 
convalescent  persons  in  Rhode  Island.  A complete 
report  was  submitted  to  the  House  of  Delegates  in 
January  which  included  many  worthwhile  recom- 
mendations that  the  House  approved. 

Standing  orders  for  nurses  working  in  aged  and 
convalescent  homes  as  well  as  guides  for  medical 
care  in  such  homes,  were  drafted  by  the  committee, 
approved  by  the  House  of  Delegates,  and  submitted 
to  the  State  Department  of  Social  Welfare.  We 
hope  that  these  orders  and  guide  will  be  adopted 
generally  in  the  interest  of  better  care  and  super- 
vision of  persons  living  in  these  homes.  A diet  guide 
is  currently  being  reviewed  and  it  is  hoped  that  it 
will  be  available  by  the  summer  of  1960. 

The  Committee  met,  reviewed  and  approved  a 
number  of  changes,  and  policies  governing  pay- 
ment for  drugs  distributed  to  eligible  recipients  of 
public  assistance. 

It  has  approved  a new  form  for  Request  for  Pay- 
ment for  Physicians  Services  to  be  listed  on  IBM 
cards.  These  new  forms  will  be  simpler  for  the  phy- 
sician to  fill  out,  reduce  administrative  detail  and 
accelerate  payments  to  the  physician.  It  approved  a 
new  form  for  Request  for  Payment  for  Drugs  on 
IBM  cards  to  accelerate  payments  and  to  provide 
greater  control  of  the  drug  program. 

It  approved  the  abolition  of  telephone  prescrip- 
tions for  public  assistance  cases  except  in  emer- 
gency and  then  only  in  a quantity  not  to  e.xceed  24 
hours’  use.  It  approved  the  drafting  of  a memo- 
randum to  all  physicians  by  the  Department  of 
Public  Assistance  relative  to  the  policy  for  tele- 
phone prescriptions,  and  the  prescribing  of  certain 
drugs  in  the  vitamin  and  tonic  category  whose  cost 
seem  unusually  higher  than  that  of  similar  products 
with  the  same  potency,  provided  a representative 
list  of  such  products  is  compiled  and  made  avail- 
able to  the  physician  as  being  within  a reasonable 
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price  range  which  the  Department  of  Public  Assist- 
ance can  handle  within  its  present  fund  allotment. 
It  is  also  directed  that  whenever  a special  medical 
problem  arises  for  special  drugs,  the  physician 
should  seek  prior  authorization  for  the  Department 
of  Public  Assistance. 

The  use  of  the  phrase.  Or  USP  Equhaleut  on  all 
prescriptions  for  public  assistance  cases  as  a method 
of  controlling  costs  was  reviewed  and  considered. 
In  light  of  possible  substitution  practices,  as  well 
as  difficulty  in  controlling  unknotvn  brands  for 
stated  potency,  the  committee  believes  that  this 
practice  cannot  be  recommended  at  this  time. 

The  Committee  discussed  extensive  use  of  newer 
antimicrobial  agents  under  the  public  assistance 
program.  It  recommended  that  when  their  use 
seems  excessive,  two  impartial  medical  examiners 
be  appointed  to  examine  the  patient  under  therapy 
and  report  their  impartial  findings  to  the  Depart- 
ment of  Public  Assistance  and  to  this  Committee 
for  review  and  action.  The  Committee  has  worked 
with  the  Department’s  medical  director  and  his  staff 
on  a number  of  matters  of  this  nature,  including 
policy  for  allergy  injections,  immunization  injec- 
tions and  other  therapies.  In  every  instance,  the 
Committee  has  succeeded  in  bringing  about  a better 
understanding  of  the  problems  involved,  not  only 
from  the  physician’s  view  but  also  from  the  Depart- 
ment of  Public  Assistance’s  view,  so  that  mutual 
benefit  has  accrued  to  all. 

Lastly,  the  chairman  of  this  Committee  wishes  to 
thank  the  members  of  the  Committee  for  their  hard 
work,  patience  and  willingness  to  give  up  so  much 
of  their  time  to  make  this  year  a fruitful  and  pro- 
gressive one  for  all. 

Respectfully  submitted, 

Peter  L.  Mathieu,  Jr.,  m.d.,  Chainnau 

Temporary  Disability  Insurance 

The  Committee  advisor)'  to  the  State  Depart- 
ment of  Employment  Security  in  reference  to  the 
program  carried  forward  by  the  Division  on  Tem- 
porarv  Disability  Insurance  has  met  during  the 
year  to  review  the  impartial  examiner  plan. 

The  Committee  resolved  with  the  department 
problems  relating  to  fee  charges  for  services  to  be 
rendered  by  impartial  examiners,  and  it  also  re- 
viewed and  approved  laboratory  and  radiological 
fee  schedules. 

At  the  request  of  the  Committee  the  Department 
made  a mailing  to  the  entire  membership  of  the 
Society  to  e.xplain  the  impartial  e.xaminer  system 
under  the  temporary  disability  insurance  program, 
and  to  invite  any  doctor  interested  to  list  himself 
as  available  as  an  impartial  examiner. 

All  return  cards  were  directed  to  the  Society, 
and  the  complete  list  of  physicians  volunteering  to 
serve  as  impartial  examiners  was  tabulated  by  geo- 
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graphical  areas  and  specialties  and  submitted  to  the 
chief  of  the  Division  of  Temporarv  Disability 
Insurance. 

This  cash  compensation  program  for  employed 
workers  is  now  in  its  eighteenth  year,  and  its  suc- 
cessful operation  through  the  years  is  due  in  great 
measure  to  the  support  and  co-operation  that  the 
physicians  of  Rhode  Island  have  given.  The  Com- 
mittee commends  the  membership  for  this  co-op- 
eration, and  it  also  expresses  its  appreciation  for 
the  willingness  of  the  director  and  staff  of  the  De- 
partment of  Employment  Security  through  the 
years  to  accept  and  be  guided  by  the  various  advis- 
ory committees  of  the  Society. 

Respectfully  submitted, 

Joseph  C.  Johxstox,  m.d..  Chairman 

Trustees  of  the  Medical  Library 

The  cornerstone  of  the  Rhode  Island  Medical 
Society  was  laid  in  1911,  and  the  building  was 
formally  dedicated  the  following  year  on  the  occa- 
sion of  the  Society’s  centennial. 

Thus  our  headquarters  building  will  be  fifty 
years  old  in  another  year.  It  is  a solidly  constructed 
building,  and  thanks  to  the  physicians  who  super- 
vised the  plans  for  the  erection  of  the  Librarv  half 
a century  ago  w'e  have  been  the  beneficiaries  of  one 
of  the  finest  structures  owned  by  a state  medical 
association  in  the  nation. 

It  has  only  been  in  the  past  fifteen  years  that  we 
have  taken  active  steps  to  modernize  the  building 
and  to  offset  some  of  the  deteriorating  effects  of  the 
years.  New  lighting,  new  floorings,  new  furniture, 
new  heating  equipment,  modernization  of  the  base- 
ment kitchen,  the  librarian’s  apartment  and  the 
auditorium  have  each  been  carried  forward  as 
annual  projects  within  the  scope  of  our  limited 
budget  for  building  repairs. 

This  past  year  the  trustees,  with  authorization 
of  the  Council,  and  aided  by  a donation  from  the 
Providence  Medical  Association,  were  able  to  reno- 
vate completely  the  lavoratories,  a very  expensive 
improvement  but  one  that  had  long  been  needed. 

The  pride  of  ownership  in  property  carries  with 
it  the  equal  duty  and  obligation  to  keep  the  prop- 
erty in  the  best  possible  condition.  Wt  inherited, 
as  we  have  indicated,  an  outstanding  structure  ; we 
should  seek  in  every  way  to  impro\  e it  for  ourselves 
and  the  public. 

Aside  from  the  usual  repairs  that  are  faced,  we 
should  look  forward  to  improving  the  reading  room 
of  the  library  by  shutting  it  off'  more  completely 
from  the  rest  of  the  building  to  make  it  quieter  and 
more  conducive  to  restful  reading  and  scientific 
research  work.  A partition  closing  the  entrance 
hall,  except  for  a door  entrance,  and  enclosing  the 
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DISTRICT  MEDICAL  SOCIETY  MEETING 


PAWTUCKET  MEDICAL  ASSOCIATION 

The  regular  monthly  meeting  of  the  Pawtucket 
Medical  Association  was  held  on  April  21,  1960  at 
the  Lindsey  Tavern. 

Twenty-one  members  were  present. 

Doctor  Eugene  Gaudet  presided. 

The  minutes  of  the  previous  meeting  were  read 
and  accepted. 

The  application  for  membership  of  Doctor  Ed- 
mond B.  Raheh,  which  had  been  acted  on  favorably 
by  the  Standing  Committee,  was  voted  upon  by  the 
Society  and  unanimously  approved. 

The  application  for  change  in  membership  from 
associate  to  active  member  of  Doctor  Orland  E. 
Smith  was  found  to  have  been  mislaid  but  will  be 
referred  to  the  Standing  Committee  for  action  at 
the  next  meeting. 

Doctor  Gaudet  then  announced  that  the  House 
of  Delegates  meeting  of  the  Rhode  Island  Medical 
Association  will  be  held  on  April  27,  1960  and  that 
as  of  this  date  no  agenda  for  this  meeting  has  been 
available. 

Doctor  Alexander  Jaworski  then  presented  an 
interim  report  on  the  work  of  the  committee  to 
study  relative  value  scales  with  particular  reference 
to  a suggested  Pediatric  fee  schedule.  This  was  not 
intended  to  be  in  final  form  but  simply  an  outline 
to  illustrate  part  of  the  complex  problem. 

The  guest  speaker,  Mr.  Thomas  Holland  of  the 
Medical  Management  Group,  then  presented  a dis- 
cussion of  the  functions  and  services  of  his  group 
with  particular  reference  to  the  advantages  of  such 
a service. 

Following  this  there  was  general  discussion  and 
the  meeting  was  adjourned. 

Respectfully  submitted, 

Edmund  Billings,  m.d..  Secretary 


TRUSTEES  OF  MEDICAL  LIBRARY 
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librarians’  work  section,  would  be  commendable 
improvements. 

The  possibility  of  new  lighting  facilities  for  the 
book  stacks  might  also  be  considered.  Of  greater 
importance  would  be  the  acquisition  of  photo-copy- 
ing equipment,  or  the  microfilming  of  old  journals 
or  textbooks  to  reduce  the  required  storage  space. 


and  to  make  for  more  accessible  use  of  such  his- 
torical or  reference  data. 

Through  the  years  some  of  our  physicians  have 
generously  remembered  the  Library  in  their  wills, 
and  thus  we  have  several  special  funds  the  income 
from  which  goes  towards  the  purchase  of  books 
and  journals,  and  the  maintenance  of  the  library. 
W'e  suggest  that  the  Society  urge  the  memliership 
to  include  the  Library  and/or  the  Society  as  a 
beneficiary  in  their  will  to  enable  our  successors  to 
continue  to  render  a greater  service  to  the  medical 
profession,  and  public  generally,  of  Rhode  Island 
in  the  furtherance  of  medical  education. 

Respectfully  submitted, 

Samuel  Adelson,  m.d.,  Chainnan 

V eterans  Affairs 

The  report  of  the  Committee  accepted  and  ap- 
proved by  the  House  of  Delegates  at  its  January 
meeting,  and  subsequently  released  publicly,  stirred 
considerable  response  from  local  veterans’  organi- 
zations and  other  groups.  The  Providence 
Journal-Bulletin  at  that  time,  and  subsequently, 
published  editorials  favorable  to  the  position  taken 
by  the  Society  in  regard  to  the  care  of  veterans  in 
this  area. 

It  is  the  hope  of  the  Committee  that  in  the  com- 
ing months  a meeting  with  the  leaders  of  the  vari- 
ous veterans’  organizations  may  be  held  to  discuss 
the  entire  situation  of  medical  care  of  veterans  in 
this  Rhode  Island  area. 

Respectfully  submitted, 

Richard  P.  Sexton,  m.d..  Chairman 


GOLF  TOURNAMENT 
W ednesday,  September  14 
Providence  Medical  Association 


Patronize  Journal  Advertisers 


416 


RHODE  ISLAND  MEDICAL  JOURNAL 

TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT  T TT  TrTTTT  TTTTTTTTTTTTTTTTTTTTTrTTTTTTT 


BOOK  REVIEW 


COMMUNICABLE  AND  INFECTIOUS  DIS- 
EASES by  Franklin  H.  Top,  M.D.,  C.  V. 
^losby  Company,  St.  Louis,  19(k).  4th  ed.  $20.00 

The  new  edition  does  an  excellent  job  of  bring- 
ing communicable  and  infectious  disease  informa- 
tion up  to  date.  In  addition  to  the  chapters  on  the 
common  communicable  diseases,  which  have  been 
reviewed  and  revised,  several  completely  new  chap- 
ters have  been  included.  The  enteroviruses,  which 
include  the  poliomyelitis  as  well  as  the  more  re- 
cently known  Coxsackie  and  ECHO  viruses,  have 
been  grouped  together  in  one  chapter,  with  a clear 


and  lucid  description. 

A new  chapter  of  marked  interest  to  physicians 
is  the  control  of  staphylococcus  infections  in  the 
hospital,  which  is  one  of  our  newer  problems.  There 
is  also  a chapter  on  chemotherapeutic  and  antibiotic 
agents,  which  gives  valuable  and  detailed  informa- 
tion on  the  newer  drugs.  The  adenoviruses  are  also 
new  material  in  the  latest  edition. 

Taken  as  a whole,  it  is  an  excellent  book  for  the 
general  practitioner  and  should  be  of  value  to  the 
various  specialists,  also. 

Hilary  J.  Coxxor,  m.d. 
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The  extra-firm  mattress 
.elected  by  over  9,000  doctors 

for  their  own  use 

ssures  both  preventive  and  corrective  support— used  in 
lore  American  homes  than  any  other  special  design 

i-aly  Posturepedic  is  the  first  mattress  designed  in  cooperation 
th  leading  orthopedic  surgeons  to  promote  normal,  healthful 
:,jep  among  all  persons. 

.5  a "corrective  device”  it  serves  those  chronically  afflicted  with 
iver  back  syndromes.  As  a preventive  measure  Sealy  Posturepedic 
' ings  deep  spring  buoyancy  without  bedboard  hardness  to  every- 
(|ie— plus  the  concomitant  blessings  of  unexcelled  comfort  and 
I tra-firm  support. 

'lese  are  basic  to  good  health.  The  therapeutic  value  of  restful 
■•ep  is  especially  recognized  during  these  tense  and  anxious  days, 
laly  Posturepedic  eminently  meets  this  need  by  supplying  level 
:ine  support  for  proper  relaxation  of  the  limbs  and  human  mus- 
I latory  system. 

i;^er  9,000  doctors  of  medicine  have  tried  and  bought  the  Sealy 
i )sturepedic  mattress  and  matching  foundation  for  their  own  use. 
'|e  believe  your  investigation  will  firmly  convince  you  of  its  dis- 
hctive  benefits,  and,  we  would  hope,  merit  your  valued  recom- 
ijmdation. 


Sealif 


POSTUREPEDIC 


NO  MORNING 
BACKACHE 

from  a too-$oft  mattress 


PROFESSIONAL  DISCOUNT  OF  $39.00 

b that  you  may  judge  the  quality  of  the  Sealy  Posturepedic  for  yourself, 
e offer  a special  Professional  Discount  on  this  mattress  and  foundation 
hen  purchased  for  your  personal  use.  Limit — one  full  or  two  twin  size  sets. 


EALY  MATTRESS  COMPANY 


Oakville,  Conn. 


closed  is  my  check  and  letterhead.  Please  ship  the  Sealy  Posturepedic  Set(s) 
ilicated  below:  


1 Full  Size  Q 

: sturepedic  Mattress 
I sturepedic  Foundation 

I ME 


1 Twin  Size  Q 2 Twin  Size  □ 

retail  professional 

each  $79.50  (add  state  tax)  $60.00 

each  $79.50  (add  state  tax)  $60.00 


i3IDENCE_ 
I'Y. 


-ZONE. 


-STATE- 


(This  is  a saving  of  $39.00  per  set  over  the  regular  $159.00  retail  price 
for  mattress  and  matching  foundation)  ©Seaiy.  inc.,  1958 
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To  improve  your  patients’  mood  and 
to  help  them  stick  to  their  diets: 


DEXAMYL 


Spansule®  capsules 
Tablets  • Elixir 


brand  of  dextro  amphetamine  and  amobarbital 


To  curb  appetite  and  to  restore  energy  when  your 
patient  is  listless  and  lethargic: 

DEXEDRINE® 

brand  of  dextro  amphetamine  SMITH 

Spansule®  capsules  "Tablets  • Elixir  KLINEtif 

FRENCH 


]%£Gdtc€Mt  dc^um€jd 


Volume  XLIIl,  No.  7 
Table  of  Contents,  page  419 
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(cyclomethycaine  and  thenylpyramine.  Lilly) 


Each  100  cc.  of  Lotion  Surfadil  provide: 

local 

antihistamine  . . Histadyl®  ...  2 Gm. 
topical  anesthetic  . Surfacaine®  . . 0.5  Gm. 
adsorptive  and 

protective  cover  . Titanium  Dioxide  . 5 Gm. 

The  Surfadil  coating  also  acts  as  a translucent 
"shield”  to  deflect  the  sun’s  rays. 


SHIELDS 

SENSITIVE 

SKIN 


ELI  LILLY  AND  COMPANY 


Available  in  spillproof,  unbreakable  plastic 
containers  of  75  cc.  and  in  pint  bottles. 


Histadyl®  (thenylpyramine.  Lilly) 
Surfacaine®  (cyclomethycaine,  Lilly) 


INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 

061006 


<5^ 


one  child  has  epilepsy... 

even  her  companions  might  not  know -if 
her  seizures  are  controiled  with  medication 

“...nowadays  our  approach  should  be,  as  far  as  possible,  to  protect 
the  patient  with  sufficient  medicine  and  allow  him  to  live  as  much 
as  possible  the  life  of  a normal  child.”^  Under  proper  medical  care, 
epileptic  children  may— and  should  — participate  in  the  general  phys- 
ical activities  of  their  normal  playmates.^ 
for  clinically  proi’ed  results  in  control  of  seizures 


DILANTIN 


I®  SODIUM  KAPSEALS®  outstanding  performance 
in  grand  trial  and  psychomotor  seizures:“In 
the  last  15  years  new  anticonvulsant  agents 
have  came  into  clinical  use  but  they  have 
not  replaced  diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent 
for  a variety  of  reasons.”-^  dilantin  Sodium  (diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in  several  forms  including  Kapseals  of  0.03  Gm. 
and  of  0.1  Gm.,  in  bottles  of  100  and  1,000. 

Other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

for  grand  trial  and  psychomotor  seizures:  PHEL.ANTIN®  Kapseals  (Dilantin 
100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.), 
bottles  of  100' for  the  petit  mal  triad:  milontin®  Kapseals,  (phensuximide, 
Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per 
If  cc.,  16-ounce  bottles,  celontin®  Kapseals  (rnethsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 

Literature  supplyiyig  details  of  dosage  and  administration  available  on  request . 
Bibliography:  (1)  Scott,  J.  S.,  & Kellaway.  P. : M.  Clhi.  North  America  42:415  (March)  1958. 
(2)  Ganoug,  L.  D..  in  Green,  J.  R.,  & Steelman,  H.  F. : Ei>ileptic  Seizures,  Baltimore,  Williams  & 
Wilkins  Company.  1956,  pp.  98-102.  (3)  Bray,  P.  F.:  Pediatrics  23:151,  1959.  2646o 


PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY  • Detroit  32.  Michigan 


». 
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Haifa  Lifetime . . . 

When  you  need  medical  attention,  you  want  — and  are  entitled  to  — the 
best  medical  service  possible.  That  means,  of  course,  competent  physicians. 

Under  the  system  which  produces  our  American  doctors,  you  can  ask  for 
and  get  the  services  of  one  of  the  most  highly-trained  men  in  the  world.  You 
can  be  sure  of  his  ability  — protected  by  extremely  thorough  courses  of 
training  and  by  standards  for  the  profession  set  by  law. 

Your  doctor,  specialist  or  surgeon  has  spent  nearly  half  his  expected  lifetime 
preparing  for  the  medical  profession.  He  has  directed  his  efforts  toward 
medicine  alone  — through  a maze  of  preparation. 

There’s  no  short  cut  to  becoming  a physician.  College,  medical  school,  and 
internship  — plus  further  study  if  he  specializes — tremendous  amounts  of 
time  and  money  must  be  spent  before  the  State  of  Rhode  Island  finally  grants 
his  license. 

More,  today’s  doctor  is  a combination  of  skilled  physician  plus  a human 
being  who  has  learned  how  to  apply  his  skills  to  caring  for  other  human 
beings. 

Today,  under  the  care  of  your  physician,  you  can  be  sure  you’re  receiving 
medical  and  surgical  care  more  advanced  and  complete  than  ever  before. 

It  is  the  aim  of  Physicians  Service  to  make  that  care  available  with  increasing 
benefits  to  all  the  people  of  Rhode  Island  who  ask  for  it. 


Better  Health  Care  for  More  People  Through 

Physicians  Service 


TABLE  OF  CONTENTS 
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KANTREX 


INJECTION 


Kanamycin  Sulfate  Injection 


L’iT;. 


...  a highly  potent, 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


. . .well  tolerated  when 
used  on  a properly  individ- 
uahzed  dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


“In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.”^ 

“. . . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”^ 

“There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.”" 

Information  on  dosage,  administration  and  'precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY:  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759,  1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.;  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  0.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 
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WOMAN’S  AUXILIARY  TO  THE  RHODE  ISLAND  MEDICAL  SOCIETY 

ELECTED  OFFICERS  1960-1961 


Officers 
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Corresponding  Secretary Mrs.  Edward  Damarjian,  22  Haliburton  Rd.,  E.  Providence,  GE  8-5452 

Treasurer Mrs.  Donald  F.  Larkin,  54  Kirby  Avenue,  Warwick,  RE  7-4949 

Assistant  Treasurer Mrs.  Lee  G.  Sannella,  18  Fairview  Avenue,  Cranston,  VT  1-3121 

Directors 

Bristol Mrs.  Henry  B.  Fletcher,  Jr.,  6 Quincy  Adams  Road,  Barrington,  CH  5-6823 

Kent Mrs.  Richard  R.  Dyer,  127  Beacon  Avenue,  Warwick,  RE  7-2148 

Newport Mrs.  Alfred  M.  Tartaglino,  75  Pelham  Street,  Newport 

Pawtucket Mrs.  Edwin  B.  Gammell,  46  Alexander  McGregor  Road,  Pawtucket,  PA  5-4034 

Providence Mrs.  Nathaniel  D.  Robinson,  17  Dexterdale  Road,  Providence,  JA  1-0508 

Washington Mrs.  Freeman  B.  Agnelli,  29  Elm  Street,  Westerly 

Woonsocket Mrs  Paul  Cohen,  251  Winter  Street,  Woonsocket 


Two  Immediate  Past  Presidents 
Mrs.  Mark  A.  Yessian,  233  Miantonomo  Drive,  Warwick 
Mrs.  Stanley  D.  Simon,  52  Ridge  Street,  Pawtucket,  PA  5-0575 


3 -way  support 
for  the 

aging  patient... 


ASSISTS  PROTEIN  UPTAKE 
IMPROVES  MENTAL  OUTLOOK 
AIDS  NUTRITIONAL  INTAKE 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains;  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  6,2  with  AUTRiNiC'®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCi  (B.) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • 
Choiine  Bitartrate  25  mg.  • Inositoi  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 
25  mg.  • Vitamin  E (Tocopheroi  Acid  Succinate)  10  int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Eiemental  iron,  10  mg.) 
30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Caicium  (as  CaHPOa)  35  mg. 
• Phosphorus  (as  CaHPOa)  27  mg.  • Fluorine  (as  CaF,)  0.1  mg.  • 
Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 
(as  MnOj)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 
1 mg.  • Boron  (as  NajBjOj.lOHjO)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Raise  the  Pain  Threshold 


r -f  - /, 


WITH  MAXIMUM  SAFE  ANALGESIA 


@ © 


© # o • # 


© # « • © 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  Va  gr.(16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vi  gr.(32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 

Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  ZV2  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  V4  gr (16.2  mg.) 

Hygscyamine  sulfate (0.031  mg.) 


PHENAPHEN'with  codeine 


•ms 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 
Ethical  Pharmaceuticals  of  Merit  since  1 878 
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LONG-TERM  DISABILITY 

INSURANCE  WHICH  ONLY 

YOU  CAN  CANCEL 

BEFORE  AGE  70* 

is  one  of  the  necessary 

components  of  a 

CERTIFIED 

DISABILITY 

PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
his  staff  assure  the  client  that: 

1 

His  program  "fits"  his  individual  case 

2 

His  policies  are  the  best  that  can  be 
obtained  for  the  premiums  paid 

3 

His  INSURABILITY  is  INSURED  (only 

HE  can  cancel) 

4 

He  will  have  speedy  and  efficient 
assistance,  from  one  source,  when  he 

becomes  a claimant. 

^provided  you  pay  the  proper  premium  when 
due,  and  do  not  retire. 

for 

further 

R.  A.  DEROSIER  agency 

tcrite  or 

phone 

TODAY! 

32  Custom  House  St.,  Providence  3,  R.  1. 
GAspee  I-I39I 

Wherever  you  go 
forget  your  telephone 
calls.  Vie'W  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


I. 


JULY,  i960 
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no  irritating  crystals'-  uniform  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HYDEITRASOL 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.”^ 


PREONISOLONE  OR  H Y 0 R 0 C 0 R T I S 0 N E 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339.  March  1957 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL*’.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa, 
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THE  WASHINGTON  SCENE 

A Report  Issued  by  the  Washington  Office  of  the 
American  Medical  Association 


POLITICS  NOW  OVERSHADOWS  all  Other  factors  in 
the  issue  of  health  care  for  the  aged. 

It  appears  certain  to  be  a major  issue  in  this 
year's  campaigning  for  the  \\'hite  House  and  Con- 
gress. regardless  of  what  Congress  does  in  the  field 
before  adjourning  this  summer. 

Both  the  Democrats  and  the  Republicans  are  sup- 
porting costly,  sweeping  plans  which  dififer  on  the 
basic  approach.  The  major  Democratic  plans  call 
for  use  of  the  Social  Security  System.  The  Repub- 
lican proposals  would  have  the  Federal  government 
and  the  states  put  up  hundreds  of  millions  of  dollars 
to  help  the  aged  buy  health  insurance  on  a volun- 
tary basis. 

The  medical  profession  and  allied  groups  oppose 
these  political  solutions  because,  among  many  other 
important  reasons,  they  actually  would  not  meet 
the  problems  of  many  aged  who  need  help  in 
financing  the  cost  of  illness. 

Meanwhile,  a key  Democrat — Rep.  Burr  Har- 
rison of  \’irginia — warned  Congress  against  acting 
on  such  legislation  in  this  year  of  a national  elec- 
tion. He  predicted  that  if  any  such  legislation 
should  be  approved  this  year,  it  “would  be  certain 
to  be  a monstrosity." 

Noting  that  various  solutions  had  been  proposed, 
Harrison  said : 

The  only  features  which  these  proposals  have 
in  common  are  that  they  are  all  tremendously 
expensive ; they  all  propose  revolutionary 
change,  and  they  are  all  complicated,  uncertainly 
based  and  little  understood  by  the  prospective 
beneficiaries. 

Harrison,  who  is  a member  of  the  House  W ays 
and  Means  Committee  which  handles  such  legisla- 
tion, urged  that  Congress  defer  action  until  next 
year.  He  recommended  that,  in  the  meantime,  the 
Ways  and  Means  Committee  “conduct  an  exhaus- 
tive study  of  the  various  proposals.” 

In  early  May,  the  Eisenhower  Administration 
unveiled  a Federal-state,  $1.2  billion-a-year  plan  to 
help  the  aged  with  limited  incomes  buy  broad  med- 
ical and  hospital  insurance  coverage.  Under  the 
])lan.  an  aged  person- — if  able  financially — would 
liear  part  of  the  cost  of  both  the  insurance  and  of 
the  medical  care  and  hospitalization. 


Arthur  S.  Flemming,  secretary  of  Health,  Edu- 
cation and  Welfare,  and  Wee  President  Richard 
M.  Xixon  stressed  that  participation  by  the  aged 
in  the  Administration  program  would  be  on  a vol- 
untary basis. 

The  Administration’s  plan  immediately  ran  into 
widespread  opposition.  Doctor  Louis  iM.  Orr. 
Orlando.  Fla.,  president  of  the  American  Medical 
Association,  said  it  was  based  “on  the  false  premise 
that  almost  all  persons  over  65  need  health  care  and 
cannot  aflford  it." 

“This  is  not  a fact."  Doctor  Orr  said.  “The  truth 
is  that  a majority  of  our  older  people  are  capable  of 
continuing  a happy,  healthy,  and.  in  manj^  cases, 
productive  life.  Of  the  more  than  15  million  persons 
in  the  nation  over  65  years  of  age,  only  15  per  cent 
are  on  old-age  assistance.” 

Doctor  Orr  said  neither  the  .\dministration’s 
proposal  nor  the  Forand-type  Social  Security  ap- 
proach is  tailored  to  meet  the  problems  of  the  unde- 
termined number  of  older  persons  who,  “although 
able  to  finance  other  costs,  find  it  difficult  to  with- 
stand the  additional  burden  of  the  cost  of  illness.” 

Doctor  Orr  advocated  the  A.M.A.'s  positive 
eight-point  program  for  the  health  care  of  the  aged 
as  a “sensible,  economical"  plan  that  would  pre- 
serve freedom  as  well  as  promote  security.  If  both 
these  objectives  are  to  be  realized.  Doctor  Orr  said, 
health  care  programs  for  the  aged  “must  necessarily 
be  limited  to  support  for  the  needy  aged  and  leave 
to  voluntary,  competitive,  private  enterprise,  those 
activities  needed  to  improve  the  health  care  of  the 
rest." 

In  brief,  the  A.M..\.  program  comprises;  1 ) im- 
proved preventive  medical  care  for  the  aged ; 2 ) a 
state-administered  program  of  Federal  grants-in- 
aid  to  .states  for  liberalization  of  existing  old-age 
assistance  programs  so  that  the  near-needy  could 
be  given  health  care  without  having  to  meet  the 
present  rigid  requirements  for  indigency  ; 3)  better 
nursing  home  facilities  for  the  long-term  care  of 
aged  persons,  especially  those  over  age  75  ; 4 ) rapid 
development  of  health  insurance  and  i^repayment 
policies  to  provide  long-term  nursing  home  care : 
5)  expansion  of  home  nursing  care  services;  6) 
elimination  of  compulsory  retirement  and  a basic 
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How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 
100  mg.  (peach  colored,  scored),  bottles  of  100. 

Dosage : Adults,  200  or  100  mg.  orally  three  or  four 
times  daily.  Relief  of  symptoms  occurs  in  from 
fifteen  to  thirty  minutes  and  lasts  from  four  to  six 
hours. 

References : 1.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen. 
Pract.  J.  4:28,  Oct.,  1958.  2.  Lichtman,  A.  L.:  Scientific 
Exhibit,  Intemat.  Coll.  Surgeons,  Miami  Beach,  Fla.,  Jan. 
4-7,  1959.  3.  Graenberg,  Friedrich:  Current  Therap.  Res. 
2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res. 
2:127,  April.  1960. 


LABORATORIES 
New  York  18,  N.Y. 


TRANCOPAL  (bRAND  OF  CHLORMEZANONe)  AND  CAPLETS,  TRADEMARKS  REG.  U.S.  PAT.  O 


hen  any  of  a host  of  summer  activities  brings  on  low  back  pain 
associated  with  skeletal  muscle  spasm,  your  patient  need  not  be  dis- 
abled or  even  uncomfortable.  The  spasm  can  be  relaxed  with 
Trancopal,  and  relief  of  pain  and  disability  will  follow  promptly. 

Lichtaan^’^  used  Trancopal  to  treat  patients  with  low  back  pain, 
stiff  neck,  bursitis,  rheumatoid  arthritis,  osteoarthritis,  trauma,  and 
postoperative  muscle  spasm.  He  noted  that  Trancopal  produced 
satisfactory  relief  in  817  of  879  patients  (excellent  results  in  268, 
good  in  448  and  fair  in  101). 

Gruenberg®  prescribed  Trancopal  for  70  patients  with  low  back 
pain  and  observed  that  it  brought  marked  improvement  to  all.  “In 
addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and 
irritability  in  a number  of  patients.”®  In  another  series,  Kearney* 
reported  that  Trancopal  produced  relief  in  181  of  193  patients 
suffering  from  low  back  pain  and  other  forms  of  musculoskeletal 
spasm. 

Trancopal  enables  the  anxious  patient  to  work  or  play.  According 
to  Gruenberg,  “In  addition  to  relieving  muscle  spasm  in  a variety 
of  musculoskeletal  and  neurologic  conditions,  Trancopal  also  exerts 
a marked  tranquilizing  action  in  anxiety  and  tension  states.”® 
Kearney*  found  “. . . that  Trancopal  is  the  most  effective  oral  skeletal 
muscle  relaxant  and  mild  tranquilizer  currently  available.” 

Side  effects  are  rare  and  mild.  “Trancopal  is  exceptionally  safe  for 
clinical  use.”®  In  the  70  patients  with  low  back  pain  treated  by 
Gruenberg,®  the  only  side  effect  noted  was  mild  nausea  which  oc- 
curred in  2 patients.  In  Lichtman’s  group,  “No  patient  discontinued 
chlormethazanone  [Trancopal]  because  of  intolerance.”* 
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change  in  the  attitude  that  a person  who  reaches  65 
has  suddenly  become  nonproductive  and  senescent ; 
7)  health  education  to  instill  a “will  to  live”  in  older 
persons  and  to  make  them  aware  of  the  need  for 
continuing  healthful  nutrition;  and  8)  anti-infla- 
tionary curbs  to  maintain  the  purchasing  power  of 
fixed  pension  and  annuity  benefits. 

A Republican  lawmaker,  Sen.  Barry  Goldwater 
of  Arizona,  denounced  the  Administration’s  plan 
as  “socialized  medicine”  and  a “dime  store  new 
deal.”  The  outspoken  conservative  predicted  its 
ultimate  cost  would  be  “staggering.”  He  said  the 
Administration  could  have  done  better  by  propos- 
ing “full  deductions  for  taxes  for  any  amount  spent 
for  medical  care  of  anyone”  and  for  full  costs  of 
health  plans  by  either  an  individual  or  corjxiration. 

In  endorsing  the  .Administration’s  plan,  \’ice 
President  Xixon  charged  the  Forand-type  pro- 
posals backed  widely  by  Democrats  would  “open 
tbe  door  for  socialized  medicine.”  He  said : 

The  Forand  bill  and  similar  plans  would  set 
up  a great  state  program  which  inevitably  would 
head  in  the  direction  of  herding  the  ill  and  elderly 
into  institutions  whether  they  desired  this  or  not. 
Such  a state  program  would  threaten  the  high 
standards  of  .American  medicine. 


Sen.  Pat  AlcX'amara  (D.,  Mich.),  Chairman  of 
the  Senate  Subcommittee  on  Problems  of  tbe  .Aged, 
headed  a group  of  16  Senate  Democrats  who  spon- 
sored legislation  that  would  provide  hospitalization 
and  medical  care  for  virtually  all  the  nation’s  older 
persons. 

The  co-sponsors  included  three  avowed  candi- 
dates for  the  Democratic  nomination  for  president 
— Sens.  Hubert  H.  Humphrey '(Minn.),  John  F. 
Kennedy  (Mass.)  and  Stuart  Symington  (IMo.). 

Cost  of  the  McNamara  legislation  was  estimated 
at  $1,578,000,000  a year.  This  would  be  financed 
bv  a one-quarter  per  cent  increase  in  tbe  Social 
Security  tax  and  370  million  dollars  from  general 
tax  money. 


DID  YOU  KNOW^.^ 

• That  Americans  spend  twice  as  much  money 
for  recreation,  alcoholic  beverages  and  tobacco  as 
they  do  for  medical  care. 

• That  city  children  suffer  from  acute  health 
conditions  about  half  again  as  often  as  farm 
youngsters. 

• That  in  1959  the  American  public  received  an 
average  of  S8  million  a day  in  health  insurance 
benefits  from  insurance  companies  alone. 

• That  high  blood  pressure  affects  more  than 
twice  as  many  women  as  men  in  the  United  States. 


JULY,  I960 
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a promise  fulfilled 


All  corticosteroids  provide  symptomatic  control  in  rheumatoid  arthritis,  inflammatory  derma- 
toses, and  bronchial  asthma.  They  differ  in  the  frequency  and  severity  of  side  effects.  Introduced 
in  1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efficacy  and  relative  safety. 
Physicians  today  recognize  that  the  promise  has  been  fulfilled  ...  as  evidenced  by  the  high  rate 
of  refilled  Aristocort  prescriptions. 


*Trianicinnlone  LEDERLE 

g^«i:^^LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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APPOINTED  COMMITTEES  . . . 1960-61 
THE  RHODE  ISLAND  MEDICAL  SOCIETY 


Advisory  Committee  to  R.  I.  Chapter 
American  Physical  Therapy  Association 
John  H.  Gordon,  M.D.,  Chairman 
Eric  Denhoff,  M.D. 

Louis  Sage,  M.D. 

Committee  on  Aging 
Richard  Kraemer,  M.D.,  Chairnian 
joseph  McW  illiams,  M.D. 

Alex  Burgess,  Sr.,  M.D. 

James  G.  Chapman,  M.D. 

Charles  D.  Charon,  M.D. 

Oswald  Cinquegrana,  M.D. 

Frederick  C.  Eckel,  M.D. 

John  W.  Gilman.  ^I.D. 

Nathaniel  Robinson,  M.D. 

Ezra  Sharp.  M.D. 

Advisory  Committee  to  H oman’s  Auxiliary 
Arthur  E.  Hardy,  M.D.,  Chairman 
John  A.  Dillon.  M.D. 

Earl  F.  Kelly,  M.D. 

Blood  Bank  Committee 
Gary  Paparo,  M.D.,  Chairman 
George  W.  Anderson,  M.D. 

Enold  H.  Dahlquist,  M.D. 

Jacob  Dyckman,  M.D. 

Leroy  \V.  Falkinburg,  M.D. 

Herbert  Fanger,  ]\LD. 

Stephen  J.  Hoye,  M.D. 

Leland  Jones,  M.D. 

Herman  Lawson,  M.D. 

Henry  J.  Tweddell,  M.D. 

Child-School  Health  Committee 
John  T.  Barrett,  M.D.,  Chairman 
Lewis  Abramson,  M.D. 

Maurice  Adelman,  ^^I.D. 

John  E.  Farley,  M.D. 

Charles  J.  Hutchinson,  ^I.D. 

Rudolph  A.  Jaworski,  M.D. 

Robert  M.  Lord,  Jr..  M.D. 

Betty  Mathieu,  M.D. 

Frederick  A.  Pierce,  M.D. 

George  Resnevic,  M.D. 

Lee  G.  Sannella,  M.D. 

William  P.  Shields,  M.D. 


Disaster  Committee 
G.  Edward  Crane,  M.D.,  Chairman 
Harold  C.  Collom,  M.D. 

Joseph  E.  Donahue,  M.D. 

Robert  W.  Drew,  M.D. 

J.  Merrill  Gibson.  M.D. 

Linley  Happ,  M.D. 

William  A.  ^IcDonnell,  M.D. 

James  B.  ^Moran,  M.D. 

Francis  W.  Xevitt,  M.D. 

David  Ruggles,  M.D. 

Joseph  L.  Ruisi,  M.D. 

Xorbert  U.  Zielinski,  M.D. 

Diabetes  Committee 
William  Leet,  M.D.,  Chairman 
Rocco  Abbate.  M.D. 

D.  Richard  Baronian,  ^I.D. 

Charles  Does,  M.D. 

Louis  1.  Kramer,  M.D. 

A.  Llovd  Lagerquist,  i\LD. 

John  j'.  Lury,  M.D. 

Kenneth  B.  X'anian,  M.D. 

Alton  M.  Pauli,  M.D. 

Albert  F.  Tetreault,  M.D. 

Salvatore  P.  Turco,  M.D. 

Francis  P.  Vose,  M.D. 

Cancer  Committee 
Henry  C.  ^IcDuff,  M.D..  Chairman 
Edmund  Billings,  M.D. 

George  V.  Coleman,  M.D. 

Herbert  Fanger,  IM.D. 

John  A.  Ferris,  M.D. 

\\'illiam  J.  H.  Fischer,  M.D. 

Arcadie  Giura,  M.D. 

Mauricio  Golberg,  M.D. 

Hartford  P.  Gongaware.  M.D. 

Arthur  E.  Hardy,  M.D. 

Stephen  J.  Hoye,  M.D. 

Phillip  J.  Morrison,  M.D. 

Thomas  Murphy,  M.D. 

Thomas  Perry,  Jr.,  M.D. 

Robert  F.  Rosin,  M.D. 

George  W.  Waterman,  M.D. 

Medical  Advisory  Committee  to  Polio  Foundation 
Maurice  L.  Silver,  M.D..  Chairman 
Thomas  L.  Greason,  M.D. 

Raymond  L.  Trott,  M.D. 


appointed  committees,  1960-61 

Disabilifv  Compensation  Committee 
Joseph  C.  Johnston,  M.D.,  Chairman 
Charles  D.  Charon,  W.D. 

Oswald  Cinqnegrana,  M.D. 

Joseph  N.  Corsello,  M.D. 

Thomas  J.  Dolan,  ^I.D. 

Ralph  J.  Petrucci,  M.D. 

Ainerico  A.  Savastano,  M.D. 

Bencel  Schiff,  M.D. 

Richard  P.  Sexton,  ^I.D. 

Linus  Sheehan,  M.D. 

Stanley  Sprague,  M.D. 

Joseph  E.  W’ittig,  M.D. 

Higinvay  Safety  Committee 
Thomas  C.  iMcOsker,  M.D.,  Chairman 
Edward  J.  Butler,  M.D. 

Henry  B.  Fletcher,  M.D. 

John  A.  Dillon,  M.D. 

Hannibal  Hamlin,  M.D. 

H.  Raymond  McKendall,  M.D. 

Charles  Millard,  M.D. 

Thomas  Nestor,  M.D. 

Benjamin  Tefift,  M.D. 

Frederick  Webster,  M.D. 

Federal  Medical  Services 
Thomas  Perry,  Jr.,  AI.D.,  Chairman 
Philomen  P.  Ciarla,  M.D. 

John  J.  Cunningham,  M.D. 

Rol)ert  W.  Drew,  M.D. 

.Arthur  E.  Hardy,  M.D. 

George  Keegan,  M.D. 

Nathan  J.  Kiven,  M.D. 

Edwin  F.  Lovering,  M.D. 

William  A.  Reid,  M.D. 

Daniel  Young,  M.D. 

General  Committee  for  Scsquicentcnnial 
Francis  H.  Chafee,  M.D.,  Chairman 
Samuel  Adelson,  M.D. 

John  T.  Barrett,  M.D. 

J.  Murray  Beardsley,  M.D. 

.Alex  M.  Burgess,  Jr.,  M.D. 

Francis  V.  Corrigan,  M.D. 

Katharine  Cutts,  M.D. 

Herbert  Fanger,  M.D. 

Charles  L.  Farrell,  AI.D. 

Ulysse  Forget,  M.D. 

Henri  F.  Gauthier,  AI.D. 

Seebert  J.  Goldowsky,  M.D. 

Earl  J.  Mara,  AI.D. 

Thomas  Perry,  Jr.,  AI.D. 

.Arnold  Porter,  AI.D. 

.Alfred  L.  Potter,  AI.D. 

S.  J.  P.  Turco,  AI.D. 
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Committee  on  Hospital  and  Professional  Relations 
Albert  H.  Jackvony,  AI.D.,  Chairman 
Samuel  Adelson,  AI.D. 

Charles  J.  Ashworth,  AI.D. 

Frank  B.  Cutts,  AI.D. 

Henri  E.  Gauthier,  AI.D. 

Earl  F.  Kelly,  M.D. 

Joseph  G.  AlcWilliams,  AI.D. 

Samuel  Nathans,  AI.D. 

.Alfred  L.  Potter,  M.D. 

George  Waterman,  M.D. 

Ceterans  Affairs  Committee 
Richard  P.  Sexton,  M.D.,  Chairman 
E.  Allan  Casey,  M.D. 

John  J.  Donnelly,  AI.D. 

Joseph  C.  Kent,  AI.D. 

Phillip  Alorrison,  M.D. 

Alton  AI.  Pauli,  M.D. 

Ernest  J.  Quesnel,  M.D. 

John  P.  Stuart,  M.D. 

Maternal  Health  Committee 
Stanley  Davies,  M.D.,  Chairman 
Alfred  L.  Potter,  M.D. 

Bertram  H.  Buxton,  AI.D. 

John  E.  Carey,  AI.D. 

Francis  V.  Corrigan,  AI.D. 

Walter  J.  Dufresne,  M.D. 

John  A.  Ferris,  M.D. 

Wdlliam  J.  AlacDonald,  M.D. 

William  A.  Reid,  AI.D. 

Alildred  Robinson,  AI.D. 

Henry  E.  Turner,  M.D. 

John  Turner  11,  AI.D. 

Perinatal  Mortality  Committee 
Bertram  H.  Buxton,  AI.D.,  Chairman 
William  A.  Reid,  AI.D. 

George  Anderson,  AI.D. 

John  Carey,  AI.D. 

Francis  \L  Corrigan,  AI.D. 

Eric  Denhoff,  AI.D. 

Ernest  L.  Dupre,  M.D. 

Herbert  Fbner,  AI.D. 

Thomas  F.  Head,  AI.D. 

Gilbert  Houston,  AI.D. 

Rudolph  Jaworski,  AI.D. 

Alaurice  N.  Kay,  AI.D. 

Sumner  1.  Raphael,  AI.D. 

\\dlson  F.  Utter,  M.D. 

Science  Fair 

John  Gilman.  AI.D.,  Chairman 
Leland  Jones,  AI.D. 

Charles  L.  AMrk,  AI.D. 


concluded  on  page  432 


432 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTTTT'TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT 


DISTRICT  MEDICAL  SOCIETY  MEETING 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

A regular  meeting  of  the  Newport  County 
Medical  Society  was  held  on  May  5,  1960.  at 
the  \hking  Hotel.  Twenty  members  and  guests 
attended. 

The  meeting  was  called  to  order  at  8:00  p.m.  by 
Doctor  Jose  Ramos,  president.  He  introduced  the 
guests  who  were  Captain  Joseph  Yon.  command- 
ing officer  of  the  Naval  Hospital.  Captain  Jesse 
Suiter,  the  Hospital’s  executive  officer,  and  John 
E.  Farrell,  executive  secretary  of  the  Rhode  Island 
Medical  Society.  He  then  introduced  the  speaker 
of  the  evening,  Captain  Ivar  Johnson  of  the  Naval 
War  College  who  spoke  on  Contemporary  Com- 
munism and  Free  World  Security.  Captain  John- 
son emphasized  the  need  of  recognizing  present- 
dav  communism  not  as  an  ideology  but  as  a satanic 
mechanism  of  rule,  an  imperialism  with  only  one 
objective,  world  domination. 

The  business  meeting  followed. 

The  minutes  of  the  previous  meeting  were 
accepted. 

Then  a report  was  given  by  the  delegate  Doctor 
Ciarla  with  Doctor  .\delson  and  Mr.  Farrell  join- 
ing in  the  discussions  relative  to  the  Federal 
Employees  Health  Benefits  Act.  Civil  Service 
Employees,  and  also  chiropodists  in  their  rela- 
tionship with  Blue  Cross  and  Blue  Shield. 

A motion  was  proposed  by  Doctor  Ramos,  and 
seconded  by  Doctor  Adelson,  that  the  president  of 
the  Newport  County  Medical  Society  appoint  an 
executive  committee  that  would  serve  as  a screen- 
ing committee,  and  also  as  a program  committee. 
This  motion  was  accepted. 

motion  was  proposed  by  Doctor  Abramson 
and  seconded  by  Doctor  Ciarla  that  the  members 
of  the  Newport  County  Medical  Society  list  their 
specialties  in  the  Xewport  District  Telephone  Di- 
rectory if  they  are  noted  as  specialists  on  the  roster 
of  the  Rhode  Island  Medical  Society.  This  motion 
was  accepted. 

Doctor  Ciarla  entered  a plea  that  doctors  give 
booster  shots  for  poliomyelitis,  as  our  area  might 
have  a severe  outbreak  of  poliomyelitis,  based  on 
rejxjrts  received  from  other  sections  of  the  country. 

The  meeting  adjourned  at  10:45  p.m. 

Respectfully  submitted, 

.\xxiE  Dorofk,  M.D.,  Secretary 


APPOINTED  COMMITTEES,  1960-61 
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Mental  Health  Committee 
Harold  Williams.  M.D..  Chairman 
Joseph  E.  Cannon,  M.D. 

David  J.  Fish,  M.D. 

Charles  C.  Goodman,  M.D. 
iMaurice  W.  Laufer,  M.D. 

Hugh  Kiene,  M.D. 

Neida  Q.  Ogden,  M.D. 

Laurence  Senseman,  M.D. 

Maurice  Silver,  M.D. 

Louis  \’.  Sorrentino,  M.D. 

Hugo  Taussig,  iM.D. 

Joseph  S.  Zucker,  M.D. 

Social  Welfare  Committee 
Peter  Mathieu,  M.D.,  Chairman 
Joseph  Dowling,  Jr.,  M.D. 

F'rank  P.  Duffy,  M.D. 

Thomas  Egan,  M.D. 

Henry  S.  Joyce,  M.D. 

Martin  J.  Morris,  M.D. 

Samuel  Nathans,  M.D. 

Robert  Rosin,  M.D. 

H.  A.  Shushtari.  M.D. 

Leonard  Sutton.  M.D. 
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BOOK  REVIEWS 


THE  CIGARETTE  HABIT:  A Scientific  Cure 

bv  Arthur  King.  Doubledav  & Co.,  Inc.,  Garden 
City,  X.  Y..  1959.  $2.00 

This  little  book  begins  by  stating  the  opinion  of 
the  author  that  there  are  people  who  are  truly 
cigarette  addicts  just  as  there  are  people  who  are 
addicted  to  morphine  and  to  alcohol.  He  describes 
his  own  suffering  and  eventual  failure  when  he 
tried  to  give  up  cigarettes  in  the  manner  in  which 
he  had  usually  been  advised  to  do  so — hy  just  quit- 
ting without  a carefully  worked  out  plan.  Then  he 
set  forth  in  detail  the  systematic  method  which  he 
followed  successfully. 

Before  going  into  the  details  of  his  plan  he 
discusses  the  cigarette  habit  at  some  length  and 
describes  four  classes  of  smokers,  light,  medium, 
heavy  and  the  true  addicts.  The  first  two  groups  he 
more  or  less  laughs  off  with  the  questionable  as- 
sumption that  no  harm  will  come  to  them  as  long 
as  they  stay  in  the  light  or  medium  category.  The 
heavy  smoker,  described  as  one  who  habitually 
smokes  more  than  a pack  a day  and  often  a ciga- 
rette before  breakfast,  he  feels  may  well  try  to 
break  the  habit  and  he  lays  out  a detailed  plan  for 
him  that  is  less  drastic  than  that  specified  for  the 
person  who  is  his  real  target,  the  addict.  The  real 
“cigarette  addict.”  Mr.  King  describes  as  a person 
who  usually  would  like  to  quit,  who  even,  at  times, 
dislikes  the  cigarettes  that  he  smokes,  hut  who  finds 
that  he  cannot  give  them  up  and  is  more  or  less 
terrorized  at  the  thought  of  doing  so — and  who 
suffers  very  severely  if  he  really  attempts  it. 

The  last  chapter  in  the  book,  titled  Cigarettes, 
Cancer  and  Statistical  Concepts  is,  in  the  judgment 
of  this  reviewer,  not  a very  good  summary  of  the 
relation  between  bronchogenic  carcinoma  and  ciga- 
rette smoking.  Furthermore,  nowhere  in  the  book 
does  he  consider  other  serious  consequences  of 
long-term  habitual  inhalation  of  tobacco  smoke  the 
most  lethal  of  which,  in  the  opinion  of  many  stu- 
dents of  the  subject,  is  obstructive  emphysema 
which  often  results  from  the  chronic  bronchiolitis 
that  is  characteristic  of  chronic  smokers. 

The  plan  which  the  author  states  that  he  and 
others  to  whom  he  has  recommended  it  can  he  sum- 
marized as  follows:  After  21  days  of  preparation 
during  which  smoking  is  omitted  on  waking  and  for 
one  hour  after  meals,  careful  tooth  hygiene  and 
mouth  rinsing  are  practiced  and  the  subject  is 
advised  to  keep  busy  and  keep  his  mind  off  smok- 


ing. he  omits  his  cigarettes  altogether  and,  on  a 
definite  schedule,  takes  medication  in  the  form  of 
small  doses  of  phenobarhital  and  dexedrine  with 
the  additional  use  of  certain  throat  lozenges.  For 
the  “heavy  smoker”  as  distinguished  from  the 
“addict,”  the  plan  is  the  same  except  that  caffeine 
and  an  antihistamine  are  substituted  for  the  drugs 
mentioned.  Thereafter,  there  is  a carefully  sched- 
uled reduction  and  then  omission  of  the  medication. 

This  definite  systematic  plan  coupled  with  the 
encouraging  optimism  of  the  author  may  well  be 
of  great  value  to  those  who  have  found  themselves 
unable  to  give  up  their  cigarettes  by  simpler  means 
and  to  them  the  book  can  be  recommended. 

Alex.  M.  Burgess,  m.d. 

AX  ATOMY . A Regional  Study  of  Human  Struc- 
ture bv  Ernest  Gardner.  M.D.,  Donald  J.  Gray, 
Ph.D.  and  Ronan  O’Rahillv,  M.Sc.,  M.D. 
W.  B.  Saunders  Co..  Phil,  1960.  $15.00 
It  is  difficult  to  review  in  detail  a book  of  gross 
anatomy  which  is  999  pages  long.  The  reviewer 
cannot  be  expected  to  read  through  all  of  it,  and 
even  if  he  did  a brief  review  would  not  suffice.  A 
sampling  of  the  book,  however,  gives  one  several 
strong  impressions.  The  book  has  many  good  fea- 
tures in  common  with  J.  C.  B.  Grant’s.  Ax  Atlas 
OF  Anatomy  and  Method  of  Anatomy.  It  is 
written  well  and  succinctly,  and  it  is  elegantly  illus- 
trated. The  diagrams  are  largely  new,  and  besides 
claritv  of  delineation,  all  of  them  have  character  and 
action,  especially  those  executed  in  three  dimen- 
sions. Let  those  who  claim  that  nothing  new  has 
been  added  since  Gray  study  some  of  these 
diagrams. 

The  nomenclature  follows  the  B.X.A.  and  the 
Burmingham  Revision.  The  book  is  arranged  ac- 
cording to  the  “regional  plan,”  as  do  most  other 
hooks  of  anatomy.  This  plan  is  convenient  for  the 
student  since  most  laboratory  courses  of  anatomy 
do  regional  dissection,  hut  it  tends  to  roh  the  stu- 
dent of  initiative,  and  in  his  haste,  makes  him  ignore 
systemic  considerations. 

Whenever  ix)ssible,  the  book  makes  brief  excur- 
sions into  the  history  of  anatomy,  embryology,  his- 
tologv,  and  comparative  anatomy.  It  is  regrettable 
that  this  material  is  in  small  print,  since  it  is  a very 
important  part  of  the  book.  A carefully  selected 
number  of  references  is  included  in  each  major 
division  of  the  hook.  References  are  often  ap- 
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pended  to  the  chapters,  hut  the  major  ones  are 
usually  cited  in  the  introduction  to  command  the 
student’s  attention. 

In  an  age  when  it  is  fashionable  to  deprecate  the 
study  of  gross  anatomy  as  a dull,  unimportant  art. 
it  is  refreshing  to  find  in  this  hook  a new  approach 
to  didactics.  The  authors’  main  aim  throughout  is 
to  give  structures  such  perspective  that  it  is  not 
possible  to  separate  it  from  its  function.  Although 
it  is  impossible  to  avoid  long,  and  often  tedious 
descriptions,  the  student  should  be  able  to  see  that 
this  is  a facet  of  anatomy  he  must  know  so  that 
function  may  become  intelligible.  The  most  out- 
standing contribution  of  the  hook,  then,  is  in  its 
constant  emphasis  on  the  meaning  of  structure  in 
terms  of  function. 

It  is  not  easy  to  he  enthusiastic  about  a hook  of 
anatomy,  hut  the  authors  of  this  hook  should  he 
congratulated  for  their  achievement.  The  hook 
gives  ample  evidence  of  the  authors’  profound 
knowledge  of  structure  and  function,  of  their 
scholarship,  and  of  their  understanding  of  the  art 
of  teaching. 

William  Montagna 
Professor  of  Biologv’ 
Brown  University 
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In  Acute 
Illness . . . 

NILEVAK' 

Can  Speed 
Eecoverv 


^^Commonly,  negative  nitrogen  balance'  occurs 
during  acute  febrile  illnesses  and  following 
traumatic  events  and  surgical  procedures.”  As 
much  as  300  to  400  Gm.  of  nitrogen^  may  be 
destroyed  daily  in  severe  infections.  Convales- 
cence' is  delayed  when  negative  nitrogen  bal- 
ance is  large  and  persistent. 

NILEVAR  Builds  Protein,  Speeds  Convales- 
cence to  Complete  Recovery^  ^ . . we  were 

impressed^  with  the  efficacy  of  Nilevar  as  an 
anabolic  agent.  All  of  the  patients  reported  feel- 
ing much  more  vigorous  and  experiencing  an 
increase  in  appetite. . . .” 

The  actions  of  Nilevar^  in  reversing  a nega- 
tive nitrogen  balance  — and  therefore  a negative 
protein  balance— improving  the  appetite  and  in- 
creasing the  sense  of  well-being  can  be  expected 
to  shorten  the  illness  and  the  convalescence  of 
these  patients. 

An  initial  daily  dosage  of  30  mg.  of  Nilevar 
(brand  of  norethandrolone)  is  suggested.  After 
one  to  two  weeks,  this  dosage  may  be  reduced 
to  10  or  20  mg.  daily  in  accordance  with  the  re- 
sponse of  the  patient.  Continuous  courses  of 
therapy  should  not  exceed  three  months,  but 
may  be  repeated  after  rest  periods  of  one 
month.  Nilevar  is  supplied  as  tablets  of  10  mg., 
drops  of  0.25  mg.  per  drop  and  ampuls  of  25 
mg.  in  1 cc.  of  sesame  oil  with  benzyl  alcohol. 

I.  Eisen,  H.  N.,  and  Tabachnick,  M.;  Protein  Metobolism,  M. 
Clin.  North  America  39:863  (May)  1955.  2.  Jamison,  R.  M.: 
Generol  Nutritive  Deficiency,  Virginia  M.  Month.  83:67  (Feb.) 
1956.  3.  Goldforb,  A.  F.;  Nopp,  E.  E.;  Stone,  M.  L.;  Zucker- 
man,  M.  B.,  and  Simon,  J.:  The  Anabolic  Effects  of  Norethan- 
drolone, a 1 9-Nortestosterone  Derivative,  Obst.  & Gynec. 
n.-454  (April)  1958.  4.  Batson,  R.:  Investigator’s  Report,  Feb. 

II,  1956.  5.  Weston,  R.  E.;  Isaacs,  M.  C.;  Rosenblum,  R.; 
Gibbons,  D.  M.,  ond  Grossman,  J.:  Metabolic  Effects  of  on 
Anobolic  Steroid,  17-Alpha-Ethyl-17-Hydroxy-Norondrostenone, 
in  Humon  Subjects,  J.  Clin.  Invest.  35:744  (June)  1956.  6.  Brown, 
C.  H.:  The  Treatment  of  Acute  ond  Chronic  Ulcerative  Colitis, 
Am.  Proct.  & Digest  Treot.  9.-405  (March)  1958. 
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The  Ninth  Annual  Arthur  Hiler  Ruggles  Oration  . . . 

RECENT  DEVELOPMENTS  IN  MENTAL  HEALTH  RESEARCH* 

Robert  H.  Felix,  m.d. 


The  -Author.  Robert  H.  Felix,  M.D.,  Director,  Na- 
tional Institute  of  Mental  Health,  National  Institutes 
of  Health.  Public  Health  Service,  U.S.  Dcfartment  of 
Health,  Education,  and  Welfare,  Bethesda,  Maryland, 
and  President,  American  Psychiatric  Association. 


T AM  MOST  APPRECIATIVE  of  the  lioiior  of  being 
-*■  selected  to  give  the  Arthur  H.  Ruggles  Oration. 
This  occasion  is  doubly  a privilege  for  me  because 
of  my  warm  personal  affection  and  respect  for  Doc- 
tor Ruggles.  Through  his  distinguished  career  in 
the  field  of  psychiatry,  his  achievements  as  super- 
intendent of  the  Butler  Hospital,  his  long  service 
as  secretary  and  then  as  president  of  the  American 
Psychiatric  Association,  Arthur  Ruggles  has  exer- 
cised great  leadership  in  the  field  of  mental  health. 
He  is  the  model  on  whom  I have  tried  to  construct 
my  own  professional  life.  He  was  my  mentor  and 
he  helped  me  immeasurably  in  my  development  as 
a psychiatrist  during  the  period  I was  here  in  Provi- 
dence working  at  the  Bradley  Home.  Those  were 
busy,  productive  and  very  pleasant  days  for  me, 
and  I have  retained  since  then  a keen  interest  in 
the  affairs  of  your  city  and  of  the  state  of  Rhode 
Island.  My  pleasure  in  returning  to  Providence  and 
in  delivering  the  Ruggles  Oration  make  this  oppor- 
tunity to  talk  to  you  an  extremely  happy  occasion 
for  me. 

In  my  address  tonight  I would  like  to  consider 
with  you  some  of  the  important  developments  in 
mental  health  research  during  the  past  few  years, 
and  the  implications  of  these  developments.  The 
National  Institute  of  Mental  Health,  as  the  focal 
point  for  the  Federal  mental  health  jirogram,  is  an 
e.xcellent  listening  post  for  what  is  going  on  in  psy- 
chiatric research  all  over  the  world. 

I was  recently  called  upon  to  present  an  overview 
of  the  state  of  the  field  of  mental  health  to  my  em- 
ployers— the  people  of  the  United  States  as  repre- 
sented in  the  Congress — in  connection  with  appro- 
priation hearings  covering  the  NIMH  budget  for 
next  fiscal  year.  I was  extremely  gratified  to  be 
able  to  report  that  some  radically  important  devel- 
ojiments  in  basic  research  have  been  made  during 

^Presented  at  the  .Annual  Meeting  of  the  Rhode  Island 
.Association  for  Mental  Health,  at  Butler  Health  Center, 
Providence,  Rhode  Island,  .April  28  ,1960. 


the  past  few  years.  Much  of  the  credit  for  these 
advances  must  go  to  Congress  itself,  and  in  par- 
ticular to  one  man,  a Rhode  Islander,  who  with 
great  wisdom  and  foresight  has  consistently  sup- 
ported mental  health  activities.  The  whole  field  of 
mental  health  research  owes  a tremendous  debt  to 
Congressman  John  Fogarty.  We  would  not  have 
been  able  to  accomplish  all  that  we  have,  had  it  not 
been  for  his  zeal  in  expanding  the  horizons  and  the 
scope  of  mental  health  research. 

The  last  few  years  have  witnessed  a rebirth  of 
interest  in  the  study  of  the  many  complex  relation- 
ships between  mind  and  body.  There  have  been 
fundamental  changes  in  approach  and  some  ex- 
tremely important  break-throughs  at  the  basic 
level.  Significant  correlations  between  neuron  and 
thought,  between  jihysiological  and  behavioral 
change  are  being  discovered.  The  ultimate  general 
answers  to  the  perplexing  proldems  of  these  rela- 
tionships may  not  be  found  for  many  years.  Mean- 
while, however,  a multitude  of  specific  questions  are 
being  answered  almost  daily  by  psychologists,  phy- 
siologists, psychiatrists,  biochemists,  neurologists, 
pharmacologists,  and  workers  in  many  other  fields 
of  scientific  investigation.  It  is  well  understood, 
for  instance,  that  psychological  stress  can  he  partly 
or  wholly  responsible  for  a number  of  physical  ail- 
ments, among  them  hypertension,  ulcerative  colitis, 
certain  types  of  asthma,  and  many  others.  Con- 
versely, certain  forms  of  mental  illness  and  retar- 
dation have  been  shown  to  he  rooted  in  physical 
disease  of  dysfunction. 

Variety  of  Approaches  to  Study  Being  Made 

In  view  of  the  rich  possibilities  and  exciting 
leads  in  this  field  of  investigation,  scientists  all 
over  the  country  are  now  undertaking  a variety  of 
approaches  to  the  study  of  the  many  subtle  and 
complicated  metabolic  processes  of  the  body.  A 
prime  example  of  this  trend  has  been  the  attempt, 
using  new  methodologies  developed  during  the  past 
ten  to  fifteen  years,  to  find  a biochemical  basis  for 
schiozophrenia.  Recent  research  has  suggested  that 
some  forms  of  mental  illness  may  be  related  to 
altered  biochemical  processes.  To  establish  that 
changes  in  body  and  brain  chemistry  and  the  oc- 
currence of  mental  illnesses  do  have  a definite 
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causal  relationship  is,  however,  a complicated  and 
expensive  task.  The  brain  is  a highly  complex  sys- 
tem made  up  of  a great  many  separate  subsystems, 
each  with  its  own  neurophysiological  and  biochem- 
ical characteristics.  The  intricate  and  delicate  proc- 
esses constantly  going  on  in  each  of  these  subsys- 
tems, not  only  in  the  brain,  but  throughout  the 
whole  central  and  autonomic  nervous  system,  are 
gradually  being  discerned.  But  the  vast  unanswered 
question  still  remains : What  are  the  ties  between 
all  these  complex  chemical  processes  and  the  equally 
complex  congeries  of  the  mental  illnesses? 

One  method  of  attacking  this  problem  lies  in  the 
search  for  possible  psychotoxic  substances  that  may 
occur  in  the  blood  or  urine  of  patients  suffering 
from  mental  illness.  If  there  is  some  biochemical 
derangement  in  these  patients,  a careful  analysis 
of  their  bodily  fluids  and  a comparison  of  these 
fluids  with  those  of  normal  people  may  reveal  the 
source  of  the  mental  illness.  It  is  extremely  diffi- 
cult. however,  to  determine  whether  a certain  chem- 
ical substance  is  related  to  the  cause  or  is  a by- 
product of  a mental  disease.  Also,  many  extraneous 
factors,  such  as  diet  and  incidence  of  infectious 
diseases,  may  account  for  observed  differences  in 
biochemical  substances  and  reactions  between  nor- 
mal persons  and  mental  patients. 

The  past  few  years  have  seen  the  discovery  of 
a number  of  promising  leads  linking  schizophrenia 
to  faulty  metabolism  and  to  one  or  another  chemical 
substance.  In  the  case  of  some  of  these  substances, 
scientists  elsewhere  have  been  unable  to  replicate 
the  findings.  In  the  case  of  other  substances,  it 
has  been  found  that  the  biochemical  differences 
resulted  from  factors  other  than  the  presence  of 
mental  illness.  Some  leads  need  more  study  and 
are  still  “open.” 

A few  years  ago  there  was  a report  that  faulty 
ceruloplasmin  metabolism  was  involved  in  schizo- 
phrenia. Investigators  reported  that  fresh  serum 
of  schizophrenic  patients  oxidized  a certain  dye 
more  rapidly  than  the  fresh  serum  of  healthy,  nor- 
mal subjects.  This  more  rapid  oxidation  was  inter- 
preted to  mean  that  schizophrenic  patients  had 
higher  than  normal  blood  levels  of  ceruloplasmin 
and  that  this  might  be  related  to  the  schizophrenic 
process.  Further  study  of  the  phenomenon  revealed 
that  the  observed  difference  between  schizophrenic 
patients  and  normal  subjects  was  more  closely  re- 
lated to  serum  levels  of  ascorbic  acid  (\’itamin  C) 
than  of  ceruloplasmin.  The  difference  between  the 
two  groups  reflected  a dietary  rather  than  a patho- 
logical phenomenon.  Schizophrenic  patients  under 
study  at  the  Clinical  Center  in  Bethesda,  who  were 
on  a carefully  balanced  and  supervised  diet,  had 
serum  levels  of  ascorbic  acid  which  were  about  the 
same  as  normal  subjects.  Fresh  blood  serum  from 
these  patients  consequently  failed  to  oxidize  the 
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dye  more  rapidly  than  serum  from  normal  control 
patients. 

Another  theory  relates  psychosis  to  a deficiency 
of  serotonin  in  the  central  nervous  system ; sero- 
tonin is  a naturally  occurring  substance  in  the  bodv 
which  is  involved  in  smooth  muscle  control.  Doctor 
Harris  Isbell  of  the  National  Institute  of  Mental 
Health  has  carried  on  a series  of  studies  which 
question  the  validity  of  this  theory.  The  fact  that 
his  experiments  do  not  support  the  theory  does  not 
mean,  however,  that  the  theory  has  been  disproved, 
since  any  one  of  a number  of  yet  unknown  factors 
may  be  responsible  for  the  negative  results.  It  does 
mean  that  the  theory  needs  further  careful  and 
cautious  study  and  testing. 

Other  investigators  have  reported  the  isolation 
of  a protein  from  the  blood  of  schizophrenics  which 
they  named  taraxein  and  which,  in  their  experi- 
ments, produced  catatonia  in  normal  monkeys  and 
humans.  Investigators  working  elsewhere  have 
attempted  to  replicate  the  experiments  but  they 
have  reported  that  they  have  been  unable  to  con- 
firm that  taraxein  produces  symptoms  of  schizo- 
phrenia in  normal  monkeys  and  humans.  They  sug- 
gest that  possibly  the  findings  of  the  original  group 
may  have  been  due  to  some  factor  or  subtle  tech- 
nique of  which  the  experimenters  themselves  were 
unaware. 

In  another  case,  researchers  had  reported  abnor- 
malities in  urinary  excretion  of  phenolic  acid  by 
male  schizophrenic  patients.  Other  investigators 
found  these  differences  between  patients  and  nor- 
mal subjects  were  due  to  different  coffee  drinking 
habits.  The  investigators  were  “tipped  off”  by  the 
fact  that  the  phenolic  acids  being  excreted  in 
greater  quantities  by  schizophrenic  patients  are 
also  metabolic  products  of  substances  present  in 
coff’ee.  When  they  investigated,  they  discovered 
that  the  schizophrenics  drank  significantly  larger 
amounts  of  coffee  than  did  the  normal  subjects. 
This  finding  emphasizes  the  importance  of  a care- 
ful search  for  uncontrolled  variables  in  the  pres- 
ence of  metabolic  differences. 

In  another  investigation,  evidence  was  produced 
that  blood  plasma  fractions  from  psychotic  patients 
markedly  affect  behavior  in  rats.  Blood  fractions 
obtained  from  normals  and  from  actively  halluci- 
nating psychiatric  patients  were  injected  into  rats. 
Both  fractions  caused  an  increase  in  the  time  it 
took  the  rats  to  perform  a previously  learned  rope- 
climbing test.  However,  the  fractions  from  the 
psychotic  patients  caused  approximately  twice  as 
much  delay  as  the  normal  fractions.  After  the  two 
types  of  blood  plasma  were  placed  on  opposite  sides 
of  a cellophane  membrane  to  allow’  the  selective 
dialysis  of  small  molecular  materials,  the  dialized 
normal  blood  fraction  produced  a climbing  delay  at 
least  equal  to  that  previously  produced  by  the  un- 
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dialized  psychotic  fraction.  This  dialyzability  of 
the  “active”  portion  indicates  that  it  prohal)ly  is 
not  a protein  hut  a small  molecule  capable  of  being 
attached  to  a protein.  Further  work  is  needed  to 
develop  and  verify  this  evidence  of  the  existence  of 
an  abnormal  factor  in  the  blood  of  psychotics. 

Basic  biochemical  research  in  the  field  of  mental 
illness  is  a complex,  rapidly  developing  and  rap- 
idly shifting  area  of  investigation.  New  bits  and 
pieces  are  constantly  being  added  to  the  picture. 
The  new  psychoactive  drugs  and  psychotomimetic 
substances  have  given  us  powerful  additional  tools 
for  this  type  of  research.  If  chemical  agents  can 
initiate  or  alleviate  psychoses,  it  is  possible  that 
chemical  faults  or  imbalances  in  the  body  may  be 
implicated  in  producing  them.  Perhaps  the  greatest 
value  of  drug  research  in  the  field  of  the  emotions 
will  ultimately  lie  in  its  ability  to  reveal  more  about 
the  basic  causes  and  mechanisms  of  mental  illness. 

Interesting  leads  have  come  from  research  in 
reserpine  and  iproniazid,  to  cite  just  two  examples. 
Serotonin  and  norepinephrine  occur  naturally  in 
the  brain.  Reserpine  flushes  both  serotonin  and 
norepinephrine  out  of  the  brain,  at  the  same  time 
making  a person  tranquil  and  quiet.  Iproniazid,  on 
the  other  hand,  causes  serotonin  and  norepine- 
phrine to  accumulate  in  the  brain ; behaviorally, 
sometimes  it  relieves  depression  and  sometimes  it 
produces  psychotic  excitements.  But  it  is  still  un- 
clear whether  or  not  the  effect  of  these  two  drugs 
on  the  amount  of  serotonin  and  norepinephrine  in 
the  brain  is  directly  and  unequivocally  related  to 
the  changes  in  behavior  produced  by  the  drugs. 
When  we  find  out  what  these  and  other  psycho- 
active drugs  really  do  to  the  chemistry  of  the  body, 
we  will  also  have  learned  much  more  about  the 
biochemistry  of  mental  illness. 

Psychotomimetic  substances — chemicals  that  can 
produce  transient  psychotic-like  states  in  normal 
people — are  also  being  used  as  tools  to  uncover 
biochemical  factors  affecting  behavior.  These  sub- 
stances, which  include  such  diverse  chemical  com- 
pounds as  lysergic  acid  diethylamide,  mescaline, 
sernyl,  and  benactyzine,  cause  nonpsychotic  people 
to  develop  psychotic  symptoms  such  as  hallucina- 
tions, delusions,  and  feelings  of  unreality  and  dis- 
sociation which  last  for  a few  hours  and  then  dis- 
appear. If  we  can  discover  why  certain  chemical 
compounds  cause  these  changes  in  behavior,  we  will 
have  some  significant  clues  which  may  lead  us  to 
the  discovery,  if  they  exist,  of  substances  in  the 
body  that,  under  certain  circumstances,  may  play 
a role  in  mental  illness. 

The  whole  new  field  of  psychopharmacology  has 
advanced  remarkably  in  a very  short  period  of  time. 
The  vitality  of  research  in  this  field  is  reflected  in 
the  wide  variety  of  studies  resulting  in  new  drugs 
and  new  techniques  for  testing  them.  In  addition 


to  a large  number  of  tranquilizing  agents,  a whole 
series  of  potent  new  drugs  are  now  available  for 
the  treatment  of  depressive  states.  Studies  con- 
ducted during  the  past  year  have  produced  defini- 
tive findings  regarding  the  effectiveness  of  drugs 
in  treating  relatively  chronic  schizophrenic  patients 
in  the  community.  Investigators  working  in  the 
aftercare  clinic  of  one  State  Hospital  found  that 
drugs  play  a very  important  part  in  preventing 
relapse  in  schizophrenics  released  to  the  community 
after  two  or  more  years  of  hospitalization. 

Brain  and  Central  Nervous  System 
Better  Understood 

During  the  past  few  years,  we  have  also  made 
great  progress  in  our  understanding  of  the  struc- 
ture and  function  of  the  brain  and  central  nervous 
system.  Until  a few  years  ago,  it  had  been  supposed 
that  nerve  cells  transmitted  impulses  on  an  “all  or 
none”  basis.  It  was  believed  that  a stimulus  either 
yielded  a standard  nerve  response  or  no  response 
at  all.  About  four  or  five  years  ago,  several  neuro- 
physiologists, working  independently  of  one  an- 
other, determined  that  “graded  responses”  occur  at 
each  end  of  a nerve  cell — that  is,  at  both  the  receiv- 
ing and  the  transmitting  ends.  These  responses  are 
local  and  cumulative,  accurately  “grading”  incom- 
ing stimuli  into  “all  or  none”  impulses  for  long 
distance  transmission.  The  importance  of  this  dis- 
covery lies  in  the  fact  that  it  is  the  neural  endings 
containing  the  graded  response  mechanisms  which 
are  likely  the  seat  of  our  most  complex  mental 
activity  and  which  are  definitely  areas  most  impor- 
tantly affected  by  drugs.  A great  deal  of  cerebral 
and  neural  activity,  too  complicated  to  be  explained 
by  the  “all  or  none”  theory  of  transmittal,  can  be 
much  more  clearly  understood  in  the  light  of 
this  new  insight  into  a basic  neurophysiological 
mechanism. 

One  problem  which  has  plagued  investigators 
recording  electrical  activities  from  within  the  cell 
body  is  that  they  can  never  be  sure  that  electrical 
potential  is  produced  across  the  part  of  the  cell 
membrane  the  microelectrode  happens  to  enter.  In 
addition,  it  has  not  generally  been  possible  to  place 
these  electrodes  within  dendrites  (the  receiving 
part  of  nerve  cells  ) to  record  the  electrical  activity 
occurring  there.  A new  technique  now  permits  in- 
vestigators to  measure  membrane  current  by  means 
of  electrodes  placed  just  outside  the  membrane  of 
the  nerve  cell  body  and  dendrites.  This  technique 
avoids  some  of  the  unsureness  of  older  techniques 
of  recording,  and  gives  promise  of  permitting  phy- 
siologists to  understand  and  assess  more  fully  the 
fundamental  changes  in  nerve-cell  membrane  per- 
meability which  occur  during  synaptic  activity,  and 
which  explain  more  adequately  the  mechanism  of 
action  of  the  graded  response. 
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A numl)er  of  highly  significant  studies  ha\'e  given 
us  increasing  knowledge  about  the  way  in  w’hich  the 
brain  works.  One  investigator  has  demonstrated 
that  electrical  stimulation  of  a certain  part  of  the 
brain  appears  to  produce  true  emotional  states  of 
fear  and  terror  in  unanesthetized  monkeys,  ^^'hen 
this  particular  locus  is  stimulated,  the  monkey  will 
bite  fiercely  and  repeatedly,  even  to  the  point  of 
damaging  its  teeth  if  harmful  objects  are  not  re- 
moved from  its  reach.  The  obvious  pain  of  biting 
is  apparently  less  unpleasant  to  the  monkey  than 
the  emotions  of  fear  and  panic  induced  by  the 
stimulation. 

In  other  studies,  neurophysiologists  investigat- 
ing brain  structure  have  isolated  those  parts  of  the 
brain  which  are  related  to  preservation  of  the 
species,  as  well  as  the  region  associated  with  self- 
preservation.  The  close  proximity  of  these  regions 
to  each  other  and  to  the  part  of  the  brain  controlling 
the  olfactory  sense,  invites  further  speculation 
about  the  relationship  of  these  neurophysiologi- 
cal structures  to  forms  of  behavior  that  are  in  the 
province  of  the  social  and  psychological  sciences. 
Studies  of  the  effects  of  brain  damage  have  also 
added  much  to  our  understanding  of  the  physi- 
ology of  the  central  nervous  system. 

whole  new  area  of  investigation  and  an  e.x- 
tremely  fascinating  one  deals  with  the  necessity 
for  a continuous  flow  of  information  from  the 
outside  world  in  order  to  maintain  normal  mental 
processes.  One  study  has  gathered  evidence  indi- 
cating that  the  visual  centers  of  the  brain  show 
more  electrical  activity  during  sleep  than  during 
waking  states.  W hen  investigators  measured  the 
electrical  impulses  emitted  by  the  brain  cells  in- 
volved in  visual  perception,  they  found  that  these 
cells  continue  firing  in  random  fashion  during 
sleep.  Neurophysiologists  call  this  random  activity 
■‘l)ackground  noise.”  When  the  animals  tested 
awoke,  a good  deal  of  this  spontaneous  activity 
disappeared.  The  controlling  or  inhibitory  forces 
which  are  essential  for  organized  perception  thus 
appear  to  he  more  evident  during  waking  than 
during  sleej).  The  investigators  then  applied  visual 
stimuli  to  the  experimental  animals  both  during 
sleej)  and  during  the  waking  state.  In  both  cases, 
the  visual  stimulus  caused  an  increase  in  neuron 
activity,  indicating  an  evoked  response  to  the  stim- 
ulus. How’ever,  there  was  still  considerable  “back- 
ground noise,”  or  random  neuronal  discharge, 
behind  the  evoked  response  while  the  animal  was 
asleep,  whereas  practically  all  of  the  “background 
noise”  disappeared  during  the  evoked  response 
when  the  animal  was  awake.  The  controlling  or 
inhihitorv  forces  during  wakefulness  thus  permit 
greater  concentration  on  and  response  to  the  visual 
stimulus.  Following  the  evoked  response  there  was 
an  inhihitorv  period,  both  in  sleep  and  in  wakeful- 
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ness,  during  which  the  random  firing  of  the  nerve 
cells  was  inhibited.  This  period,  though,  was  more 
marked  and  more  prolonged  during  the  waking 
state.  These  data  suggest  that  sleep  is  associated 
with  an  alteration  of  the  pattern  of  cerebral  activity, 
rather  than  with  the  absence  of  activity  in  the  brain. 
The  findings  of  this  study  are  in  agreement  with 
previous  theories  that  the  coordinated  lirain  activ- 
ity required  for  normal  waking  behavior  is  partially 
dependent  upon  continuous  inflow  of  controlling 
(or  inhibitory)  nerve  impulses  to  the  sensory  mech- 
anisms of  the  brain. 

Basic  metabolic  studies  have  brought  new  under- 
standing of  conditions  leading  to  different  forms  of 
mental  retardation.  Scientists  have  been  able  to 
identify  the  processes  by  which  the  body  enzy- 
matically converts  phenylalanine  to  tyrosine.  This 
is  important  because  faulty  metabolism  of  phenyla- 
lanine results  in  phenylketonuria,  a condition  that 
can  lead  to  phenylpyruvic  oligophrenia — a severe 
form  of  mental  retardation.  A certain  number  of 
children  are  born  each  year  with  this  inherited 
metabolic  fault,  but  now  that  we  understand  the 
condition,  it  is  possible  to  prevent  retardation  by 
feeding  them  a special  diet  during  the  first  few 
years  of  their  life.  Researchers  have  even  devel- 
oped a simple  urine  test  which  makes  it  compara- 
tively easy  to  identify  infants  whose  bodies  are 
unable  to  metabolize  phenylalanine. 

Other  investigators  have  identified  another  meta- 
bolic disturbance  in  which  a deficit  of  amino  acids 
in  the  body  produces  what  has  been  called  “maple 
sugar  urine  disease,”  a condition  that  results  in 
early  mental  deterioration.  The  urine  of  victims  of 
this  disease  has  a strong  maple  sugar  odor.  Work 
is  now  in  progress  to  develop  a special  diet  to  com- 
bat this  disease. 

Trends  in  Psychological  and  Sociological 
Approaches 

While  there  are  many  other  extremely  important 
and  fundamental  advances  in  basic  research,  I 
would  like  to  turn  now  from  a discussion  of  these 
physiological  studies  to  consider  some  of  the  trends 
and  recent  advances  in  the  psychological  and  socio- 
logical approaches  to  mental  illness,  mental  health, 
and  personality  development. 

One  of  the  particularly  rich  areas  of  investiga- 
tion during  the  past  two  or  three  years  has  been 
the  effect  of  family  relationships  on  the  production 
and  the  course  of  mental  illness.  While  it  has  long 
been  recognized  that  the  family  must  play  some 
role  in  the  production  of  abnormal  behavior,  it  is 
only  recently  that  intensiv'e  studies  of  families  of 
schizophrenics  have  been  undertaken.  In  one  study 
at  Yale  University,  it  was  found  that  in  their  series 
of  cases  not  one  of  the  patients’  families  was  rea- 
sonably well  integrated.  The  mother’s  attitude 
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toward  the  child  generally  reflected  her  attitude 
toward  the  marriage,  and  all  of  the  marriages  were 
gravely  disturbed.  They  were  either  torn  by  con- 
flict or  distorted  by  the  necessity  of  one  spouse 
passively  to  accept  the  pathological  behavior  of  the 
other.  Sixty  per  cent  of  the  patients  had  at  least 
one  parent  who  was  a schizophrenic,  a borderline 
schizophrenic,  or  paranoid.  These  parents  sur- 
rounded the  growing  children  with  unreal  concepts 
of  life,  and  thus,  when  faced  with  conflict  them- 
selves, the  children  came  to  terms  with  life  by  mis- 
perceiving  and  distorting  it. 

In  another  study  of  the  families  of  schizophrenics 
at  Palo  Alto,  California,  the  investigator  has  re- 
ported that  the  parents  tend  to  make  their  children 
extremely  dependent  upon  them  and  at  the  same 
time  deny  that  the  dependent  responses  are  appro- 
priate. Indeed,  these  parents  threaten  withdrawal 
of  support  if  the  child  even  tries  to  point  out  that 
the  dependency  exists. 

Clinical  investigations  at  the  National  Institute 
of  Mental  Health  suggest  that  family  structures 
which  assign  rigidly  defined  patterns  of  behavior 
(or  social  roles)  to  their  members  may  precipitate 
psychotic  behavior.  This  can  occur  when  the  family 
imposes  upon  the  individual  a role  which  he  can- 
not maintain,  and  which  denies  him  opportunities  to 
experiment  with  other  roles  as  a way  of  developing 
individuality  within  the  family  unit.  This  denial  of 
freedom  to  experiment  with  other  roles  may  reflect 
severe  anxiety  within  the  family,  and  any  deviation 
from  the  expected  role  may  be  resisted  because  of 
the  anxiety-producing  effects  of  such  deviation. 

In  another  study,  significant  patterns  in  dis- 
turbed familial  relationships  emerged  from  inten- 
sive research  on  a group  of  fathers,  mothers,  and 
schizophrenic  patients  who  were  treated  in  family 
psychotherapy.  Four  families  (consisting  of  father, 
mother,  and  severly  impaired  schizophrenic  pa- 
tient) lived  together  in  a psychiatric  ward  and 
participated  in  family  psychotherapy  for  a period 
up  to  two  and  one-half  years.  An  additional  six 
families  (consisting  of  father,  mother,  and  overtly 
psychotic  schizophrenic  patient)  were  treated  in 
outpatient  family  therapy  for  a period  of  up  to 
two  years.  The  function  of  the  father,  as  he  par- 
ticipated in  the  day-to-day  life  of  the  family,  was 
studied  intensively.  In  all  ten  families  there  w'as  a 
striking  emotional  distance  between  the  parents. 
The  fathers  and  mothers  appeared  equally  imma- 
ture and  the  families  were  incapable  of  many 
decisions  that  are  routine  for  other  families.  The 
greatest  conflicts  between  parents  were  in  their 
convictions  about  proper  treatment  of  the  patient. 

Research  in  family-child  relationships  among 
normal  children  is  important  for  an  understanding 
of  what  happens  in  illness  as  well  as  for  understand- 
ing normal  behavior.  Among  the  advances  in  this 


field  has  been  the  development  of  a technique  for 
objectively  measuring  parental  attitudes  toward 
child-rearing  and  family  life.  This  device,  devel- 
oped by  investigators  at  the  National  Institute  of 
Mental  Health,  has  already  proved  useful  to  re- 
searchers both  in  this  country  and  abroad,  and 
makes  it  possible  to  correlate  findings  from  many 
widely  separated  laboratories  dealing  with  prob- 
lems of  parental  attitudes.  Investigators  in  the 
Institute’s  Section  on  Child  Development  have 
devised  a research  procedure  for  measuring  ma- 
ternal behavior.  Work  already  completed  indicates 
that  much  maternal  behavior  can  be  understood  in 
terms  of  control  versus  permissiveness,  and  hos- 
tility versus  love. 

Studies  carried  out  by  our  Laboratory  of  Socio- 
environmental  Studies  and  elsewhere  have  shown 
significant  differences  between  the  ways  in  which 
parents  in  different  social  classes  exercise  their 
parental  authority.  These  differences  are  related 
to  underlying  differences  in  parental  values. 
W’orking-class  parents  emphasize  obedience  and 
conformity,  while  middle-class  parents  tend  to 
stress  responsibility,  happiness,  and  creativity. 
When  working-class  parents  punish  their  pre-ado- 
lescent children  physically,  they  tend  to  do  so  in 
terms  of  the  immediate  consequences  of  the  child’s 
action.  Middle-class  parents  tend  to  punish  their 
pre-adolescent  children  in  terms  of  their  interpre- 
tation of  the  child’s  intent  in  acting  as  he  does. 
These  investigations  of  intra-family  relationships 
are  an  important  beginning  in  the  acquisition  of 
basic  information  helpful  in  understanding  the 
factors  that  make  for  mental  good  health  or  mental 
ill  health. 

Modern  recording  techniques  and  careful  sta- 
tistical and  psychometric  methods  are  being  used 
to  study  congenital  personality  traits — traits  that 
appear  in  human  infants  immediately  after  birth 
and  before  exposure  to  maternal  care.  This  kind 
of  study  is  a significant  attempt  to  understand  the 
behavioral  propensities  with  which  children  are 
born,  and  may  provide  a method  of  identifying 
the  constitutional  prerequisites  of  both  disturbed 
and  normal  behavior. 

The  Institute’s  Section  on  Child  Development 
is  studying  the  interactions  between  genetic  and 
en\ironmental  factors  in  early  behavior  develoji- 
ment,  as  well  as  the  nature  of  learning  in  the  early 
stages  of  human  development.  One  aspect  of  this 
program  is  to  revise  and  standardize  an  improved 
scale  for  measuring  and  scoring  mental,  motor,  and 
personality  development  in  infants.  Another  focus 
is  on  the  drives  and  reaction  tendencies  of  normal 
infants  (such  as  curiosity  and  the  need  for  visual 
and  other  stimulation),  and  the  relation  of  these 
drives  to  learning  and  personality  formation.  Ob- 
servations are  also  being  made  of  the  behavior  of 
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infants  reared  in  such  different  en\ironments  as 
an  institution  and  a middle-class  American  home. 
These  observations  are  being  made  in  the  actual 
environment. 

The  child's  propensity  for  change  is  the  focus  of 
still  other  studies  in  this  area.  Scientists  at  the  Pels 
Research  Institute  have  studied  10  changes  in  140 
children  who  were  tested  regularly  from  infancy  to 
age  10.  They  found  that  IQ’s  do  change,  that  these 
changes  are  related  to  certain  personality  variables, 
and  that  the  direction  of  change  can  be  predicted 
from  observation  of  particular  personalitv  charac- 
teristics. By  and  large,  children  who  are  concerned 
with  achievement,  who  are  aggressix  e and  competi- 
tive, and  who  are  curious  about  the  world  around 
them,  tend  also  to  show  increases  in  IQ.  Children 
who  are  passive  and  unusually  conforming  tend  to 
show  decreases  in  IQ.  The  closer  the  genetic  rela- 
tionship of  the  children,  the  more  similar  the  pat- 
tern of  IQ  changes  will  be,  so  that  these  personality 
differences  may  be  nonverbal  ways  in  which  intel- 
ligence manifests  itself.  The  authors  could  find  no 
relationship  between  rates  of  physical  growth  and 
mental  growth  during  the  first  ten  years  of  life.  The 
indication  that  personality  characteristics  may  af- 
fect intellectual  development  has  significance  for 
our  understanding  of  child-rearing  techniques, 
school  programs,  and  the  prediction  of  adult 
intelligence. 

Process  of  Aging  Subject  to  Important  Research 

There  is  also  a great  deal  of  important  research 
now  going  on  that  is  concerned  with  the  other  end 
of  the  life  span.  W'e  are  constantly  learning  more 
about  the  process  of  aging  as  a part  of  human 
development,  and  about  the  characteristics  xvhich 
are  attributable  to  normal  and  abnormal  aspects  of 
this  process.  Several  years  ago,  the  Institute  con- 
ducted an  interdisciplinary  research  program  on 
aging  in  healthy  elderly  men  and  the  results  of  this 
study  are  soon  to  be  published.  It  was  found  that 
healthy  older  men  (the  average  age  of  the  group 
was  72 ) are  not  very  different  from  healthy 
younger  men,  and  that  illness  rather  than  age  often 
accounts  for  the  typical  picture  one  has  of  a group 
of  older  individuals.  When  the  group  was  sub- 
divided into  27  who  were  healthy  and  20  with 
subclinical  conditions  like  mild  hypertension,  cer- 
tain psychological  differences  were  noted  that 
could  be  related  to  the  level  of  physiological  func- 
tion. However,  both  groups  differed  significantly 
from  younger  men  on  certain  psychological  meas- 
urements. It  appears  that  although  health  alone 
seems  to  he  a factor  in  the  physiological  differences 
between  young  and  old,  normal  aging  as  well  as 
health  is  important  in  psychological  differences 
between  the  two  age  groups.  Psychological  factors, 
however,  also  have  an  effect  on  physiological  func- 
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tions.  For  example,  those  older  men  who  were 
functioning  less  well  in  their  social  environment, 
and  who  found  leisure  time  and  retirement  oppres- 
sive, had  lower  than  normal  cerebral  blood  flow 
and  cerebral  oxygen  consumption. 

Many  other  studies  on  aging  have  been  initiated 
during  the  past  two  or  three  years.  Among  these 
are  larger  interdisciplinary  programs  of  research 
at  Duke  University  and  at  the  Albert  Einstein 
College  of  Medicine,  where  co-ordinated  work  is 
being  done  on  all  aspects  of  aging — psychological, 
physiological,  and  sociological.  The  interdiscipli- 
nary approach,  to  be  sure,  has  been  adopted  in 
many  areas  of  mental  health  research.  We  have 
come  to  this  approach  because,  as  our  knowledge 
increases,  so  does  our  awareness  of  the  extreme 
complexity  and  interrelatedness  of  factors  in- 
volved in  what  we  consider  to  be  normal  and 
abnormal  functioning.  Though  the  greater  part  of 
our  task  still  lies  ahead,  our  accomplishments  to 
date  in  basic  research  have  indeed  been  impressive. 

These  developments  have  been  paralleled  during 
the  past  few  years  by  equally  rapid  and  far-reaching 
developments  in  care,  treatment,  and  rehabilitation 
of  the  mentally  ill.  One  of  the  most  striking  evi- 
dences of  this  change  is  the  fact  that  this  year,  for 
the  fourth  consecutive  year,  the  population  in  our 
public  mental  hospitals  has  declined.  This  fact  is 
especially  heartening.  It  represents  a reversal  of  a 
long  trend  toward  ever-increasing  numbers  of 
patients  in  mental  hospitals,  a trend  which  we  had 
been  combatting  for  over  a century  without  being 
able  to  reverse  it.  The  drop  in  hospital  population 
means  that  more  patients  are  being  treated  success- 
fully. Although  admission  rates  have  been  going 
up,  the  rate  of  discharge  has  increased  even  more 
rapidly,  so  that  there  has  been  a net  over-all  drop. 
More  people  are  receiving  treatment  and  more  are 
getting  better.  We  are  beginning  to  see  concrete 
results  from  some  of  our  research  activities  and 
experiments  in  new  methods  of  therapy  and  resi- 
dent patient  care. 

Although  they  are  by  no  means  the  only  factors 
involved,  the  increased  discharge  rates  from  mental 
hospitals  have  become  associated  in  the  public  mind 
with  the  use  of  the  various  tranquilizing  and  ener- 
gizing drugs.  The  advent  of  the  new  psychoactive 
drugs  has  had  a tremendous  impact  on  the  field  of 
mental  illness  in  terms  Ixith  of  therapy  and  of  new 
and  different  methods  of  care,  in  speedier  release 
from  the  hospital,  and  in  our  ability  to  carry  many 
patients  in  extramural  programs,  many  of  them 
new  and  made  possilde  by  pharmacotherapy.  These 
changes  in  the  pattern  of  patient  care  and  hospi- 
talization have  in  turn  raised  many  new  problems 
concerning  the  role  of  the  community  in  providing 
treatment  and  rehabilitation  services  for  the  men- 
tallv  and  emotionally  ill. 
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The  Author.  Theodore  L.  Badger,  M.D.,  of  Boston. 
Massachusetts.  Assistant  Clinical  Professor  of  Medi- 
cine. Harvard  Medical  School ; Past  President.  Amer- 
ican Trudeau  Society. 


SUBJECT  of  hospital  admission  X rays  in 
detection  of  tuberculosis  has  interested  me  for 
a good  many  years.  Dr.  Hodges  of  the  Michigan 
General  Hospital  began  it  in  1935,  X raying  several 
thousand  patients.  He  found  that  10  per  cent  had 
some  kind  of  pathology;  1.3  per  cent  had  active 
tuberculosis. 

The  trend  of  tuberculosis  during  recent  years 
has  changed.  At  one  time  the  mortality  was  high 
among  children.  It  dropped  somewhat  before  ado- 
lescence, and  then  rose  again  in  young  adults 
between  18  and  30  years  of  age.  Today,  infant 
mortality  from  tuberculosis  has  dropped  very  low. 
From  three  years  to  adolescence  it  is  also  very  low  ; 
then  l)ecoming  higher  in  older  males  and  females, 
particularly  males.  Tuberculosis  has  become  a dis- 
ease of  old  age  rather  than  of  youth,  as  it  used  to  he. 
Mortality  is  twenty-five  times  higher  in  the  older 
age  group,  although  half  the  new  cases  reported 
are  in  the  “under  45”  age  group. 

In  1956  there  were  in  the  United  .States  14,000 
deaths,  69,000  new  cases,  and  a reservoir  of 
400,000  known  cases  needing  public  health  sujier- 
vision.  It  is  on  this  tremendous  reservoir  that  our 
chief  focus  must  he  in  the  years  that  lie  ahead.  This 
group  includes  the  recalcitrants.  It  is  out  of  this 
reservoir  that  our  general  hospitals  draw  many 
cases  that  are  tuberculous.  While  these  people  will 
not  report  their  tuberculosis,  they  will  he  hospital- 
ized for  cardiac  or  other  disease,  and  a hospital 
admission  X ray  will  pick  them  up  as  tuberculous 
cases.  They  will  become  known  again  to  health 
authorities. 

A few  years  ago.  United  States  Public  Health 
Service  in  a study  of  the  non-hospitalized  tuber- 
culosis patient  found  that  45  per  cent  of  the  active 
cases  are  being  treated  at  home.  Of  that  number, 
87  per  cent  had  advanced  tuberculosis ; 48.2  per- 
cent had  no  bacteriological  report ; 25  per  cent  were 
known  to  he  positive  and  25  per  cent  negative. 
Private  physicians  were  caring  for  33  per  cent ; 44 
per  cent  were  under  the  care  of  public  health  clinics. 


Of  the  active  cases,  40  per  cent  were  without  treat- 
ment of  any  kind,  he  it  chemotherapy  or  bed  rest. 

In  1957  a study  was  undertaken  in  New  York 
state  to  ascertain  the  trend  in  hospital  discharges. 
This  study  revealed  that  while  in  1945,  25  per  cent 
died,  12  years  later  only  10  per  cent  died.  Con- 
versely, where  75  per  cent  were  discharged  alive 
in  1945,  by  1957,  90  per  cent  left  hospital  alive. 

This  study  also  showed  that  of  those  discharged 
alive  in  1945,  45  per  cent  of  cases  were  arrested 
and  55  per  cent  left  with  active  disease.  In  1957, 
41  per  cent  were  inactive  on  discharge,  while  59 
per  cent  had  active  disease.  This  indicates  that  more 
patients  are  leaving  hospital  alive  with  active  tuber- 
culosis. 

We  find  today  that  those  treated  properly,  most 
of  them  in  hospital,  l)y  the  best  modern  techniques 
in  drugs  and  surgery,  are  doing  extremely  well  with 
only  a low  percentage  of  breakdown.  But  of  the 
group  treated  at  home,  we  are  unable  to  specu- 
late on  how  long  many  of  them  will  go  without 
breakdown. 

Throughout  the  country  as  a whole.  United 
States  Public  Health  Service  has  found  routine 
chest  X ray  of  hospital  admissions  the  most  pro- 
ductive source  of  unknown  tuberculosis  cases.  It 
has  been  found  to  he  more  than  twice  as  productive 
as  the  mass  community  survey.  In  our  own  Boston 
area,  nearly  75  per  cent  of  all  reportable  tubercu- 
losis cases  of  the  past  five  years  have  been  reported 
from  hospital  X-ray  programs  of  one  kind  or 
another. 

That  such  a program  is  feasible  is  readily  deter- 
mined by  the  experience  of  four  of  Boston’s  larger 
hospitals.  Deaconess,  with  between  7,000  atid  8,000 
admissions  yearly,  X rays  better  than  85  per  cent 
of  patients  on  admission.  City  Hospital,  with  30,000 
admissions  yearly,  X rays  95  per  cent  on  the  day 
of  admission ; stretcher  cases  are  wheeled  for  X ray 
later. 

At  St.  Margaret’s,  an  obstetrics  and  gynecolog- 
ical hospital,  all  patients  are  X rayed  at  least  once 
during  pregnancy.  Special  precautions  are  taken  so 
radiation  does  not  reach  the  pelvic  area.  And  at 
Massachusetts  Memorial,  where  10,000  are  ad- 
mitted each  year,  75  per  cent  are  X rayed  routinely 
upon  admission. 

A breakdown  of  the  sources  of  new  tuberculosis 
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reveals  the  following  as  the  most  important : con- 
tacts with  the  non-hospitalized  tnhercnlons  patient, 
family  contacts,  penal  institutions,  mental  hospi- 
tals, refugee  population,  older  (over  40)  age  group, 
and  recent  tuberculin  converters. 

A brief  word  about  X-ray  radiation.  The  prob- 
lem was  precipitated  by  explosions  of  the  atom 
bomb  and  subsequent  studies  in  genetics.  It  received 
attention  out  of  all  proportion  in  both  sides  of  the 
case. 

We  should  not  take  X rays  which  are  not  deemed 
necessary.  But  neither  can  we  allow  so  excellent  a 
diagnostic  device  to  fall  into  disuse. 

There  is  still  division  of  opinion  as  to  the  mini- 
mal age  for  the  routine  chest  X ray.  Some  physi- 
cians accept  a figure  of  25  years  of  age.  With  a 
regularly  monitored  machine  kept  in  perfect  con- 
dition. the  age  could  be  lowered  to  20.  Monitoring 
is  a matter  of  prime  imjwrtance,  and  is  as  much  a 
concern  with  machines  used  in  community  surveys, 
clinics,  etc.,  as  it  is  in  general  hospitals. 

The  initiation  of  a routine  X-ray  program  must 
necessarily  allocate  responsibility  for  getting  the 
patient  to  X ray.  Customarily  the  resident,  intern 
or  head  nurse  accepts  this  responsibility.  It  requires 
complete  co-operation  of  physicians  and  nurses.  If 
brought  up  for  discussion  at  staff  conferences,  it 
quickly  becomes  part  of  routine  examinations,  as  is 
urinalysis.  The  interest  of  the  radiologist  is  para- 
mount, since  the  ultimate  task  is  his. 

The  state  assumes  financial  responsibility  for  the 
program  in  some  areas.  Many  physicians  feel  that 
this  is  proper.  Unfortunately  in  other  places,  the 
state  has  not  financed  such  a program,  or  if  it  has, 
may  not  willingly  continue  support.  It  would  be 
preferable  to  have  public  funds  available  to  ensure 
that  all  patients  receive  the  service.  However, 
where  this  is  impossible,  the  patient  should  be  will- 
ing to  absorb  at  least  part  of  the  expense.  It  can 
be  more  to  his  advantage  than  some  of  the  other 
tests  he  may  undergo.  It  is  of  perhaps  even  greater 
ad\  antage  to  the  hospital  to  locate  upon  admission 
the  case  of  unknown  infection. 

The  productivity  of  chest  X-ray  admission  pro- 
grams will  be  most  marked  : 

1.  In  areas  of  high  incidence  of  tuberculosis. 

2.  Where  the  hospital  population  is  comprised 
largely  of  older  age  groups  ( over  40  ) . 

3.  Where  routine  chest  X rays  are  not  a part  of 
every  complete  physical  examination,  and 
every  medical  hospital  admission. 

4.  Wherever  the  standard  14  x 17  plates  are 
used  in  preference  to  small  films. 

5.  \\  herever  the  department  of  radiology  works 
hand  and  glove  with  the  clinical  and  nursing 
services. 
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Things  to  remember  about  X-ray  programs: 

Any  program,  admission  or  in-hospital,  is  only 
as  good  as  its  follow-up  of  abnormal  chest  films, 
and  its  co-operation  with  the  local  health  depart- 
ment. 

\\  hatever  age  limit  is  chosen,  above  which  rou- 
tine X-ray  films  will  be  taken,  then  those  below 
this  age  should  be  included  in  a tuberculin  testing 
program. 

In  the  eventual  elimination  of  tuberculosis,  it  is 
the  child  under  3 years  wdth  a positive  tuberculin 
test,  and  the  recent  tuberculin  converter  to  positive 
in  tbe  ages  of  3 years  to  20  or  30  years,  who  will 
be  suitable  for  preventive  treatment  with  isoniazid. 

Any  chest  X-ray  program  should  have  for  its 
basic  concepts  the  knowledge  a)  that  tuberculosis 
is  only  one  disease  revealed  by  chest  X rays ; b) 
that  cancer  of  the  lung  is  only  diagnosed  early 
enough  for  cure  by  the  routine  chest  X ray ; c)  that 
cardiac  disorders  may  be  found  first  by  the  routine 
X ray  and  d)  that  industrial  disease,  inhalation 
diseases  and  a multitude  of  chronic  pulmonary  dis- 
eases are  first  diagnosed  by  the  routine  chest  film. 


RECENT  DEVELOPMENTS  IN 
MENTAL  HEALTH  RESEARCH 
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This  group  is  fully  aware  of  the  implications  of 
these  developments,  and  you  are  programing  your 
activities  accordingly.  Those  of  us  who  are  respon- 
sible for  planning  new  programs  and  devising  new 
ways  to  meet  the  tremendous  mental  health  needs 
of  our  country  are  relying  heavily  upon  the  contri- 
butions in  understanding,  support,  and  service  that 
must  be  made  by  enlightened  and  interested  groups 
of  citizens.  Without  your  support  and  assistance, 
the  opportunities  provided  by  the  new  drugs  for 
caring  for  many  patients  in  the  community,  and 
for  speedier  release  and  rehabilitation  of  hospital- 
ized patients  will  not  be  fully  realized. 

However  effective  the  new  drugs  may  be  in  terms 
of  treatment,  they  do  not  act  on  the  patient  in  a 
vacuum.  The  setting  in  w'hich  the  drugs  are  admin- 
istered, the  ways  in  which  people  relate  to  the 
patient,  the  attitudes  of  hospital  staff  are  still  of 
paramount  importance.  A striking  example  of  this 
was  found  in  one  of  the  studies  conducted  by  the 
Laboratory  of  Socio-environmental  Studies  at  the 
Xational  Institute  of  Mental  Health.  Investigators 
in  this  Laboratory  are  interested  in  discovering 
those  elements  in  the  mental  hospital  environment 
which  are  therapeutic,  \\4ien  they  examined  the 
release  rates  among  patients  admitted  to  St.  Eliza- 
beth's Hospital  in  M'ashington.  D.  C.,  for  the  first 
time  during  the  period  from  January  1.  1953 
through  August  31.  1956,  they  discovered  that 
jiatients  hospitalized  during  1955  to  1956,  whether 
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or  not  they  were  treated  with  chlorproniazine  or 
reserpine  (the  two  drugs  then  l)eing  used  there), 
were  more  likely  to  he  released  than  patients  who 
were  admitted  before  the  hospital  began  to  use 
drugs.  The  patients  included  in  the  study  were 
standardized  for  diagnostic  categories,  symptoma- 
tology, and  previous  social  history.  The  conclusion 
is  that  the  increasingly  optimistic  expectation  of 
staff  that  patients  would  recover,  perhaps  due  to 
successful  treatment  of  chronic  patients,  had  in- 
creased the  probability  that  all  patients,  whether 
or  not  treated  with  drugs,  would  recover. 

A follow-up  analysis  of  the  data  showed  that  the 
most  striking  increases  in  release  rates  were  among 
the  unmarried,  working-class  patients — the  group 
that  previously  had  constituted  the  bulk  of  the 
chronic  cases  in  this,  as  in  most  mental  hospitals. 
If  this  change  becomes  general,  it  will  have  a strong 
influence  on  the  social  characteristics  of  the  resident 
population  in  mental  hospitals  and,  in  turn,  further 
improve  the  morale  of  hospital  staff  and  their  suc- 
cess in  treatment.  This  may  prove  to  be  a case  of 
“nothing  succeeding  like  success.” 

Early  Diagnostic  and  Effective  Preventive 
Programs 

A great  deal  of  very  important  research  is  being 
concentrated  on  the  therapeutic  milieu,  early  diag- 
nostic and  treatment  services,  and  more  effective 
preventive  programs.  The  development  of  some  of 
these  new  programs  and  approaches  may  very  well 
he  a significant  reason  for  the  reduction  in  mental 
hospital  patient  populations.  I would  like  to  cite 
one  example  where  the  setting  of  the  hospital  was 
changed  from  a custodial  to  a therapeutic  environ- 
ment. This  hospital,  located  in  Pennsylvania,  had 
been  more  or  less  typical  of  state  mental  hospitals. 
.A.  homelike  atmosphere  was  introduced,  featuring 
increased  personal  privacy,  less  regimentation,  and 
more  patient  self-care.  An  intensive  inservice  staff 
training  program  for  all  personnel  was  initiated. 
A broad  new  program  of  patient  activities  empha- 
sized interaction  among  patients  rather  than  acqui- 
sition of  skill  or  compliance  with  schedules.  The 
patients  were  given  greater  freedom  of  movement. 
They  were  given  keys  to  their  own  building  and 
rooms,  and  they  were  allowed  to  visit  in  town  and 
to  hold  extramural  part-time  jobs.  Preliminary 
results  indicate  that  such  measures  are  effective  in 
rehabilitating  heretofore  “chronic”  patients.  Of  a 
pilot  group  of  65  patients,  whose  average  length 
of  hospitalization  prior  to  the  project  was  thirteen 
years,  55  per  cent  were  able  to  leave  the  hospital 
directly  from  the  program  and  an  additional  8 per 
cent  were  able  to  leave  later.  About  85  per  cent  of 
those  leaving  were  still  living  in  the  community  at 
the  time  of  first  follow-up  2 to  15  months  later, 
and  of  these  about  38  per  cent  were  gainfully  em- 


ploved.  Of  the  36  patients  who  were  able  to  leave 
the  hospital  under  this  program,  only  two  were 
described  as  making  a “poor”  adjustment  on  the 
outside.  Definite  imj)rovements  in  employee  morale 
are  also  reported.  The  applicability  and  extension 
of  such  intensive  and  comprehensive  measures  hold 
much  promise  not  only  for  acutely  ill  patients  but 
also  for  chronically  ill  patients,  patients  who  for  so 
long  comprised  a major  factor  in  the  high  costs  of 
operating  public  mental  hospitals. 

Much  thought  and  effort  is  being  given  to  new 
ways  of  dealing  with  the  problems  of  the  mentally 
ill.  For  example,  in  emergency  psychiatric  service 
program  has  been  established  in  Boston.  When  the 
police  are  summoned  in  cases  of  psychiatric  emer- 
gency— such  as  an  attempted  suicide  or  an  emo- 
tionally disturbed  individual — they  do  not  attempt 
to  remove  the  sick  person.  Instead,  they  summon 
the  emergency  psychiatric  team  which  is  on  call 
twenty-four  hours  a day.  They  are  finding  that 
this  service  makes  it  possible  to  reduce  the  number 
of  patients  who  need  to  be  hospitalized.  Once  the 
psychiatric  team  has  provided  emergency  care,  and 
incidentally  has  assisted  in  making  necessary  ad- 
justments in  the  sick  person’s  immediate  environ- 
ment which  can  be  observed  at  firsthand,  it  is 
usually  possible  to  continue  the  case  on  an  out- 
patient basis. 

Another  extremely  interesting  new  program  is 
an  experimental  suicide  referral  service  in  Los 
Angeles.  This  service  utilizes  community  agencies 
in  obtaining  referrals  of  suicidal  patients,  and  both 
public  and  private  treatment  facilities  in  handling 
the  patients.  This  project  is  becoming  recognized 
as  the  center  for  the  most  comprehensive  research 
on  suicide  now  being  conducted  anywhere.  The 
program  has  the  complete  and  firm  support  of  the 
community,  including  the  Coroner’s  Office,  the  Los 
Angeles  County  Medical  Society,  and  the  police. 
Referrals  of  suicidal  patients  are  made  by  such 
agencies  as  the  Los  Angeles  Emergency  Hospital, 
physicians  in  Los  Angeles  County,  Los  Angeles 
police,  and  social  agencies.  At  the  Center,  patients 
are  interviewed,  tested,  and  then  referred  for  treat- 
ment to  the  most  appropriate  resource  in  the  com- 
munity. The  agency  which  provides  the  treatment 
notifies  the  Center  about  the  outcome  of  the  case. 
The  basic  purpose  of  this  project  is  to  discover 
causes  of  suicide  and  appropriate  treatment  for 
suicidal  patients. 

Right  here  in  Providence,  the  Rhode  Island 
Mental  Hygiene  Service  is  experimenting  with  a 
somewhat  unique  method  of  treating  delinquent 
children.  Group  therapy  is  being  used  within  insti- 
tutions for  delinquents.  At  the  appropriate  time, 
an  entire  therapy  group  is  discharged  into  suitable 
individual  living  situations  in  the  community — 
usually  their  own  homes.  The  group,  however,  con- 
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tinues  to  meet  for  group  therapy.  The  project  aims 
to  make  maximum  use  of  group  processes  in  the 
treatment  of  delinquent  children.  It  also  attempts 
to  maintain  continuity  of  care  between  the  treat- 
ment center  and  the  community. 

In  one  program  in  Texas,  entire  families  of  men- 
tally ill  adolescents  spend  a limited  period  of  time 
in  intensive  therapy  at  the  Medical  Center.  The 
entire  treatment  team  concentrates  its  efforts  and 
facilities  on  the  family  as  a group,  as  well  as  on 
individual  members,  in  order  to  mobilize  the  family 
to  meet  the  crisis.  Experience  with  early  cases  has 
been  unusually  successful ; many  of  these  adoles- 
cents can  now  be  treated  on  an  outpatient  basis 
instead  of  requiring  long-term  institutional  care. 
This  technique  may  prove  useful  in  providing  serv- 
ices in  rural  areas  where  psychiatric  facilities  are 
scarce  or  non-existent. 

State  hospitals  in  Idaho,  Maryland,  and  else- 
where, are  experimenting  with  the  use  of  foster- 
home care  for  mental  patients.  This  program  gives 
the  patients  an  opportunity  to  make  a life  for  them- 
selves away  from  the  hospital  and  to  experience 
the  therapeutic  effect  of  individual  attention,  family 
atmosphere,  and  community  contact.  Such  foster- 
home or  family  care  programs  also  can  improved 
public  interest,  understanding,  and  attitudes  toward 
mental  illness,  and  help  reduce  the  need  for  more 
institutional  facilities. 

The  Council  of  Social  Agencies  in  Baltimore  is 
experimenting  with  the  development  of  procedures 
to  make  the  process  of  mental  hospitalization  less 
traumatic.  Special  attention  is  being  given  to  the 
role  of  the  police,  the  co-ordination  of  medical 
and  social  agency  services,  and  greater  use  of 
voluntary  admissions. 

Other  experiments  are  focused  on  the  families 
of  mental  patients.  One  mental  health  clinic  in 
Illinois  is  training  volunteer  workers  to  assist 
families  with  the  practical  problems  of  preparing 
for  the  hospitalization  of  one  of  their  members, 
helping  them  during  the  hospitalization,  and  then 
preparing  them  for  the  return  of  their  relatives. 
The  volunteers  also  help  find  boarding  home  place- 
ments where  this  is  necessary.  This  project  is 
laying  the  foundation  for  a program  of  active 
community  support  in  the  total  effort  involved  in 
treating  the  mentally  ill. 

Many  other  new  methods  are  being  tried  out  in 
connection  with  rehabilitation  of  mental  patients. 
One  hospital  in  Xew  York  State  has  established 
workshops  as  part  of  the  regular  ward  program. 
Patients  spend  a short  time  in  training  and  are  then 
I)aid  on  a piecework  rate.  The  shops  contract  or 
subcontract  work  from  industries  in  Xew  York 
City.  The  State  Department  of  Labor  and  the  labor 
unions  are  co-operating. 
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There  are  many  other  exciting  new  programs 
that  one  could  mention,  but  there  would  not  be 
time  enough  to  do  justice  to  them  all. 

A\'hat  I have  tried  to  do  tonight  is  to  give  you  a 
brief  perspective  of  the  more  important  advances, 
ranging  over  a broad  spectrum  of  research  and  new 
developments  in  the  field  of  mental  health.  I have 
mentioned  physiological,  psychological,  and  socio- 
logical studies  : studies  of  child  development  and  of 
aging ; research  in  neurophysiologv',  in  psychophar- 
macology, in  the  biochemistry  of  mental  illness ; 
and  studies  and  demonstrations  of  improved 
methods  of  care  and  treatment  of  the  mentally  ill. 

'Sly  summary  of  mental  health  advances  would 
not  be  complete  without  mentioning  the  new  public 
climate  in  which  mental  health  needs  are  recognized 
and  in  which  support  for  meeting  these  needs  is 
available.  I am  particularly  cognizant  of  the  fact 
that  all  of  this  research  and  all  of  these  studies  were 
made  possible  in  large  part  by  the  encouragement 
and  assistance  of  dedicated  groups  of  citizens  and 
their  leaders  in  all  branches  of  Government.  It  is 
people  like  you  who  have  helped  to  create  the  new 
favorable  climate.  I am  therefore  especially  pleased 
to  have  had  this  opportunity  to  share  with  you 
this  encouraging  information  about  new  develop- 
ments in  the  field  of  mental  health  research. 
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Experimental  and  Clinical  Observations 
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Effective  cancer  chemotherapy  has  been 
limited  by  the  systemic  toxicity  of  available 
cancerocidal  drugs.  Transient  gastrointestinal  dis- 
turbances and  depression  of  hemopoiesis  frequently 
results  when  these  agents  are  administered  in  doses 
having  only  a minimal  cytotoxic  eft'ect.  When  large 
doses  sufficient  to  destroy  neoplastic  tissue  are 
employed,  severe  systemic  reactions  may  result  in 
death. 

In  an  effort  to  minimize  systemic  toxicity,  and 
at  the  same  time,  increase  the  dose  of  the  cancero- 
cidal drug  in  the  malignant  neoplasm,  Klopp  and 
his  associates'  injected  nitrogen  mustard  in  single 
or  fractional  doses  directly  into  an  artery  supply- 
ing the  tumor-bearing  tissue.  Compression  of  the 
veins  draining  the  region  enhanced  the  effective- 
ness of  the  drug.  In  some  cases,  necrosis  of  the  neo- 
plasm occurred.  However,  severe  local  reactions 
precluded  extensive  application  of  the  method. 

In  1958,  Creech  and  his  associates-  utilized  a 
pump-oxygenator  to  isolate  and  maintain  the  cir- 
culation of  certain  organs  or  body  regions.  High 
doses  of  cancerocidal  drugs,  lethal  if  administered 
systemically,  were  introduced  into  the  extracor- 
poreal circuit  and  recirculated  through  the  tumor- 
hearing tissues.  By  this  means,  a high  specific  activ- 
ity of  the  drug  could  he  selectively  directed  to  the 
malignancy  in  a dosage  limited  only  by  local  tissue 
tolerance.  This  technique  also  provided  a method 

*From  the  departments  of  Surgery  (Cardiovascular  Re- 
search Laboratory),  Pathology,  Radiology  (Isotope  Lab- 
oratory), and  the  Tumor  Clinic,  Rhode  Island  Hospital, 
Providence,  Rhode  Island.  Presented  at  the  Seventh  .An- 
nual Rhode  Island  Hospital  Research  Day,  April  16,  1960. 
Supported  in  part  by  grants  from  the  John  .A.  Hartford 
Foundation,  Inc.,  and  the  Rhode  Island  Foundation 
(Phoebe  Parker  Fund). 


of  controlling  the  metabolism  of  the  part  being  per- 
fused, by  altering  blood  flow  rate,  temperature  and 
oxygen  tension  of  the  blood.  .Since  the  alkylating 
agents  are  known  to  have  a radio-mimetic  effect, 
enhanced  by  high  oxygen  tensions  in  the  tissues,"'' 
the  method  also  afforded  a means  of  increasing  the 
effectiveness  of  nitrogen  mustard.  The  encourag- 
ing preliminary  reports  of  Creech  and  his  asso- 
ciates,"*  as  well  as  others,®"®  suggested  that  wider 
clinical  application  of  isolation  perfusion  was  indi- 
cated to  fully  assess  its  value.  This  is  a preliminary 
report  concerned  with  our  early  experimental  and 
clinical  observations  in  employing  this  technique  in 
the  treatment  of  cancer. 

Methods 

Two  groups  of  experiments  were  performed.  In 
the  first  group,  unselected  mongrel  dogs,  weighing 
45  to  51  pounds,  were  anesthetized  with  fluothane. 
The  common  femoral  artery  and  vein  were  exposed 
in  the  thigh  and  cannulated  distally  with  appro- 
priate sized  plastic  catheters.  Each  vessel  was 
occluded  proximal  to  the  catheter  with  an  atrau- 
matic clamp  and  the  thigh  was  also  tightly  encir- 
cled with  a rubber  tourniquet.  Each  animal  was 
anticoagulated  with  heparin.  The  cannulae  were 
connected  to  a pump-oxygenator,  which  has  pre- 
viously been  described.'^  The  oxygenator  was 
primed  in  each  experiment  with  800  cc  of  fresh 
heparinized  blood  from  a donor  animal.  A Brown- 
Harrison  heat  exchanger  was  used  to  maintain  the 
temperature  of  the  perfusate  2 to  3 degrees  above 
the  body  temperatures  of  the  experimental  animals. 
Perfusion  of  each  extremity  was  carried  out  at  an 
arterial  pressure  which  was  deliberately  maintained 
25  to  30  mm.  Hg.  below  the  systemic  arterial  pres- 
sure. The  flow  rate  varied  from  200  to  250  ccs.  per 
minute  depending  upon  the  size  and  weight  of  the 
animals.  The  duration  of  perfusion  varied  from  70 
to  90  minutes.  After  establishing  a steady  state  of 
perfusion,  a fixed  amount  of  radioiodinated  human 
serum  albumin  was  rapidly  introduced  into  the 
extracorporeal  circuit.  Serial  blood  samples  from 
the  systemic  circulation  were  then  obtained  at  five- 
minute  intervals  during  the  entire  time  of  per- 
fusion. In  this  way,  the  extent  of  mixing  of  the 
perfusate  with  the  systemic  circulation  could  be 
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calculated.  At  the  completion  of  each  experiment, 
the  heparin  eft’ect  was  neutralized  with  polybrene. 

A second  group  of  experiments  was  performed 
employing  eight  unselected  mongrel  dogs,  weigh- 
ing 35  to  60  pounds.  Our  purpose  in  this  series  was 
to  determine  the  rate  of  leak  of  perfusate  into  the 
systemic  circulation  when  the  pelvic  vasculature 
was  isolated  and  perfused.  Pelvic  perfusion  was 
achieved  hy  occlusion  of  the  aorta  and  vena  cava 
below  the  origin  of  the  inferior  mesenteric  artery 
with  suitable  atraumatic  clamps.  The  femoral  ves- 
sels were  exposed  in  the  leg  and  cannulated  prox- 
imally  with  plastic  catheters.  Tourniquets  were 
applied  distally  to  the  cannulated  vessels  and  to  the 
opposite  thigh.  Isolation  perfusions  were  per- 
formed for  one  hour  in  the  same  manner  as  those 
described  for  extremity  perfusion.  The  rate  of  leak 
was  determined  hy  sampling  from  the  systemic  cir- 
culation after  adding  a known  quantity  of  radio- 
iodinated  human  serum  albumin  to  the  extracor- 
poreal circuit.  In  one  animal,  the  pelvic  perfusion 
circuit  was  studied  by  cineangiography.  A bolus  of 
50  cc  of  90  per  cent  Hypaque  was  rapidly  intro- 
duced into  the  arterial  cannula  after  the  perfusion 
had  been  stabilized.  Its  course  through  the  major 
circuit  and  the  collateral  vessels  was  then  carefully 
followed  with  an  X-ray  image  intensifier  and 
cinematography. 

Experimental  Observations 
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completion  of  the  experiments.  All  other  animals 
survived. 

The  per  cent  of  leak  of  radioactive  material  from 
the  perfusate  into  the  systemic  circulation  during 
limb  perfusion  when  the  common  femoral  vessels 
were  cannulated  in  two  experiments  was  31.8  and 
32.5  at  the  end  of  forty  minutes  (Figure  1 ). 

As  might  be  expected,  the  leak  through  collat- 
erals in  pelvic  perfusion  was  greater  and  more 
variable.  At  the  end  of  forty  minutes,  32  to  74  per 
cent  of  the  radioactive  indicator  was  recovered 
from  the  systemic  circulation  (Figure  2). 


Z) 

CD 


< 

cr 

< 

UJ 


UJ 

o 


q: 

LjJ 

CL 


PELVIC  PERFUSIONS 


< I I I I I I I I I I 

5 10  15  20  25  30  35  4 0 45  50  55 
DURATION  OF  PERFUSION  IN  MINUTES 


FIGURE  2 


.\  balanced  stable  perfusion  was  accomplished 
without  difficulty  in  every  limb  and  pelvic  perfu- 
sion. Presure-flow  relations  followed  a predictable 
pattern.  Wlien  a pressure  slightly  below  the  level  of 
systemic  arterial  pressure  was  established,  the  flow 
rate  which  varied  from  200  to  250  mm.  of  Hg.  in 
the  limb  perfusions  and  from  350  to  400  cc  in  the 
pelvic  perfusions,  remained  constant. 

Two  animals  were  deliberately  sacrified  at  the 


DURATION  OF  PERFUSION  IN  MINUTES 
FIGURE  1 


Radiographic  studies  revealed  several  technical 
errors  that  undoubtedly  accounted  for  the  greater 
extent  of  mixing  of  the  two  circulations  in  some 
of  the  experiments.  After  these  errors  had  been 
corrected,  further  studies  utilizing  cineangiography 
showed  that  the  pelvic  tissues  were  thoroughly  per- 
fused. even  through  relatively  small  vessels.  It  was 
also  apparent  from  these  studies  that  a major 
source  of  leak  occurred  through  the  deep  inferior 
epigastric  arteries. 

Encouraged  by  our  preliminary  laboratory  ex- 
perience, and  by  the  reports  of  others,^  ''  we  applied 
the  method  clinically  in  one  case. 

Case  Report 

E.  M.  (R.I.H. — 630965)  A sixty-fonr-year-old 
woman  had  had  a malignant  melanoma  widely  ex- 
cised from  the  plantar  aspect  of  her  right  foot  four 
vears  before  admission.  Three  weeks  later,  a right 
radical  groin  dissection  was  performed.  Patholog- 
ical e.xamination  of  the  e.xcised  lymph  glands  did 
not  reveal  anv  metastatic  neoplasm.  One  year  after 
her  original  operation,  metastatic  skin  nodules  in 
her  right  thigh  appeared  and  were  e.xcised.  She  was 
subsequently  treated  with  Thiotepa  to  which  she 
became  sensitized.  The  occurrence  of  further  .skin 
metastases  confined  to  the  right  lower  extremity 
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without  evidence  of  distant  inetastases  led  to  lier 
admission  for  isolation  perfusion  therapy  on  Feb- 
ruary 12,  1960. 

Examination  disclosed  a moderately  obese 
woman.  Blood  pressure  was  150/94  mm.  Hg. 
There  was  a long  irregular  depressed  scar  over  the 
right  femoral  triangle.  There  were  several  amela- 
notic raised  skin  lesions  in  the  thigh  varying  in  size 
from  8x8  mm.  to  9x14  mm.  No  recurrent  lesions 
were  present  in  the  region  of  the  primary  tumor. 
The  chest  X ray  did  not  reveal  evidence  of  meta- 
stases.  Hemoglobin  was  12.9  grams  and  the  white 
cell  count  was  3.600  with  a normal  differential.  All 
other  studies  were  within  normal  limits. 

Preoperatively,  Lugol’s  solution  was  adminis- 
tered to  prevent  thyroid  uptake  of  radioactive 
iodine.  On  the  day  of  operation,  500  cc  of  blood 
was  drawn  from  the  patient  while  a similar  quan- 
tity of  banked  blood  was  infused  intravenously. 

On  February  17,  1960,  regional  perfusion  of  the 
right  lower  extremity  was  performed.  The  common 
femoral  artery  and  vein  were  exposed  in  the  groin 
with  considerable  difficulty  because  of  old  scar. 
Systemic  anticoagulation  was  achieved  by  the  ad- 
ministration of  1 mgm.  of  heparin  per  pound  of 
body  weight.  Appropriate  sized  plastic  cannulae 
were  introduced  into  the  vessels  and  directed  dis- 
tally  into  the  extremity.  A tight  tourniquet  was 
applied  to  the  upper  thigh  at  the  groin  (Figure  3). 


The  pump  oxygenator  was  primed  with  500  cc 
of  the  patient’s  own  blood,  which  had  been  drawn 
earlier  in  the  day,  and  500  cc  of  bank  blood.  The 
cannulae  were  connected  to  the  pump  and  the  per- 


fusion started.  After  stabilizing  the  arterial  flow  at 
300  cc  per  minute,  an  aliquot  of  radioactive  albu- 
min was  added  to  the  oxygenator.  Serial  samples 
of  blood  from  the  systemic  circulation  were  then 
drawn  at  five-minute  intervals  to  monitor  the  rate 
of  leak  of  perfusate.  An  initial  dose  of  20  mgm.  of 
nitrogen  mustard  was  injected  into  the  oxygenator 
followed  at  intervals  of  ten  minutes  by  two  addi- 
tional doses  of  10  mgms.  each.  We  had  originally 
planned  to  give  a total  dose  of  60  mgm.  which  rep- 
resented twnce  the  maximum  whole  body  dose.  A 
leak  of  35  per  cent  after  twenty  minutes  of  perfu- 
sion, however,  led  to  our  decreasing  the  dose  of 
nitrogen  mustard.  Perfusion  was  discontinued  after 
forty  minutes  and  the  patient’s  venous  clotting  time 
restored  to  normal  by  neutralizing  the  circulating 
heparin  with  polybrene.  The  cannulae  were  re- 
moved, the  vessels  were  repaired  with  fine  silk,  and 
the  wound  was  closed. 

Convalescence  was  uneventful.  There  was  a low- 
grade  febrile  response  lasting  twenty-four  hours 
and  anorexia  was  present  for  four  days.  The  pa- 
tient was  out  of  bed  and  walking  on  her  first  post- 
operative day.  The  only  hematological  change 
suggesting  nitrogen  mustard  toxicity  was  a drop 
in  platelets  to  105,000  from  a preoperative  level  of 
160,000.  Objectively,  all  the  skin  lesions  showed 
an  erythematous  blush  for  several  days,  post- 
operatively.  Biopsy  of  one  of  these  lesions,  one 
month  after  perfusion,  showed  histological  evi- 
dence of  nuclear  degeneration.  Three  months  have 
elapsed  since  oj^eration  and  all  but  one  of  the  skin 
lesions  have  disappeared. 

Commetit 

The  safety  of  isolation  perfusion  of  malignant 
tumors  with  cancerocidal  drugs  depends  upon  the 
rate  and  amount  of  mixing  of  the  perfusate  with 
the  systemic  circulation.  Our  animal  experiments 
indicated  that  the  degree  of  mixing  of  the  two  cir- 
culations was  variable  and  unpredictable.  Since 
high  doses  of  cytotoxic  drugs  must  be  employed  iu 
the  extracorporeal  circuit  if  they  are  to  have  a 
destructive  effect  upon  the  tumor,  it  would  appear 
essential  that  the  rate  of  mixing  of  the  two  circu- 
lations he  continuously  monitored  in  every  case. 
In  this  way,  the  dose  of  the  drug  can  be  modified 
or  the  perfusion  discontinued  before  systemic 
poisoning  occurs. 

Our  experiments  also  indicate  that  the  isolation 
of  a vascular  bed  can  be  made  more  complete  by 
e.xtending  the  surgical  procedure  to  include  ligation 
of  some  of  the  larger  collateral  vessels.  This  was 
api^arent  in  pelvic  perfusions  where  a large  leak 
was  demonstrated  through  the  deep  inferior  epi- 
gastric vessels.  Occluding  these  collaterals  as  well 
as  others  would  permit  the  use  of  larger  doses  of 
cancerocidal  drugs  and  longer  periods  of  perfusion. 

concluded  on  page  459 
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MEDICINE  AND  THE  HOUNDS* 

John  L.  Bach 


The  Author.  John  L.  Bach,  of  Chicago,  Illinois. 
Director,  Press  Relations,  the  American  Medical 
Association. 


My  subject  today  revolves  around  words  and 
how  they  are  used  in  medical  communication. 
\\'e  live  in  an  ocean  of  words,  but  like  a fish  in 
water,  we’re  not  often  aware  of  it. 

There  are  many  complex  medical  terms,  such  as 
‘‘socialized  medicine,”  ‘‘third  parties,”  ‘‘physician- 
patient  relationship,”  and  ‘‘freedom  of  choice,”  that 
find  their  way  into  newspapers  and  magazines 
today.  In  this  era  of  socio-economic  consciousness, 
these  words  are  bandied  around  to  the  point  that 
they  reduce  an  honest  truth-seeker  to  despair.  Such 
terms  . . . and  words  . . . should  be  used  with  cau- 
tion, for  no  two  people  mean  the  same  thing  by 
them. 

If  I can  clarify  a few  principles  and  disciplines 
in  the  broad  medical  communication  process  to 
show  liozL’  to  say  what  we  mean  and  Iwzv  to  ez’al- 
nate  zvhat  we  hear,  then  I believe  my  efforts  on 
this  platform  today  will  not  have  been  in  vain. 

^\'ords  link  together  all  human  activities,  and 
form  a connecting  bond  in  every  human  relation- 
ship. 

\\’ords  are  important  in  medical  communication, 
just  as  they  are  in  any  other  branch  of  science. 
W hat  a doctor  knows  or  discovers  must  be  relayed 
in  writing  or  speaking  to  his  colleagues  as  well  as 
to  the  general  public — his  patients. 

W'hat  he  says  and  how  he  says  it  carry  wide 
ramifications. 

The  practice  of  medicine  has  often  been  close 
to  word  magic;  for  example:  the  word  ‘‘arthritis” 
can  cripple  as  many  people  as  the  disease  itself, 
while  to  tell  a patient  he  is  suffering  from  ‘‘perni- 
cious anemia”  can  make  him  feel  more  sick  than 
he  needs  to  be.  The  word  “glaucoma”  can  be  packed 
with  terrifying  fear  in  talking  with  patients.  Pos- 
sibly tbe  doctor  can  just  as  well  refer  to  pressure 
within  the  eyeball — a much  softer  term — which  will 
benefit  the  patient,  at  least  in  the  beginning,  since 
*.\n  address  delivered  at  the  Conference  of  Medical 
Service  Representatives  at  the  149th  Annual  Meeting  of 
the  Rhode  Island  Medical  Society,  at  Providence,  Rhode 
Island,  May  10,  1960. 


nervous  and  emotional  imbalance  is  often  associ- 
ated with  this  condition. 

When  talking  to  their  patients,  physicians  today 
would  find  it  challenging  to  use  their  own  words  to 
describe  a condition ; rather  than  have  the  disease 
correspond  to  words. 

On  this  point,  however,  the  physician  does  not 
stand  alone.  Anyone  connected  with  medicine  and 
its  allied  fields — nurses,  doctors’  wives,  technicians, 
drug  salesmen,  pharmacists,  and  secretaries — must 
rely  on  words  in  everyday  communication.  But 
what  they  say  and  how  they  say  it  carries  a grave 
responsibility.  The  words  all  of  these  people  use 
can  be  responsible  for  either  happiness  or  untold 
misunderstanding  and  misery. 

In  short,  their  words  can  reflect  either  good  or 
bad  public  relations  for  the  medical  profession. 

I am  more  concerned  at  the  moment,  however, 
with  the  problem  of  how  to  evaluate  what  we,  in 
medical  communication,  hear  from  our  reformers 
and  critics  on  all  sides. 

.A.S  a medical  writer,  I am  supposed  to  under- 
stand the  behavior  of  language  for  I have  spent 
most  of  my  working  life  in  deciding  the  sequence 
in  which  one  word  follows  another.  Writers,  gen- 
erally, whether  they  fall  in  the  professional  class 
or  whether  they  are  housewives  or  truck  drivers 
bent  on  expressing  themselves,  are  no  more  accus- 
tomed to  question  language  and  its  meaning  than 
to  question  the  weather.  IMost  writers  assume  that 
they  always  know  exactly  what  they  mean  and  that 
people  who  don’t  understand  them  should  polish 
their  wits. 

But  I ask  you : Is  the  reader  at  fault  for  not 
understanding?  Hardly. 

Consider  for  a moment  the  long  and  heated  dis- 
cussions which  medicine  has  on  all  kinds  of  sub- 
jects: cost  of  medical  care,  hospital  costs,  insur- 
ance plans  and  doctor  fees,  indigent  programs,  ma- 
ternal and  child  welfare,  social  insurance,  compul- 
sory cash  sickness  benefits,  unemployment  compen- 
sation, the  Forand  bill  and  social  security,  aid  to 
dependent  children,  veterans  medical  care — and  I 
could  list  many  more.  These  are  subjects  which 
medical  people  are  vitally  interested  in  writing  and 
talking  about.  In  doing  so,  we  set  the  stage  for 
other  outside  writers  to  move  in.  That  is  natural 
because  our  interests  and  decisions  affect  not  only 
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every  man,  woman,  and  child,  but  they  also  aft'ect 
all  their  pocketbooks.  Is  it  any  wonder  then  that 
our  prol)lems  and  decisions  make  news? 

When  editorial  writers,  journalists,  science 
writers,  radio  and  TV  newscasters,  government 
officials,  lawyers,  labor  leaders,  judges,  professors, 
welfare  agencies,  and  a host  of  others  begin  writ- 
ing about  us,  medicine’s  language  problems  mul- 
tiply. All  of  these  people,  collectively,  have  been 
bombarding  us  with  words  for  years — words  that 
affect  medicine  and  the  profession.  It’s  almost  need- 
less to  say  that  they,  too,  find  medicine’s  problems 
worth  w'l'iting  and  talking  about. 

How  can  we,  at  times,  challenge  members  of  this 
great  “writing”  fraternity  on  some  of  the  things 
they  say  ? 

How  can  they — the  outside  writers — and  we — 
the  representatives  of  medicine — help  to  clarify  the 
meaning  of  certain  words  and  phrases? 

This  would  be  a stupendous  job  because  it  is 
difficult  for  people,  especially  writers,  to  agree  on 
anything.  However,  when  people  can  agree  on  the 
things  to  which  their  words  refer,  minds  meet,  and 
the  medical  communication  line  is  cleared.  That  is 
axiomatic. 

When  words  deal  with  such  simple  things,  as 
directions,  commands,  descriptions,  the  difficulty 
of  understanding  is  not  great.  But  when  we  hear 
words  on  the  level  of  ideas  and  generalizations — 
so  common  in  speaking  about  medicine  and  the  pro- 
fession— people  are  affected.  They  can  cheer,  they 
can  grow  angry,  they  can  even  storm  the  A.M.A. 
barricades ; yet  for  the  most  part  we  do  not  know 
what  the  other  fellow  is  saying. 

As  Doctor  Elmer  Hess,  past  president  of  the 
A.M.A.,  once  said  after  listening  to  testimony  at 
a Washington  hearing,  “Everybody’s  talking,  but 
nobody  knows  what  he’s  talking  about.” 

We,  on  behalf  of  medicine  can  do  better  than  that 
by  studying  the  sentence  structure  and  meaning  of 
the  following  exhibits : 

Exhibit  No.  1 

Democratic  Representative  David  S.  King  of 
Utah,  lashing  out  against  fluorides  in  drinking 
water  and  food,  had  this  to  say  in  the  New  York 
W’oRLD  Telegram  and  Sun  after  introducing  a 
bill  in  Congress  in  which  he  expressed  concern  over 
the  declining  health  of  Americans: 

“America’s  health  is  in  danger,”  he  said,  “and 
if  the  warning  signals  apparent  to  all  are  not 
heeded,  we  risk  physical  and  mental  deterioration 
and  inevitable  capitulation  to  the  virile  and  more 
rugged  peoples  of  the  world.” 

What  is  he  talking  about  and  what  does  he  mean  ? 
For  one  thing,  he  states  flatly  that  “America’s 
health  is  in  danger.”  That’s  his  opinion,  hut  what 
does  he  offer  to  prove  it?  Nothing  ! Note,  too,  how 


he  plays  on  the  emotional  word,  “danger.”  In  his 
communication  to  the  public,  he  covers  an  enor- 
mous field— a typical  example  of  a responsible 
man’s  failure  to  assemble  the  main  facts  before 
passing  judgment.  Prejudice,  as  in  this  case,  is  a 
great  timesaver ; it  enables  people,  especially  bu- 
reaucrats, to  form  opinions  without  bothering  to 
get  the  facts. 

Exhibit  2 

Alike  Gorman,  former  Washington  press  agent 
and  now  a self-acclaimed  expert  on  mental  illness, 
testified  recently  before  a Senate  Monopoly  and 
Antitrust  subcommittee,  and  he  was  reported  by 
the  New  York  Times  as  saying: 

“That  drug  makers  had  taken  an  arrogant  atti- 
tude toward  the  problem  of  providing  better  and 
cheaper  drugs  for  persons  who  are  seriously  ill  and 
poor.  He  said  the  drug  houses,  instead,  were  con- 
centrating on  medications  for  the  paying  neurotic, 
sometimes  doing  little  more  than  changing  the 
color  of  a tablet  to  ‘push’  it.” 

Again,  where  is  his  proof?  This  statement  falls 
in  the  category  of  “spurious  identification.”  This 
No.  1 communication  failure  has  been  common  on 
the  front  pages  of  newspapers  in  the  form  of  guilt- 
by-verbal-association. 

Wdien  you  analyze  Gorman’s  statement  the  ver- 
bal trickerv  comes  out.  The  drug  makers  are  iden- 
tified with  the  “seriously  ill  and  the  poor,”  with  a 
strong  implication  that  they  also  are  greedy  and 
mercenary. 

With  this  kind  of  monstrous  logic  it  is  possible 
to  “prove”  anyone  guilty  of  anything. 

One  road  to  understanding  is  to  rely  more  on 
facts,  less  on  opinion. 

Exhibit  3 

The  former  Secretary  of  Defense  Charles  E. 
W’ilson  once  was  quoted  as  saying:  “Basic  research 
is  when  you  don’t  know  what  you  are  doing.  W ho 
cares  what  makes  grass  green  or  fried  potatoes 
brown  ?” 

Here  Air.  Wdlson  played  the  role  of  the  talking 
animal ; not  the  reasoning  animal. 

If  Air.  W'ilson  had  analyzed  only  one  part  of 
his  question,  “who  cares  what  makes  grass  green?,” 
he  would  have  learned  that  every  animal,  including 
man,  cares.  The  “greenness”  of  grass  and  other 
plants  is  due  to  chlorophyll.  The  secret  of  how 
chlorophyll  really  works  remains  a mystery.  Solv- 
ing this  riddle  could  open  untold  new  horizons  for 
man. 

Air.  W’ilson  apparently  was  not  thinking  when 
he  made  his  off-the-cuff  remark.  Most  of  us  are 
not  too  logical,  most  of  the  time.  Words  run  into 
feelings,  feelings  into  words. 
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Exhibit  4 

A woman  reader  wrote  a Voice  of  the  People 
article  in  the  Pawtucket,  R.  I.,  Times  about  the 
Sabin  vaccine. 

She  asked  if  the  profit  motive  was  the  villain  in 
this  drama,  and  then  asked,  among  other  things : 

Why  the  Sabin  vaccine  was  tested  in  Russia 
and  other  countries  before  being  used  in  tbe 
United  States? 

Was  the  Sabin  vaccine  withheld  from  us  in 
order  to  protect  the  investment  of  the  big  drug 
monopolies  who  were  engaged  in  the  manufac- 
ture of  Salk  vaccine,  which  they  hoped  to  unload 
on  the  public  at  high  prices,  before  the  cheaper 
method  could  supplant  it? 

Did  the  American  Medical  Association  with- 
hold its  approval  from  the  Sabin  method,  thus 
allowing  the  Socialist  countries  to  take  the  lead 
in  pioneering  its  use? 

Had  this  woman  taken  the  time  and  trouble  to 
make  one  or  two  phone  calls,  she  would  have 
learned  quickly  that  the  Sabin  vaccine  was  not 
mass  field  tested  in  tbe  United  States  because  so 
many  Americans  had  already  been  immunized  by 
tbe  Salk  vaccine  that  statistically  reliable  tests  on 
a large  scale  would  be  difficult,  if  not  impossible. 
Tbe  testing  bad  to  be  done  in  countries  not  widely 
Salk-vaccinated. 

Tbe  American  Medical  Association  has  nothing 
to  do  with  the  approval  or  disapproval  of  the  Sabin 
vaccine,  tbe  Salk  vaccine,  or  any  other  drug  prod- 
uct. This  job  rests  with  agencies  of  the  United 
States  government;  not  with  the  A.M.A. 

Her  near  libelous  references  to  “monopolies,” 
“profit  motives,”  and  “high  prices”  are  the  most 
difficult  to  refute  in  the  eyes  of  the  public  because 
they  are  based  strictly  on  personal  opinion  and 
broad  generalization. 

This  woman  was  talking  with  her  eyes  shut  and 
telling  us  nothing  worth  listening  to.  I have  a kind 
of  inner  feeling  that  this  lady  writer  is  supporting 
something  that  I could  believe  in — everybody  is 
against  monopolies;  profit  motives,  especially  if 
they  are  sinister,  and  prices,  especially  if  they  are 
high  and  exorbitant,  but  tbe  hailstorm  of  wild  ab- 
stractions is  so  severe  that  I can  form  no  clear  pic- 
ture of  her  argument.  Consequently,  her  words 
turn  out  to  be  a moutbful  of  mush. 

Exhibit  5 

This  one  involves  a member  of  our  own  family 
— a prominent  physician  from  Xew  Jersey — who 
found  himself  in  the  publicity  spotlight  several 
months  ago  when  he  said  that  “the  prices  of  medi- 
cines could  be  lowered  if  drug  firms  ga\  e up  tbe 
circularizing  of  200,000  physicians  with  literature 
which,  in  many  cases,  ‘is  never  read.’  ” 
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This  doctor  has  since  seen  his  statement  quoted 
many  times  by  critics  of  tbe  pharmaceutical  in- 
dustry ; especially  those  who  have  been  prominent 
in  tbe  Kefauver  drug  price  investigation  in  W'ash- 
ington.  They  have  been  using  it,  publicity-wise,  to 
good  advantage,  mucb  to  the  embarrassment  of 
the  drug  industry  at  a time  when  their  corporate 
practices,  so  closely  aligned  to  the  medical  profes- 
sion, are  being  placed  under  tbe  microscope  of 
public  opinion. 

The  chief  meaning  that  I can  wring  out  of  the 
doctor’s  statement  is  that  he  is  personally  annoyed 
at  receiving  drug  company  brochures,  and  that  the 
cost  of  drugs  would  be  mucb  less  if  this  common 
practice  were  stopped.  But  is  he  on  sound  ground  ? 
W ords  such  as  his  make  things  so  much  harder 
than  they  need  to  be,  hurt  so  many  more  people 
than  need  to  be  hurt,  stir  up  so  much  needless 
controversy. 

Had  this  doctor  done  more  research  to  support 
his  own  personal  views,  he  would  have  learned 
that  he  was  skating  on  thin  ice.  The  Februarv  16, 
1957,  issue  of  the  Journal  of  the  American 
Medical  Association  had  this  to  say  editorially 
on  the  subject,  which  takes  the  wind  out  of  the 
doctor’s  argument : 

“Pharmaceutical  advertising  (and  that  in- 
cludes literature  ) is  probably  the  least  under- 
stood. It  has  often  been  said  that  drugs  could  be 
sold  for  much  less  if  the  cost  of  advertising  were 
not  added  to  the  original  cost  of  preparation. 
This  fallacy  should  be  dispelled.  Most  ethical 
drug  firms  spend  an  average  of  5%  of  retail 
sales  to  inform  the  medical  profession  of  their 
products.  If  the  cost  of  advertising  were  elimi- 
nated completely,  a 50-cent  capsule  could  then 
retail  for  about  48  cents.  Unfortunately,  the 
elimination  of  advertising  cost  precludes  the 
means  necessary  to  produce  the  volume  sales 
without  which  the  cost  of  the  capsule  could  not 
have  been  brought  down  to  the  50-cent  selling 
price.  In  other  words,  the  mass-produced  and 
widely  used  capsule  is  the  eventual  result,  rather 
than  the  cause,  of  advertising  to  the  medical 
profession.” 

Exhibit  6 

A physician,  writing  in  the  California  Medical 
Association  Xewsletter,  mixed  medicine  with 
democracy  in  the  following  paragraph ; 

“In  organized  medicine,  the  structure  of  democ- 
racy is  present,  though  geared  to  the  relatively  slow 
pace  of  scientific  research  and  to  the  improvement 
of  standards  of  medical  education,  professional 
competence  and  patient  care.  These  scientific  goals 
of  medicine  are  clear,  communications  concerning 
scientific  advances  are  excellent  and  their  applica- 
tion to  patient  care  extraordinarily  effective.  The 
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Elsewhere  in  this  issue  appears  the  report  in 
summary  form  of  the  medical,  public  health  and 
allied  legislation  before  the  Rhode  Island  General 
Assembly  during  its  recent  session  from  January 
to  May.  Every  ineinber  of  the  Society  should  read 
the  report. 

In  an  editorial  in  our  March  issue  (Emotional- 
ism, p.  181,  March,  1960),  we  posed  among  other 
questions  this  one : “Have  our  leaders  completely 
lost  contact  with  the  art  of  reflection  which  in  turn 
calls  for  complete  understanding  of  the  subject  to 
he  considered  ?’’  The  action  of  the  recent  General 
Assembly  on  a legislative  proposal  that  would  allow 
chiropractic  physicians  to  render  “medical  care”  to 
recipients  of  public  assistance  leaves  us  with  the 
impression  that  the  answer  is  “yes”  as  applied  to 
our  current  state  legislators. 

For  two  years  now  the  governor  has  had  to  \ eto 
this  legislative  proposal.  In  1959  a public  hearing 
was  held  at  which  the  state  departments  of  health 
and  social  welfare,  in  addition  to  the  medical  so- 
ciety, speaking  for  the  public  in  general  and  not 
themselves,  voiced  clear,  understandable,  and  un- 
opposed reasons  why  no  such  legislation  should 
ever  he  put  on  our  statute  books.  This  year  the 
medical  society  made  a mailing  direct  to  each  mem- 
ber of  the  General  Assembly  and  in  that  mailing 
the  following  statements  were  made : 

"1.  The  Rhode  Island  Medical  Society  defers  to  no 
one  in  its  sincere  desire  to  insure  that  the  men,  women, 
and  children  who  depend  upon  the  state  through  its 
Department  of  Social  Welfare  or  any  of  its  various 
agencies  rendering  health  and  welfare  services,  obtain 
the  finest  care  that  American  medicine  can  provide. 

"2.  It  should  be  clearly  understood  that  chiropractic 
is  no  part  of  medicine.  Chiropractic  is  recognized  by 
state  statute  as  a limited  phase  of  the  healing  art,  and 
licensees  may  not  practice  medicine.  They  may  not  pre- 
scribe drugs  for  internal  medication,  nor  may  they 
perform  surgery.  They  have  no  hospital  training,  nor 
hospital  affiliations. 

"3.  The  public  at  large  is  free  to  consult  non-medical 
practitioners  but  by  so  doing  they  assume  their  own 
individual  responsibility  if  the  results  of  such  treat- 
ments are  unsatisfactory.  This  is  not  the  case  with 
recipients  of  public  assistance,  for  they  are  utilizing 
public  funds  and  are  dependent  upon  the  state  to  aid 
them  and  to  guide  them. 

"4.  Therefore,  the  state,  through  its  duly  appointed 
agencies,  has  an  obligation  to  protect  these  recipients, 
and  to  insure  that  they  shall  obtain  the  finest  care,  not 


just  care  of  their  own  choosing  which  may  be  below 
the  norms  established  by  the  majority  of  their  fellow 
citizens.  The  Supreme  Court  of  this  state,  many  years 
ago,  made  clear  that  the  medical  statute  is  to  secure 
the  safety  and  protect  the  health  of  the  public. 

"5.  The  state  delegates  to  its  official  agencies  rights 
to  establish  regulations  to  carry  out  the  purpose  of  the 
various  programs  under  the  jurisdiction  of  the  respec- 
tive agencies.  The  Department  of  Social  Welfare  is 
duty  bound  to  impose  strict  regulations,  and  it  does 
impose  them,  upon  doctors  of  medicine  and  osteo- 
pathic physicians  in  respect  to  the  administration  of 
services  compensable  under  its  public  assistance  pro- 
grams. It  likewise  is  bound  to  safeguard  the  funds  of 
the  public  and  to  guarantee  to  the  Assembly  and  to 
the  people  of  Rhode  Island  that  it  is  using  those  tax 
funds  to  insure  the  finest  care  that  is  available  in  our 
communities.  There  can  be  no  compromise  with  that 
position.” 

In  spite  of  the  fact  that  the  Assenihly  itself 
restricted  the  chiropractor  liecause  of  his  limited 
educational  training  in  the  healing  art,  all  hut  one 
of  the  current  legislature  were  willing  to  allow'  such 
practitioners  to  render  “medical  care”  to  sick  per- 
sons dependent  upon  the  state  for  guidance  and  aid 
in  securing  the  best  possible  care  for  their  ailments  ! 

It  is  to  the  credit  of  Representative  Thomas  W. 
Pearlman  of  Providence  that  he — and  he  alone — 
recorded  his  vote  in  opposition  to  the  passage  of 
the  bill. 

If  the  legislators  passed  the  measure  as  a polit- 
ical maneuver  to  embarrass  the  governor,  forcing 
him  to  exercise  his  veto  power,  then  they  are  the 
more  to  be  criticized  for  political  manipulations  at 
the  expense  of  the  protection  of  the  health  of  a 
sizable  segment  of  the  public. 

EMPLOYMENT  FOR  THE  "AGED  ” 

In  the  midst  of  all  the  political  chanting  about 
the  plight  of  the  medical  care  of  the  aged  it  is  notice- 
able that  little  thought  is  given  to  the  problem  of 
providing  work  for  the  older  age  citizen  who  is  well 
and  able  to  work,  so  that  he  may  he  in  a better 
position  to  cope  with  all  his  financial  matters  as  he 
reaches  his  three  score  and  ten. 

The  federal  government,  by  some  mystical 
method,  decided  years  ago  that  the  age  65  was  the 
retirement  age  for  benefits  under  the  social  security 
system.  E\er  since  the  public  has  been  indoctri- 
nated with  the  idea  that  at  the  age  65  one  imme- 
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diately  stops  working,  draws  a sul)sistence  payment 
from  the  “security”  fund,  and  is  happy  ever  after. 
But  man  was  not  created  to  loaf.  His  life  is  one  of 
achievement,  however  humble,  and  the  inner  satis- 
faction of  accomplishment,  of  productive  activity, 
is  a far  greater  tonic  to  the  better  life  of  the  older 
age  citizen  than  all  the  medicines  that  man  can 
devise. 

But  who  is  doing  anything  about  getting  work 
for  the  man  over  fifty  years,  to  say  nothing  of 
capable  workers  in  their  sixties  ? Not  the  politicians. 

Take  our  own  General  Assembly  for  example. 
A resolution  memorializing  Congress  to  amend  the 
social  security  law  to  make  the  benefit  (retirement ) 
age  for  women  57  instead  of  62,  and  men  60  instead 
of  65,  won  almost  unanimous  support.  But  a pro- 
posal to  have  a legislative  council  study  the  employ- 
ment conditions  in  Rhode  Island,  particularly  as  to 
why  a man  cannot  be  hired  at  the  age  of  50  to  60 
years  after  he  has  been  laid  ofif  from  other  employ- 
ment, was  left  in  committee  files. 

Organized  medicine  was  alone  for  a long  time 
in  the  battle  to  gain  recognition  for  the  handicapped 
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until  the  war  situation  created  a manpower  prob- 
lem, and  brought  into  clear  focus  what  doctors  had 
long  maintained — that  handicapped  persons  were 
still  employable,  and  that  they  would  make  excel- 
lent workers. 

At  its  national  meeting  in  Miami  in  June  the 
House  of  Delegates  of  the  American  IMedical  Asso- 
ciation declared  one  of  the  most  vital  points  in  the 
current  old  age  issue  when  it  stated  that : 

the  Association  would  increase  its  educational  program 
regarding  employment  of  those  over  65,  emphasizing 
voluntary,  gradual  and  individualized  retirement, 
thereby  giving  these  individuals  not  only  the  right  to 
work,  but  the  right  to  live  in  a free  society  with  dignity 
and  pride. 

RHODE  ISLAND  AUXILIARY  HONORED 

Thirteen  years  ago  last  February  the  president 
of  the  Rhode  Island  Medical  Society  presided  at 
the  organization  meeting  to  establish  a Woman’s 
Auxiliary  to  the  Society.  In  the  intervening  years 
the  Auxiliary  has  grown  in  stature  to  command 
attention  as  one  of  the  outstanding  groups  in  the 
state,  and  it  has  expanded  its  activities  widely  into 
our  communities. 

It  was  a foregone  conclusion  that  ultimately  the 
work  of  our  Rhode  Islanders  should  attract  na- 
tional attention.  Two  years  ago  Mrs.  H.  Frederick 
Stephens,  a past  president  of  the  Auxiliary,  was 
named  Eastern  Regional  chairman  of  the  national 
auxiliary’s  important  committee  on  civil  defense,  a 
position  she  has  discharged  with  distinction,  as  the 
record  clearly  indicates. 

Now  the  Woman’s  Auxiliary  of  the  American 
Medical  Association  has  selected  for  its  Eastern 
Regional  vice  president  our  Mrs.  Hannibal  Hamlin 
who  headed  our  state  auxiliary  in  1957-58.  The 
choice  is  an  excellent  one  and  the  eastern  region, 
encompassing  Delaware.  New  Jersey,  Pennsyl- 
vania, Maryland,  District  of  Columbia,  New  York, 
\’irginia  and  West  Virginia,  in  addition  to  our  New 
England  states,  will  benefit  greatly. 

Long  active  in  volunteer  work  and  community 
activities,  Mrs.  Hamlin  brings  to  her  new  national 
office  a fine  background  of  leadership  in  the  Rhode 
Island  Maternal  Health  Association,  the  Rhode 
Island  Hospital  Guild,  the  iMuseum  Associates  of 
the  Rhode  Island  School  of  Design,  our  own 
Woman’s  Auxiliary,  and  experienced  participation 
as  a member  of  many  community  committees. 

We  salute  the  Auxiliary  of  the  American  Med- 
ical Association  for  its  choice  of  such  an  outstand- 
ing person  as  its  first  Rhode  Island  officer  in  its 
thirty-seven-year  history,  and  we  felicitate  Mrs. 
Hamlin  and  wish  her  e\ery  success  during  her 
twelve-month  tenure  of  office. 
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MEDICINE  AND  THE  HOUNDS 

continued  from  page  454 

democratic  process  in  medicine  has  been  supremely 
successful  in  applying  scientific  advances  to  patient 
care.” 

Everything  might  be  clear  to  the  good,  well- 
meaning  doctor,  but  what  he  says  is  not  clear  to 
the  reader.  He  has  clouded  his  thinking  with  foggy 
meaning  and  passed  it  on  to  the  reader,  hoping 
somehow  that  understanding  will  come  through. 

\\'henever  you  see  “democracy  is,”  throw  up 
your  guard.  “Democracy-in-general”  is  a treach- 
erous term  because  it  means  many  things  to  many 
different  people. 

If  we  are  to  talk  sensibly  about  democracy  we 
should  begin  by  asking:  W hat  kind  of  democracy? 
Where  ? W hen  ? Shall  the  kind  he  political  as  in 
nation,  industrial  as  in  a labor  union,  or  social  as 
in  a club  ? What  about  place  and  time  ? 

When  a writer  mixes  democracy  with  something 
equally  as  complex,  medicine,  you  can  be  sure  he 
will  come  up  with  a verbal  nightmare  where  minds 
cannot  meet,  agreement  cannot  he  reached,  and  the 
communication  line  is  plugged. 

What  do  all  of  these  exhibits  have  in  common  ? 

What  failures  in  medical  communication  do  thev 
point  up  ? 

The  common  thread  running  through  the  word- 
fabric  of  all  of  them  is  failure  on  the  part  of  the 
authors  to  assemble  the  facts  before  passing  judg- 
ment. The  exhibits  show  a skillful  attempt  to  make 
words  mean  something  different  to  the  reader  from 
what  the  facts  warrant.  In  nearly  every  instance, 
the  writer  or  speaker  didn’t  bother  to  “research” 
what  he  was  talking  alx)ut.  He  was  simply  content 
to  plot  one  or  two  points  and  then  ride  off  in  all 
directions. 

All  of  the  exhibits  demonstrate  alarmingly  and 
conclusively  that  many  responsible  people  do  not 
know  what  they  are  talking  about. 

Before,  and  immediately  after,  the  turn  of  the 
century,  this  kind  of  thing  did  not  make  so  much 
difference.  Men  were  busy  overriding  a continent, 
and  words  could  not  seriously  deflect  the  course  of 
hustling  and  driving  action.  But  those  of  us  who 
have  lived  through  wars,  depressions,  and  now 
space-age  antics,  along  with  such  productions  as 
drug  cost  investigations,  and  preposterous  money 
give-away  programs  for  older  people,  look  at  the 
headlines  in  newspapers  and  ask  ourselves : what 
is  the  matter  with  people?;  what  has  medicine  or 
the  profession  done?;  what  are  people  saying?; 
what  is  the  matter  with  government?,  and,  finally, 
what  is  the  matter  with  me? 

Medicine  in  all  branches  is  receiving  more  pub- 
licity, good  and  had,  than  it  ever  did  before.  The 
A.M..\.  recently  checked  all  stories  pertaining  to 
medicine  in  one  afternoon’s  edition  of  the  Wash- 
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IXGTOX  Star  and  they  totaled  more  than  100  col- 
umn inches,  an  amazing  figure.  From  this  heavy 
file  of  clippings,  one  couldn’t  help  but  get  the  im- 
pression that  everybody  in  Washington  is  either 
writing  or  talking  about  some  segment  of  medicine 
or  medical  care. 

American,  medicine  today  has  many  critics  and, 
like  hounds  hunting  by  scent,  they  are  alert  to  jump 
on  every  weakness,  whether  real  or  imaginary.  The 
critics,  and  usually  the  same  ones,  speak  out  time 
after  time  . . . always  bitter,  always  critical,  but 
hardly  ever  applying  rational  semantics  to  logic. 
They  are  past-masters  in  knowing  how  to  cloud 
cuckooland,  another  term  for  over-generalization. 

The  point,  however,  is  that  what  they  write  and 
talk  about  does  have  grave  impact  on  the  public 
relations  image  of  American  medicine  and  its  allied 
agencies. 

At  this  point  you  may  he  asking:  how  does  all 
this  affect  me  ? ; why  do  you  tell  me  these  things — 
I am  no  expert  in  medical  public  relations. 

You  may  not  call  yourself  an  expert  any  more 
than  I do.  but  YOU  ARE  an  important  cog  in 
medicine's  public  relations  machine.  Every  human 
being,  consciously  or  unconsciously,  is  the  director 
of  his  own  public  relations.  In  the  individual,  we 
call  a successful  result  character,  or,  sometimes, 
personality. 

Your  character  . . . your  personality  . . . within 
your  own  community  can  help  medicine  immeas- 
urably. 

Be  on  the  constant  lookout  for  stories,  articles, 
and  speeches  that  reflect  the  critical,  negative  side 
of  medicine.  Be  on  the  watch  for  failures  of  mean- 
ing, at  least  alert  to  the  grave  difficulties  of  com- 
munication. If  you  are  on  your  guard  for  commu- 
nication failure,  locally,  many  conflagrations  with 
national  impact  could  hardly  start. 

Do  not  let  negative  statements  stand  unchal- 
lenged to  poison  the  minds  of  the  puhlic-at-large, 
thereby  molding  public  opinion  against  us.  Remem- 
ber that  public  opinion  represents  the  combined 
thinking  of  ALL  people — your  next  door  neighbor, 
the  grocer  down  the  street,  the  barber,  and  taxi 
driver,  the  druggist  on  the  corner,  and  most  of  the 
other  people  in  your  county  and  beyond  it. 

M’hen  you  see  a story  in  your  newspaper  or  the 
report  of  a speech  that  presents  only  the  negative 
side  of  a medical  issue  or  problem,  analyze  it  care- 
fullv.  Ask  yourself : can  this  he  true?  Research  it 
thoroughly.  Check  your  best  sources  of  informa- 
tion, one  of  the  best  of  which  is  the  executive  sec- 
retary of  your  state  medical  society.  Then,  when 
vou  are  sure  of  your  ground  and  you  possess  all 
the  facts ; when  you  know  you  have  \ aluable,  spe- 
cific information  to  counter  your  reformer's  goh- 
hledvgook,  do  something  about  it.  Refute  the 
article  you  see  in  jwint  by  writing  a positive  and 
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! constructive  piece  of  your  own  for  the  Letters  to 

I the  Editor  of  your  newspaper  if  you  have  no  l)etter 

I outlet.  If  it  is  a speaker  you  go  after,  challenge 

j what  he  said  in  the  same  kind  of  column.  Or  if 

I there  is  a question-and-answer  period  when  the 

! speaker  finishes,  be  sure  to  take  advantage  of  it. 

I If  you  do  this,  you  will  soon  find  that  you  are 
1 on  the  way  toward  very  definitely  creating  a new 
appreciation  of  your  importance  and  value  to  the 
medical  profession  at  the  local  level. 

Don’t  always  depend  on  someone  else  — the 
A.iM.A.  or  the  state  medical  society  — to  answer 
medicine’s  reformers  and  critics.  The  job  is  much 
too  big  and  widespread  to  depend  on  one  organiza- 
tion or  one  group.  It  is  our  responsibility,  individ- 
ually and  collectively,  to  answer  our  critics,  espe- 
cially when  they  use  all  kinds  of  verbal  monsters  to 
make  common  sense  obsolete.  No  one  is  going  to 
care  about  the  problems  of  the  medical  profession 
if  w'e — the  people  in  his  audience — sit  back  and 
wait  for  others  to  come  to  us. 

Can  we  ever  hope  to  find  agreement  in  the  more 
troubled  and  perhaps  more  complicated  fields  of 
medicine?  Not  unless  we  can  talk  and  write  clearly. 
Good  language  alone  will  not  solve  all  of  our  com- 
plex problems,  of  course.  But  seeing  the  things 
behind  the  names  in  the  news  will  often  help  us 
and  our  neighbors  to  understand  the  structure  and 
befuddled  environment  in  which  we  live  today. 


The 

JOHN  F.  KENNEY 
CLINIC  DAY 


Wednesday,  November  2 


Patv tucket  Memorial  Hospital 


ISOLATION  PERFUSION  OF  BODY  REGIONS 
IN  THE  TREATMENT  OF  CANCER 

concluded  from  page  451 

The  response  ol)served  in  the  metastatic  skin 
lesions  of  the  patient  described  above,  although  not 
dramatic,  suggests  that  this  method  of  treatment 
may  prove  to  be  of  value.  At  this  time,  the  tech- 
nique has  been  used  primarily  for  palliation  of 
malignant  disease.  However,  its  use  as  an  adjunct 
to  surgical  extirpation  or  radiation  may  contril)ute 
toward  increasing  the  cure  rate  for  certain  malig- 
nant tumors. 

SUMMARY 

Regional  perfusion  of  the  pelvis  or  of  an  extrem- 
ity with  an  extracorporeal  circulation  aft'ords  a 
method  of  utilizing  high  doses  of  cytotoxic  drugs 
with  minimal  danger  of  systemic  poisoning  in  the 
treatment  of  certain  malignant  lesions.  The  rate  of 
mixing  of  the  perfusate  with  the  general  circula- 
tion, however,  is  variable.  To  provide  maximum 
safety  for  the  patient,  it  is  necessary  to  monitor 
each  perfusion  with  a suitable  indicator.  Extend- 
ing the  surgical  procedure  to  include  ligation  of 
some  of  the  major  collateral  vessels  makes  for  more 
complete  isolation  of  the  area  and  further  increases 
the  safety  of  the  method.  A clinical  case  of  recur- 
rent amelanotic  melanoma  of  an  extremity  is  pre- 
sented to  illustrate  the  technique  of  isolation  per- 
fusion with  a cancerocidal  drug. 
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SUMMARY  OF  MEDICAL,  PUBLIC  HEALTH  and 
ALLIED  LEGISLATION  BEEORE  THE  RHODE  ISLAND 
GENERAL  ASSEMBLY,  JANUARY  SESSION,  I960 

Report  of  the  Committee  on  Public  Laws 


COMMITTEE  Oil  Public  Laws,  with  the  assist- 
ance  of  the  executive  officer  of  the  Society, 
carefully  reviewed  all  legislation  presented  to  the 
General  Assembly  during  the  1960  sessions  that 
related  to  medical,  public  health,  or  allied  services, 
as  well  as  welfare  legislation  in  general.  The  Com- 
mittee made  known  its  views  on  certain  proposals 
by  direct  communication  to  the  members  of  legis- 
lative committees,  and  to  the  governor. 

Once  again,  in  spite  of  a mailing  to  every  mem- 
ber of  the  Assembly  a bill  was  passed  by  both 
branches  to  allow  chiropractic  physicians  to  render 
“medical  care”  to  recipients  of  public  assistance. 
The  bill  was  vetoed  by  Governor  Del  Sesto.  In  its 
brief  to  the  members  of  the  legislation  the  com- 
mittee made  the  following  presentation : 

The  Rhode  Island  Medical  Society  defers  to 
no  one  in  its  sincere  desire  to  insure  that  the  men, 
women,  and  children  who  depend  upon  the  state 
through  its  Department  of  Social  Welfare  or 
any  of  its  various  agencies  rendering  health 
and  welfare  services,  obtain  the  finest  care  that 
.-\merican  medicine  can  provide. 

It  should  be  clearly  understood  that  chiro- 
practic is  no  part  of  medicine.  Chiropractic  is 
recognized  by  state  statute  as  a limited  phase  of 
the  healing  art,  and  licensees  may  not  practice 
medicine.  They  may  not  prescribe  drugs  for 
internal  medication,  nor  may  they  perform  sur- 
gery. They  have  no  hospital  training,  nor  hospital 
affiliations. 

The  public  at  large  is  free  to  consult  non- 
medical practitioners  but  hi-  so  doing  they  as- 
sume their  own  individual  responsibility  if  the 
results  of  such  treatments  are  unsatisfactory. 
This  is  not  the  case  with  recipients  of  public 
assistance,  for  they  are  utilizing  public  funds  and 
are  dependent  upon  the  state  to  aid  them  and  to 
guide  them. 

Therefore,  the  state,  through  its  duly  ap- 
pointed agencies,  has  an  obligation  to  j)rotect 
these  recipients,  and  to  insure  that  thev  shall 
obtain  the  finest  care,  not  just  care  of  their  own 
choosing  which  may  be  below  the  norms  estab- 
lished by  the  majority  of  their  fellow  citizens. 
The  Supreme  Court  of  this  state,  many  years 
ago,  made  clear  that  the  medical  statute  is  to 


secure  the  safety  and  protect  the  health  of  the 
public,  when  it  stated : 

“It  ( the  statute)  is  based  upon  tbe  assumption 
that  to  allow  incompetent  persons  to  determine 
tbe  nature  of  disease,  and  to  prescribe  remedies 
therefor,  would  result  in  injurv  and  loss  of  life. 
To  protect  the  public,  not  from  theories,  but  from 
the  acts  of  incompetent  persons,  the  legislature 
has  prescribed  the  qualifications  of  those  who 
may  be  entitled  to  perform  the  important  duties 
of  medical  practitioners.  The  statute  is  not  for 
the  purpose  of  compelling  persons  suffering  from 
disease  to  resort  to  remedies,  but  it  is  designed 
to  secure  to  those  desiring  remedies  competent 
physicians  to  prepare  and  administer  them." 

The  state  delegates  to  its  official  agencies 
rights  to  establish  regulations  to  carry  out  the 
purpose  of  the  various  programs  under  the  juris- 
diction of  the  respective  agencies.  The  Depart- 
ment of  Social  Welfare  is  duty  bound  to  impose 
strict  regulations,  and  it  does  impose  them,  upon 
doctors  of  medicine  and  osteopathic  physicians 
in  respect  to  the  administration  of  services  com- 
pensable under  its  public  assistance  programs. 
It  likewise  is  bound  to  safeguard  the  funds  of 
the  public  and  to  guarantee  to  the  Assembly  and 
to  the  people  of  Rhode  Island  that  it  is  using 
those  tax  funds  to  insure  the  finest  care  that  is 
available  in  our  communities.  There  can  be  no 
compromise  with  that  position. 

Yet  only  one  member  of  the  Assembly,  Mr. 
Pearlman  in  the  House,  recorded  a vote  opposing 
passage  of  this  legislation ! 

.\s  was  the  case  a year  ago,  with  both  the  Senate 
and  the  House  controlled  by  the  Democratic  party, 
and  the  governor  the  lone  Republican  officer,  some 
of  the  legislative  proposals  introduced  and  reintro- 
duced this  year  in  spite  of  a veto  a year  ago.  were 
apparently  presented  for  political  purposes  rather 
than  directly  in  the  interest  of  the  people  of  Rhode 
Island. 

.\  summary  of  some  of  the  legislation  in  which 
the  committee  on  public  laws  of  the  Society  was 
particularly  interested  follows. 

Legislation  Enacted 

Legislation  enacted  by  tbe  .-Kssembly  and  either 
signed  by  the  Governor,  or  allowed  to  become  law 
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without  his  signature,  included  the  following ; An 
appropriation  of  $50,000  for  the  Higher  Education 
Assistance  Corporation,  one  for  $2,000  for  support 
of  the  American  Legion  Bloodinohile  Program, 
and  one  for  $5,000  to  aid  the  blood  procurement 
program  of  the  Veterans  of  Foreign  \\'ars ; $6,000 
to  assist  Bradley  Home  with  its  1959  operating 
deficit,  and  $131,920  to  Rhode  Island  Hospital  for 
partial  reimbursement  for  the  cost  of  facilities 
available  to  state  medical  indigent  patients ; an  act 
l^roviding  $200,000  for  the  erection  of  girls’  dormi- 
tories at  the  P.  I.  O’Rourke  Children’s  Center  ; and 
an  act  removing  the  salary  of  the  state  director  of 
health  from  a statutory  provision. 

Resolutions  passed  included  one  endorsing  the 
Forand  Bill  in  Congress  for  hospital  and  surgical 
benefits  under  the  social  security  system,  the  reso- 
lution being  passed  the  day  it  was  introduced  and 
with  no  public  comment  permitted  prior  to  passage ; 
one  opposing  any  efforts  to  diminish  the  V eterans 
.\dministration  services  in  Rhode  Island ; one  ask- 
ing the  Rhode  Island  Congressional  delegation  to 
seek  enactment  of  amendments  to  the  social  secu- 
rity law  to  make  the  retirement  age  of  men  62  years, 
and  women,  57  years  ; one  memorializing  Congress 
to  enact  legislation  amending  the  social  security 
law  so  that  all  four  federally  aided  categories  of 
public  assistance  (old  age,  aid  to  the  blind,  depend- 
ent children,  and  permanently  and  totally  dis- 
abled ) shall  be  governed  by  a uniform  one-year 
ceiling  on  residence  requirements ; and  one  in 
tribute  to  the  late  Doctor  F.  J.  Hemond,  West 
Warwick  physician. 

Insurance  programs  to  win  approval  included 
one  to  provide  for  state  paid  medical,  hospital,  and 
surgical  insurance  for  classified  and  unclassified 
state  employees  earning  less  than  $7,000  annually  ; 
one  providing  group  life  insurance  benefits  for 
state  employees;  one  fixing  the  limit  of  85%  of 
average  weekly  wage,  up  to  a maximum  of  $62, 
on  the  combined  benefits  that  may  be  received  by 
any  worker  under  the  Temporary  Disability  Insur- 
ance and  Workmen’s  Compensation  programs  ; one 
allowing  recipients  of  Temporary  Disability  Insur- 
ance to  collect  dependency  allowances  of  $2  weekly 
with  the  total  not  to  exced  $8  weekly,  for  each  child 
over  15  who  is  incapacitated  by  mental  or  physical 
disability;  and  one  providing  for  the  establishment 
of  non-profit  optometric  service  corporations,  simi- 
lar to  Blue  Cross  and  Physicians  Service,  and  the 
Dental  Service  Corporation. 

In  the  field  of  workmen’s  compensation  several 
measures  were  passed,  including  one  that  increased 
the  maximum  payments  for  total  disability  from 
$32  to  $40  weekly;  one  that  relieves  the  injured 
employee  of  personal  liability  for  payment  of  doc- 
tors’, dentists’,  and  hospital  bills  in  cases  where  the 
right  to  collect  from  the  employer  has  been  for- 
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feited  because  of  non-compliance  with  the  law ; one 
defining  the  terms  “general  em])loyer’’  and  “special 
employer” ; one  that  provides  that  in  cases  of  un- 
discovered physical  or  mental  imi)airment  due  to 
injury,  including  disease,  the  time  for  filing  a claim 
shall  not  begin  to  run  until  the  injured  worker 
know  or  should  have  known  of  the  impairment,  or 
after  disablement,  whichever  is  later. 

Among  other  acts  passed  was  one  requiring  cities 
and  towns  to  pay  such  medical,  surgical,  dental, 
optical  or  other  attendance  or  treatment,  nurses 
and  hospital  services,  medicines,  crutches,  and 
apparatus,  for  police  officers  and  firemen  regularly 
employed  who  shall  be  wholly  or  partially  incapaci- 
tated by  reason  of  injuries  or  sickness  contracted 
in  the  performance  of  their  duties ; also  an  act  to 
provide  pay  increases  for  medical  examiners ; to 
extend  the  time  for  a commission  report  on  legisla- 
tion to  guard  against  harmful  chemicals ; an  act  to 
provide  a uniform  narcotics  statute ; and  a resolu- 
tion extending  participation  in  the  New  England 
board  of  higher  education  regional  plan  for  medical 
education,  and  appropriating  $12,500  for  scholar- 
ship purposes,  a bill  raising  the  fees  for  issuance 
and  renewal  of  licenses  for  certain  business  and 
professions,  with  the  medical  fee  set  at  $50,  and 
the  renewal  raised  from  $1  to  $5  ; and  a bill  impos- 
ing a tax  on  intangible  personal  property. 

Ac/s  Vetoed  by  Governor  Del  Sesto 

Acts  passed  by  tbe  Assembly  and  vetoed  by  the 
governor  included,  in  addition  to  the  one  that  would 
allow  chiropractors  to  render  “medical”  service  to 
public  assistance  recipients,  included  the  following ; 
A proposal  for  a legislative  commission  to  study 
the  need  for  a medical  school  in  the  state,  and 
providing  a $5,000  appropriation  ; two  workmen’s 
compensation  acts,  one  to  permit  extra  compen- 
sation for  loss  of  bodily  function  or  senses  other 
than  hearing  or  sight,  partial  loss  or  .stiffness,  and 
for  bodily  disfigurement,  and  tbe  other  to  allow 
employees  who  win  contested  benefit  cases  com- 
pen.sation  for  attorney,  medical  and  other  expert 
fees ; a bill  to  establish  a Health  Insurance  Board 
to  administer  a voluntary  contributory  plan  of 
hospital-medical  insurance  for  state  employees  and 
their  dependents  ; a bill  that  would  require  regis- 
tration of  social  workers  with  postgraduate  degrees 
under  a new  board  within  the  state  department  of 
health  ; and  a bill  that  would  add  chiropody  and 
podiatry  to  the  professional  services  that  may  be 
covered  bv  any  non-profit  medical  service  corpo- 
ration. 

Left  in  Committee  Files 

Among  the  legislative  proposals  left  in  commit- 
tee files  upon  adjournment  were  the  following: 

A resolution  for  a state  commission  to  investi- 

concluded  on  page  474 
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Dr.  E.  Vincent  Askey  is  new  A.AI.A.  President 

Doctor  E.  Vincent  Askey,  a Los  Angeles  sur- 
geon, was  inaugurated  in  June  as  president  of  tlie 
American  Medical  Association.  He  succeeds  Doc- 
tor Louis  M.  Orr,  Orlando,  Lla. 

As  the  114th  president  of  the  A.M.A.,  Doctor 
Askey  becomes  the  spokesman  for  more  than 
175,000  physicians. 

The  si.xty-four-year-old  surgeon  is  probably  the 
only  practicing  physician  who  has  ever  held  major 
offices  in  his  county,  state,  and  national  medical 
associations.  He  was  president  of  the  Los  Angeles 
County  and  California  State  Medical  associations. 

In  1952,  he  was  elected  vice  speaker  of  the 
House  of  Delegates,  the  policy-making  body  of  the 
A.M.A.,  and  served  as  speaker  from  1955  to  1959. 

Born  the  son  of  a Methodist  minister  in  Sligo, 
Pennsylvania,  Doctor  Askey  attended  Allegheny 
College  at  Meadville,  Pennsylvania,  and  received 
his  ^I.D.  from  the  Lhiiversity  of  Pennsvlvania  in 
1921. 

He  s])ent  his  internship  and  residency  at  the 
Hospital  of  the  Protestant  Episcopal  Church  and 
Kensington  Hospital  for  Women  in  Philadelphia. 

In  1958,  Doctor  Askey  was  awarded  the  hon- 
orary degree  of  doctor  of  science  from  Allegheny 
College.  The  citation  said  that  despite  a busy  prac- 
tice, he  found  time  to  serve  as  “a  member  and 
president  of  the  Los  Angeles  City  Board  of  Edu- 
cation ; combining  high  ideals,  responsible  citizen- 
ship, distinguished  professional  achievements.” 

Medical  Payments  Up  in  Aid  Programs 

Medical  ])ayments  for  the  needy  under  the  four 
federal-state  jnihlic  assistance  programs  have  more 
than  doubled  in  a five-year  period,  the  Health 
Insurance  Institute  said  recently. 

The  four  joint  programs — Old  Age  Assistance 
(OAA  ),  Aid  to  Dependent  Children  (ADC),  Aid 
to  the  Blind  ( AB  ) , and  Aid  to  the  Permanently  and 
Totally  Disabled  (APTD) — accounted  for  $265 
million  in  medical  payments  in  1958,  an  increase 


of  151  per  cent  over  the  $106  million  paid  out 
through  these  programs  in  1953.  the  Institute  said, 
d'he  increase  over  1957,  when  $224  million  was 
paid,  was  18  per  cent. 

Over  the  five-year  period  medical  payments 
climbed  under  each  of  the  programs,  and  the  great- 
est increase,  287  per  cent,  was  shown  by  the  ADC 
program.  The  1958  expenditures  for  medical  care 
for  each  program  were  $177  million  for  OAA,  $51 
million  for  ADC,  nearly  $6  million  for  AB,  and 
$31  million  for  APTD  for  a grand  total  of  $265 
million. 

These  various  assistance  programs  also  provide 
funds  for  the  food,  clothing  and  housing  needs  of 
the  recipients.  In  1958,  more  than  2.4  million 
elderly  persons  received  OAA,  some  2.8  million 
youngsters  were  helped  by  ADC,  about  110,000 
persons  received  AB  benefits,  and  328,000  was 
covered  by  the  APTD  program. 

Total  Payments:  The  total  payments  under  all 
four  programs  in  fiscal  year  1958  came  to  $2.9 
billion,  of  which  the  federal  government  contrib- 
uted about  60  per  cent. 

The  proportion  of  elderly  persons  receiving 
OAA  has  declined.  The  Institute  stated  that  in 
1949,  more  than  22  per  cent  of  all  persons  aged 
65  or  over  received  OAA,  but  that  by  1958.  the 
figure  had  dropped  to  less  than  16  per  cent. 

In  a state-hy-state  breakdown  in  1958,  Louisiana 
had  the  highest  figure  with  more  than  57  per  cent 
of  its  elderly  receiving  OAA,  while  New  Jersey 
was  the  lowest  with  less  than  four  per  cent  of  its 
aged  on  the  OAA  rolls. 

In  1958,  some  34  out  of  every  1,000  children  in 
the  U.  S.  received  aid  under  ADC.  The  state  with 
the  highest  figure  was  West  \’irginia  where  81  of 
every  1,000  youngsters  were  covered  by  ADC, 
New  Jersey  again  was  the  lowest  with  13  out  of 
every  1,000  on  ADC. 

"Y”  Membership  Available  for  Physician 

The  membership  and  physical  education  com- 
mittees of  the  downtown  Y.M.C.A.  are  interested 

continued  on  page  464 


Toes  are  to  wiggle 


A lap  is  so  you  don’t  get  crumbs  on  the  floor 


REDISOLg,  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children's  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25, 50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injeotion  USP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and  10-cc.  vials). 
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in  securing  the  services  of  a physician  on  a sched- 
uled basis  of  two  hours  per  month,  on  a day  and 
time  suitable  to  the  physician,  to  provide  an  added 
service  of  optional  physical  examinations  for  its 
members.  In  return  for  the  service  the  physician 
would  receive  a complimentary  memhership  in  the 
businessmen’s  health  club  which  has  a monetary 
value  of  $90.  Any  doctor  interested  in  the  proposi- 
tion should  contact  Albert  L.  Riberdy,  director  of 
membership  services  at  the  Y.iM.C.A..  160  Broad 
street,  Providence,  Rhode  Island. 

In-betu  een-meal  Snacks  Decried 
at  Nutrition  Conference 

In-between-meal  eaters  are  more  apt  to  suffer 
tooth  decay  than  those  who  eat  only  at  regular 
times,  a Xew  York  dentist  told  a nutrition  confer- 
ence in  Boston  recently. 

Basil  G.  Bibby,  D.iM.D.,  said  that  candies  and 
other  sweets,  which  are  usually  taken  as  in- 
between-meal  snacks,  are  the  priiicipal  agents 
causing  tooth  decay. 


Letter  to  the  Editor: 

Most  humans  when  in  great  danger  call  for  help. 
It  is  a pity  that  certain  parts  of  the  human  anatomy 
are  inarticulate  when  in  danger  of  receiving  per- 
manent injury.  \Yhat  terrific  screams  we  would 
hear  along  our  main  thoroughfares  if  the  women’s 
feet  could  voice  their  feelings  when  crowded, 
pinched,  twisted  and  shoved  into  the  ridiculous 
footwear  of  the  present  vogue. 

W'e  ridicule  the  old  Chinese  custom  of  “foot 
binding’’  which  caused  grotesque  deformities  to 
their  women’s  feet.  The  barbaric  shoe  fashions 
which  have  been  taken  up  by  many  of  our  women, 
and  the  resulting  deformities  to  the  feet  of  our  fair 
ones,  is  deplorable. 

A goodly  number  of  our  younger  female  popula- 
tion are  wearing  a so-called  sport  type  shoe  which 
gives  sufficient  room  for  the  toes  and  a moderate 
heel,  allowing  the  foot  a horizontal  position,  com- 
pared to  the  high  heel  which  causes  the  wearer  to 
walk  balanced  essentially  on  her  toes.  The  extreme 
styles  of  women’s  footwear  cause  permanent  de- 
formities to  the  feet  and  early  fatigue  to  the  wearer. 

I’ve  wanted  to  write  a short  note  concerning  this 
subject  for  several  years  with  the  hope  that  some 
interest  might  be  stimulated. 

I f you  would  see  an  active  demonstration  of  the 
halting,  limping,  mincing  gait,  and  the  often  pain- 
ful expressions  of  the  wearers  of  the  modern  shoe, 
stand  for  a few  moments  on  one  of  our  busy  streets 
and  observe  the  clinic. 

Edw.4rd  S.  C.amerox,  m.d. 
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He  was  the  concluding  speaker  at  the  half-dav 
symposium  on  Xutrition  in  Tooth  Formation  and 
Dental  Caries  sponsored  by  the  American  Medical 
Association’s  Council  on  Foods  and  Xutrition. 

Doctor  Bibby,  who  is  director  of  the  Eastman 
Dental  Dispensary.  Rochester,  Xew  York,  in  trac- 
ing the  cariogenicity  (decay  causing  quality)  of 
foods,  was  particularly  critical  of  snacks  which 
have  a high  content  of  sugar.  Unless  removed, 
these  foods  stick  to  the  teeth  and  are  a contrib- 
uting factor  toward  decay. 

He  noted  that  past  studies  have  shown : 

“Increased  sugar  consumption  produced  an 
increase  of  caries  (decay). 

“Sugar  in  liquid  form  was  less  cariogenic  than 
when  it  was  contained  in  a carrier  such  as  bread. 

“The  more  frequently  sugar  was  taken  be- 
tween meals,  the  greater  the  increase  in  caries.’’ 

Doctor  Bibby  continued,  if  children  could  be 
persuaded  to  omit  in-between-meal  eating,  “dra- 
matic progress  could  be  made  in  reducing  caries 
acti\  ity,  even  if  sugar  was  used  with  meals.” 

Rhode  Islanders  Win  Scholarships 
for  Chest  Study 

Two  Rhode  Island  physicians  attended  the  45th 
session  of  the  Trudeau  School  of  Tuberculosis  and 
Other  Pulmonary  Diseases  June  6 to  24  as  winners 
of  1960  Rhode  Island  Tuberculosis  and  Health 
Association  scholarships. 

The  winners  are  Doctor  Ben  C.  Claunch.  chief 
of  the  Tuberculosis  Section  of  the  medical  service. 
\'eterans’  Administration  Hospital,  and  Doctor 
Juan  A.  Alonso,  assistant  physician.  Zamharano 
Memorial  Hospital,  the  state  sanatorium  at  W'al- 
lum  Lake. 

This  is  the  first  year  in  which  the  association  has 
awarded  more  than  one  scholarship  for  the  course, 
but  the  increasing  need  for  physicians  specially 
trained  in  chest  diseases  prompted  the  doubled 
appropriation.  Each  scholarship  was  for  S500,  to 
cover  tuition  and  expenses  for  the  course  given  at 
Saranac  Lake,  Xew  York. 

National  Cancer  Conference  in 
Minneapolis  Next  September 

The  Fourth  X'ational  Cancer  Conference  will  be 
held  at  the  University  of  Minnesota.  Minneapolis, 
September  LU15,  1960.  The  theme  of  the  Confer- 
ence is  Changing  Concepts  Concerning  Cancer,  and 
more  than  2,000  scientists  and  physicians  from  the 
United  States  and  abroad  are  expected  to  attend. 
The  conference  is  sponsored  jointly  hy  the  Amer- 
ican Cancer  Society  and  the  Xational  Cancer  Insti- 
tute of  the  Public  Health  Service,  Department  of 
Health,  Education,  and  Welfare. 

The  conference  will  focus  on  three  general  topics 
— etiologv,  pathogenesis  and  spread,  and  therapy 

continued  on  page  466 


JULY,  i960 


465 


Outstanding 


0 » N T M E NT 


to  prevent 
and  clear  up 

diaper  rash 


CONTAINS: 
Norwegian 
Cod  Liver  Oil 
Zinc  Oxide 
Talcum 
Petrolatum 
Lanolin 


DESITIN 


OINTMENT 
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vitamins  A and  D and  unsaturated  fatty  acids. 
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of  malignant  disease.  In  addition,  panels  of  scien- 
tists will  discuss  the  state  of  knowledge  of  the  leu- 
kemias and  lymphomas,  and  cancer  of  the  breast, 
lung,  gastrointestinal  tract,  genitourinary  system, 
head  and  neck,  and  skin.  Other  panels  will  be  de- 
voted to  cancer  control  and  the  role  of  environ- 
mental factors  in  the  occurrence  of  cancer. 

Interested  scientists  and  physicians  are  invited 
to  attend. 

Copies  of  the  conference  program  and  registra- 
tion cards  may  be  obtained  from  the  National  Can- 
cer Conference  Co-ordinator,  American  Cancer 
Society,  521  West  57th  Street,  New  York  19.  N.  Y. 

4,769  More  Doctors  in  1939 
I The  physician  population  of  the  United  States 
and  its  possessions  increased  by  some  4.769  in 
' 1959,  the  Council  on  ]\Iedical  Education  and 
I Hospitals  of  the  American  Medical  Association 
reported  recently. 

This  was  an  increase  of  660  over  the  gain  re- 
ported in  the  previous  year,  according  to  the  coun- 
I cil’s  report  in  the  current  (May  28)  Journal  of 
THE  American  Medical  Association. 

The  increase  of  4,769  results  from  the  licensing 
of  8,269  new  physicians  minus  approximately  3.500 
physicians  who  died. 

Of  the  8,269  new  physicians,  1.626  were  foreign- 
trained. 

The  largest  number  of  first  licenses  issued  was 
! 1,121  by  New  York.  Three  other  states  issued  more 
' than  500  first  licenses — California  676,  Illinois 
521,  and  Pennsylvania  530. 

The  most  notable  increases,  compared  with  1958, 
were  in  Alabama,  Connecticut.  Illinois,  New  Jer- 
sev,  Puerto  Rico.  South  Carolina,  and  Tennessee. 
There  was  no  marked  decrease  evident  in  any  state. 

The  o\  er-all  total  of  licenses  to  practice  medicine 
I and  surgery  issued  in  1959  was  15,954.  This  figure 
represented  7,720  granted  after  a successful  writ- 
ten examination  and  8,234  granted  by  reciprocity 
and  endorsement  of  state  licenses  or  the  certificate 
of  the  National  Board  of  Medical  Examiners.  This 
was  an  increase  of  714  over  1958. 

There  were  8,996  applicants  for  licensure  by 
written  e.xamination  of  whom  1,162,  or  12.9  per 
cent,  failed.  This  may  be  compared  with  8,633 
applicants  of  whom  1,365,  or  15.8  per  cent,  failed 
in  1958. 

Nine  schools  in  the  United  States  had  no  failures 
among  their  graduates  in  medical  licensing  exami- 
nations last  year.  They  are  the  University  of  Cali- 
fornia, Los  Angeles  ; University  of  California.  San 
Erancisco  ; Louisiana  State  University;  University 
of  Minneosta;  University  of  Mississippi;  Lhiiver- 
J sity  of  Nebraska ; Woman’s  Medical  College  of 
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Pennsylvania ; Medical  College  of  South  Carolina, 
and  IMarquette  University. 

The  8,996  examinees  included  5,845  graduates 
of  approved  medical  schools  in  the  United  States; 
178  graduates  of  approved  medical  schools  in  Can- 
ada ; 2,766  graduates  of  244  faculties  of  medicine 
located  in  countries  other  than  the  United  States 
and  Canada  : 22  graduates  of  the  unapproved  med- 
ical schools  in  the  United  States  which  are  no 
longer  in  existence,  and  185  graduates  of  schools 
of  osteopathy. 

The  number  of  j^hysicians  registered  in  1959  was 
16,068,  the  greatest  number  in  56  years. 

Rhode  Island  Health  Insurance  Benefits 
Reach  Netv  High 

Health  insurance  benefit  j^ayments  by  insurance 
companies  to  the  people  of  Rhode  Island  climbed 
to  a new  high  during  1959,  the  Health  Insurance 
Institute  reported  recently. 

In  the  period  from  January  1 through  December 
31,  1959,  said  the  Institute,  an  estimated  $5.2  mil- 
lion was  paid  out  to  help  cover  the  cost  of  doctor 
and  hospital  bills,  and  to  replace  income  lost 
through  sickness  or  disability. 

This  represents  a gain  of  16  per  cent  over  the 
1958  figure  of  $4.5  million,  and  is  based  on  reports 
from  insurance  companies,  doing  business  in  the 
state. 

The  rise  in  benefit  payments  in  Rhode  Island 
was  reflected  in  the  figures  for  the  nation  as  a 
whole,  the  Institute  declared.  Persons  with  health 
insurance  received  a total  of  more  than  $2.9  bil- 
lion in  benefits  from  their  insurance  company  poli- 
cies in  1959,  up  9.6  per  cent  over  the  previous  year’s 
high  of  more  than  $2.6  billion. 

Epilepsy  League  to  Fill  Members'  Prescriptions 
at  Cost 

The  Rational  Epilepsy  League  has  announced 
that  it  will  fill  its  members’  prescriptions  at  cost. 
The  service,  believed  to  he  an  entirely  new  concept 
in  national  voluntary  health  agency  programing, 
was  announced  following  the  League’s  twenty-first 
annual  hoard  meeting  held  in  Chicago  in  April. 


“It  is  our  purpose,”  Howard  R.  Koven,  newly 
elected  chairman,  stated,  “to  provide  this  service 
direct  to  cj)ileptics  at  cost,  with  an  annual  member- 
ship-service fee  of  $1.  Our  accountants  recommend 
that  the  plan  he  introduced  with  a 25  per  cent  reduc- 
tion from  regular  prices.  Quite  naturally,  in  formu- 
lating operating  procedures  strict  ethical  and  legal 
controls  have  been  installed  to  assure  the  highest 
professional  standards.”  Mr.  Koven  listed  these 
as  follows : 

1.  Pill  only  prescrii)tions  authorized  and  signed 
by  the  member’s  own  physician  since  the  league 
does  not  ofifer  medical  advice  on  diagnosis  or  treat- 
ment ; 2.  service  limited  to  epileptics  and  the  medi- 
cations employed  in  the  management  of  epilepsy ; 
3.  i)rescriptions  from  epileptics  anywhere  in  the 
L'nited  States  filled  by  the  league  from  its  head- 
quarters at  208  N.  Wells  Street,  Chicago  6,  by  its 
own  registered  pharmacists ; 4.  orders  filled 
promptly  under  a careful  system  of  controls ; 5. 
administrative  supervision  of  this  new  program 
activity  to  remain  with  the  league’s  board  of  direc- 
tors through  its  executive  stafif  and  special  profes- 
sional consultants ; 6.  as  with  other  programs  of 
the  league,  the  prescription  service  is  to  he  oper- 
ated on  a not-for-profit  basis. 

N.  E.  Anesthesiologists  to  Meet  in 
New  Hampshire 

The  third  annual  regional  conference  of  the  New 
England  Society  of  Anesthesiologists  will  be  held 
Lriday  and  Saturday,  September  16  and  17,  at 
Bretton  Woods,  New  Hampshire.  Complete  infor- 
mation on  the  meeting  may  he  secured  from  Doctor 
Thomas  K.  Burnap,  P.O.  Box  81,  Kenmore  Sta- 
tion P.O.,  Boston,  Massachusetts. 

Investment-retirement  for  New  England 
Physicians  Under  Study 

The  Council  of  the  New  England  State  Medical 
.Societies,  at  its  Annual  Meeting  on  April  24,  1960, 
apj)roved  the  formation  of  a Retirement  Plan  to  be 
launched  under  the  auspices  of  the  Council  for  the 
members  of  the  New  England  State  Medical 
Societies. 

continued  on  next  page 


be  prepared 


...fast,  effective,  & long  lasting  relief  from  automobile  worries 


1.  periodic  renewal  (trade-in)  of  your  car 

2.  proper  registration 

3.  ample  insurance  coverage 

4.  local  & state  taxes 

5.  breakdowns  due  to  “tired”  automobiles 


all  these  and  other  minor  "aches”  quickly  elim- 
inated when  you  lease  with  us.  releases  capital 
for  investment. 

DOSAGE:  moderate  monthly  rental  fees.* 


PA.  3-4700 


BROADWAY  AUTO  LEASE  CO.,  INC. 

766  BROADWAY,  PAWTUCKET,  R.  I. 


*federal  tax 
deduction 


468 


If  any  State  Society,  County  Society,  or  even 
individual  physician  is  contemplating  an  invest- 
ment-retirement plan  of  an  annuity-common  stock- 
bond  nature,  that  Society  or  individual  is  asked  to 
wait  until  this  New  England  Physicians  Retirement 
Plan  has  taken  its  next  step — the  working  out  of 
details,  now  that  general  appro\al  has  been  given 
— to  see  if,  by  being  on  the  broad  base  of  all  the 
physicians  in  New  England  this  isn’t  something 
better  than  one  can  work  out  for  himself  on  a 
narrower  basis. 

The  detailed  report  will  be  presented  to  the 
Council  of  the  New  England  State  Medical  So- 
cieties at  its  semiannual  meeting  which  will  be 
held  on  26  October,  1960  at  2 :00  p.m.  in  the  Hotel 
Statler,  Boston. 

Society  for  Clinical  Nutrition  Formed 

The  formation  of  a new  professional  association, 
the  American  Society  for  Clinical  Nutrition,  was 
announced  during  the  meetings  of  The  American 
Society  for  Clinical  Investigation  and  The  Ameri- 
can Federation  for  Clinical  Research.  Arrange- 
ments are  being  made  to  affiliate  the  ASCN  with 
the  American  Institute  for  Nutrition. 

Richard  Wh  Vilter,  m.d.,  professor  of  medicine 
and  chairman  of  the  department.  University  of 
Cincinnati,  College  of  Medicine,  was  elected  presi- 
dent of  the  ASCN  by  the  charter  members  at  the 


(/Kemmal  SanUafiium 

Located  on  Rt.  1 


South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pieasant  homelike  atmosphere  in  a beautiful  and  conveni- 
ently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  LIndberg,  M.D.  William  H.  Dunn,  M.S.W. 

Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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organization’s  first  meeting. 

A four-point  list  of  objectives  adopted  at  the 
first  meeting  states  that  the  ASCN  shall : 

1.  Foster  high  standards  for  research  on  human 
nutrition. 

2.  Promote  undergraduate  and  graduate  educa- 
tion in  human  nutrition. 

3.  Provide  a place  and  opportunity  for  research 
workers  on  problems  of  human  nutrition  to 
present  and  discuss  their  research  activities 
and  results. 

4.  Provide  a journal  for  the  publication  of  meri- 
torious work  on  human  nutrition. 

A September  Invitation  to  West  Berlin 

The  Secretary  General  of  The  World  Medical 
Association.  Doctor  Louis  H.  Bauer,  extends  a 
cordial  invitation  from  the  German  Medical  Asso- 
ciation to  all  the  members  of  the  Medical  Societv 
of  Rhode  Island  to  attend  the  XIVth  General 
Assembly  of  The  W orld  Medical  Association  being 
held  in  W est  Berlin,  Germanv,  September  15-22, 
1960. 

The  W orld  Medical  Association  needs  the  sup- 
port of  every  American  physician  in  its  struggle 
to  maintain  high  standards  in  medicine  and  to  pro- 
tect the  freedom  of  medical  practice,  both  of  which 
are  threatened  all  over  the  world. 

For  details  write:  The  World  Medical  Asso- 
ciation, United  States  Committee,  Inc.,  10  Colum- 
bus Circle,  New  York  19,  N.  Y. 

Friars  Dominate  AED  National  Convention 

Approximately  250  student,  faculty,  and  alumni 
members  and  guests  from  56  chapters  in  28  states 
attended  the  national  meeting  of  Alpha  Epsilon 
Delta,  national  premedical  honor  society,  at  the 
University  of  Louisville  on  April  7-9,  1960.  The 
Rhode  Island  Alpha  Chapter,  Providence  College, 
set  the  grand  slam  record  in  winning  four  Conven- 
tion Awards,  including  the  Activities  Cup,  The 
Scalpel  Award,  the  Attendance  Award,  and  the 
special  award  for  100%  Attendance  of  the  Chapter 
Membershi]:) — 20  student  members,  the  faculty 
adviser,  and  5 guests. 

National  officers  elected  for  the  biennium 
1960-62  are : Doctor  Norman  F.  Whtt,  head.  De- 
partment of  Chemistry,  University  of  Colorado, 
President ; Doctor  John  A.  Fincher,  Dean,  Howard 
College,  Birmingham,  Vice-president ; Doctor 
Maurice  L.  Moore,  Director  of  New  Product  De- 
velopment, Sterling  Drug,  Inc.,  National  Secre- 
tary-Historian and  Editor  of  The  Scalpel ; Rev. 
Charles  V.  Reichart,  o.P.,  Premedical  Advisor, 
Providence  College,  Treasurer;  Doctor  Lloyd  R. 
Gribble,  Assistant  Dean,  College  of  Arts  and 
Sciences,  West  Virginia  University,  National 
Councilor. 
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GOHORRHEA  IS  ON  THE  MARCH  AGAIN... 
a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  inyust  one  day* 

TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male -Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

♦'Marmell,  M.,  and  Prigot,  A.:  Tetracycline  phosphate  complex  in  the  treat- 
ment of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  &.  Clin.  Ther. 

THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX  6:108  (Feb.)  1959. 

BRISTOL  LABORATORIES, 

SYRACUSE,  NEW  YORK 
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The  heavy  emphasis  on  the  lower  prices  of  Amer- 
ican drugs  in  foreign  countries  also  had  a lot  of 
nonsense  in  it,  though  it  takes  a little  more  trouble 
to  show  up  the  non-sense  in  this  accusation,  which, 
heaven  knows,  made  the  headlines.  As  you  know, 
the  general  impression  was  created  that  the  Amer- 
ican manufacturer  made  tablets  in  his  American 
plant  and  sold  them  in  the  U.S.A.  for,  say,  S3.00  a 
bottle,  at  the  same  time  selling  this  bottle  for  Si. 00 
abroad.  Now,  what  actually  happens  90%  of  the 
time  is  that  pharmaceutical  products  sold  abroad 
are  made  abroad,  whether  they  are  produced  by 
foreign  companies  or  by  foreign  branches  of  Amer- 
ican concerns.  The  manufacturing,  distribution  and 
selling  of  them  — all  the  costs  — are  based  on  the 
far  lower  wage  scale  in  the  foreign  country. 

Let  me  use  SK&F’s  chlorpromazine  as  an  ex- 
ample. The  average  prescription  price  of  fifty  25 
milligram  tablets  here  is  about  S5.00.  The  dollar 
price  is  SI. 90  in  West  Germany;  S1.62  in  Italy; 
and  S2.29  in  Japan.  But  there  is  an  even  wider 
spread  between  the  average  United  States  wage  of 
S2.22  per  hour  and  the  foreign  wages  of  38  cents 
in  West  Germany;  34  cents  in  Italy;  and  30  cents 
in  Japan.  Consequently,  the  American  patient  has 
to  work  only  2 hours  and  18  minutes  to  pay  for 
this  prescription— whereas  the  German  must  work 
3 hours  and  18  minutes;  the  Italian,  4 hours  and 
46  minutes;  and  the  Japanese  7 hours  and  38  min- 
utes. Thus,  the  Italian,  for  example,  charged  less 
than  one  third  of  the  American  price,  ironically 
has  to  work  more  than  twice  as  long  as  the  Amer- 
ican to  pay  for  his  medicine. 

. . . From  an  address  called  The  Real  Issue,  by 
Francis  Boyer,  chairman  of  the  board  of  Smith 
Kline  & French  Laboratories,  before  the  I960 
meeting  of  the  California  Pharmaceutical 
Association,  May  22,  I960. 
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More  on  Hospital  Costs  — Report  on 
Indiana  Study 

Hospital  costs  vary  according  to  what  ails  the  ■ 
patient,  and  their  range  is  wide,  Health  Informa- 
tion Foundation  reported  recently.  The  average 
cost  per  admission  in  one  study  was  $166,  and 
ranged  among  the  categories  analyzed  from  a low 
of  $54  for  diseases  of  the  upper  respiratory  svstem 
to  $503  for  digestive  cancer. 

In  its  monthly  statistical  bulletin.  Progress  iu  \ 
Health  Serz'iees,  the  Foundation  published  an  anal- 
ysis of  the  1956  records  of  one  Blue  Cross  Plan — 
the  Blue  Cross  Hospital  Service  of  Indiana — and, 
specifically,  the  843,000  subscribers  enrolled  under 
one  prepayment  program.  Among  the  major  | 
findings : \ 

One  fifth  of  all  hospital  admissions  were  for  jl 
obstetrical  care.  But  since  the  average  stav  per  i 
obstetrical  case  was  fairly  short,  at  4.6  davs,  the 
total  hospital  bill  per  admission  in  this  categorv  i j 
was  below  average  at  $119. 

Of  all  the  major  diagnostic  categories  analyzed, 
cancer  was  responsible  for  the  longest  average  hos- 
pital stay,  15.5  days.  And  since  the  average  charge  ' 
per  day  was  high,  cancer  patients  also  averaged  the 
highest  bills  per  admission,  $387. 

Diseases  of  the  digestive  system,  such  as  ulcers,  \ 

hernia,  and  appendicitis,  accounted  for  a larger  I 

share  of  total  hospital  days  than  any  other  category  | 

— 145.2  per  1,000  insured  individuals  a year,  or  I 

one  sixth  of  the  total  days  for  all  admissions. 

According  to  the  Foundation  study,  there  were  ' 
115.5  hospital  admissions  per  1,000  in  the  covered 
population  for  all  causes,  and  the  average  length 
of  stay  per  admission  was  7.3  days.  Total  hospital 
use,  the  product  of  the  two  factors,  amounted  to 
838.8  days  per  1,000  persons  annually. 

Hospital  bills  submitted  to  Blue  Cross  averaged 
$22.91  a day  for  room  rate  and  other  charges,  or 
$166  for  each  hospital  stay.  These  hills,  when 
spread  over  the  entire  insured  population  (whether 
or  not  they  were  hospitalized  l came  to  $19.22  per 
person  per  year,  the  Foundation  stated,  which  cor- 
responds closely  to  the  average  annual  expenditure 
on  hospital  services  of  $22  in  1957-58  as  reported 
by  H.I.F.  in  February  of  this  year. 

.\ccording  to  George  Bugbee,  Foundation  presi- 
dent, the  data  “give  little  support  to  the  criticism 
that  great  numbers  of  patients  are  unnecessarily 
admitted  to  general  hospitals  or  could  he  treated 
less  expensively  elsewhere.” 

New  Rules  for  Medical  Examination  of 
Civil  Airmen 

Effective  June  15,  1960,  the  Federal  Aviation 
•Agency  will  require  that  student  and  private  pilots 
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be  given  their  medical  examinations  by  designated 
medical  examiners.  This  rule  reinstates  a practice 
wbich  was  in  effect  from  1926  until  1945. 

In  announcing  the  reestablishment  of  this  prac- 
j tice,  Doctor  James  L.  Goddard,  the  Civil  Air  Sur- 
I geon,  has  emphasized  his  previous  statements  that 
I any  physician  may  be  considered  eligible  for  desig- 
I nation  as  an  examiner. 

His  statement,  made  public  February  11,  1960, 
follows : 

In  order  to  have  a better  understanding  of 
the  proposed  rule,  I wish  to  point  out  that  it  is 
designed  to  accomplish  the  following  needed 
improvements  in  the  administration  of  the 
Agency’s  medical  certification  program. 

1.  To  maintain  a group  of  medical  examiners 
who  are  clearly  responsive  to  the  needs  of 
public  safety  in  the  performance  of  examina- 
tions and  the  issuance  of  medical  certificates 
to  airmen. 

2.  To  permit  the  administration  of  training  pro- 
grams to  maintain  the  equality  of  performance 
of  medical  examiners  and  to  permit  the  dis- 
semination of  special  instructions  pertaining 
to  the  needs  of  civil  aviation. 

3.  To  bring  into  the  program  those  physicians 
who  have  the  professional  qualifications  and 
a demonstrated  interest  in  the  medical  certi- 
fication field. 


4.  This  would  permit  the  designation  of  any 
qualified  physician  who,  by  his  application, 
has  demonstrated  interest  in  the  program. 

Those  physicians  in  localities  where  flying  activi- 
ties are  conducted  may  wish  to  consider  filing  an 
application  for  designation  by  writing  to  the  Civil 
Air  Surgeon,  Federal  Aviation  Agency,  Washing- 
ton 25,  D.  C. 

Designation  as  an  aviation  medical  examiner 
will  qualify  the  designee  to  examine  both  Class  II 
(commercial)  and  Class  III  (student  and  private) 
airmen,  including  control  tower  operators.  Instruc- 
tions concerning  the  required  procedures,  stand- 
ards, and  equipment  will  be  supplied  to  those  who 
apply. 

Since  commercial  and  airline  transport  pilots 
have  always  been  required  to  obtain  examinations 
from  specifically  selected  physicians,  there  are  pres- 
ently some  2,000  aviation  medical  examiners  pre- 
viously designated  and  located  throughout  the 
country.  Expanding  aviation  activities  will  result 
in  a continuing  need  for  additional  examiners. 
There  are  at  present  some  400,000  active  civil  air- 
men of  whom  approximately  240,000  are  exam- 
ined each  year. 


PATRONIZE  JOURNAL  ADVERTISERS 


COMPREHENSIVE 
OLD  AGE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
bone  metabolism 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B,,  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • 
Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 
25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  lot.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 
30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPOa)  35  mg. 
• Phosphorus  (as  CaHP04)  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • 
Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 
(as  Mn02)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 
1 mg.  • Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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BOOK  REVIEWS 


A TRAJ'ELER’S  GUIDE  TO  GOOD 
HEAETH  by  Colter  Rule,  Doubleclay  & 

Company,  Inc.  Garden  City,  X.  Y.,  1960 

Travel  is  so  easy  and  frecjuent  today  and  tbe 
talk  about  it  so  extensive,  most  of  us  are  fairly 
well  oriented  in  travel  techniques  before  starting 
out.  Xot  only  are  travel  agents  helpful  in  a thou- 
sand small  ways  but  travel  literature  and  guide- 
lx)oks  contain  many  helpful  hints. 

For  these  reasons  I found  this  book,  in  essence, 
no  more  than  a home  medical  guide  with  some 
travel  applications.  To  be  sure,  the  usual  immuni- 
zation schedules  are  included  as  well  as  advice  on 
the  care  of  tired  feet,  but  I am  not  convinced  that 
in  an  emergency,  one  needs  to  know  how  to  cry  out 
for  help  in  French,  German  or  Italian. 

Charles  Potter,  m.d. 

MASTER  YOUR  TEXSIOXS  AXD  EX  JOY 
LIJ'IXG  AGAIX  by  George  S.  Stevenson, 
iM.D.  and  Harry  IMilt.  Prentice-Hall  Inc.,  En- 
glewood Cliff,  X.  J.  1959.  $4.95 

This  is  a book  for  the  layman.  The  necessary 
oversimplification  does  not  prevent  the  presenta- 
tion of  many  ideas  designed  to  help  those  whose 
tensions  arouse  overpowering  emotional  reactions. 

The  implication  in  the  title  that  tensions  per  se 
are  a foe  of  successful  and  therefore  enjoyable  life, 
is  corrected  in  the  text  and  by  stressing  the  key- 
work  Master  in  the  title.  Hention  is  made  of  the 
athlete  in  competitive  sports  who  seeks  tension 
producing  situations,  and  this  might  be  extended 
to  include  all  enterprising  leaders. 

.\n  introductory  chapter  titled  This  Shook  Up 
. Ige,  points  out  that  although  our  physical  security 
is  in  many  ways  greater  than  ever  before,  psycho- 
logical security  is  compromised  by  the  constant 
challenging  of  our  deepest  faiths,  the  constant 
movements  by  which  we  find  ourselves  in  strange 
environments  for  from  the  “home”  feeling  of  well- 
proven  secure  surroundings,  the  rapid  changes  in 
knowledge  and  mores  which  lead  to  conflicting 
demands. 

Xext  is  a chapter  defining  tension  and  its  causes, 
the  “fight  or  flight”  reactions  to  threats  to  our 
physical  or  psychological  security.  Following  this 
is  a discussion  concerning  anxiety,  the  anticipation 


of  possible  future  threats  with  doubts  as  to  our 
ability  to  meet  these  anticipated  threats. 

After  the  above  introduction  the  main  theme 
emerges  in  discussions  of  self-diagnosis  and  self- 
application of  methods  of  alleviation  of  tensions. 
First  is  an  outline  of  self -questioning  to  determine 
the  degree  to  which  our  own  tensions  are  handled 
in  a less  than  optional  manner.  Perhaps  the  errors 
inherent  in  self-diagnosis  are  not  so  important  here, 
in  that  the  eight  following  chapters,  each  discussing 
under  a slogan  methods  for  the  alleviation  of  ten- 
sion. may  be  universally  beneficial,  or  lead  to  pro- 
fessional help  where  needed.  The  slogans  are  Talk 
it  out,  Escape  for  Awhile,  Take  Oue  Thing  at  a 
Time,  Get  Rid  of  “Your  anger,”  Curb  the  Super- 
man Urge,  Take  a Positive  Step  Eorivard,  Do 
Something  for  Somebody  Else,  Knock  Down  the 
Barb  lUire  Fences. 

The  third  and  concluding  section  of  the  book  is 
headlined  Hozu  to  Avoid  Tension  Building  Situa- 
tions. It  seems  to  me  that  the  word  “Handle”  in 
place  of  “Avoid”  would  better  describe  the  text 
that  follows.  Two  chapters  are  devoted  to  two  basic 
emotional  needs  of  children ; love  and  discipline, 
and  what  the  proper  providing  of  these  needs  can 
do  for  the  parents.  At  the  onset  it  is  recognized 
that  children  are  human,  are  not  saints,  can  be 
“horrible”  as  well  as  wonderful.  Parental  love  is 
fortunately  instinctive,  but  can  be  readily  weak- 
ened by  parental  ego  weakness,  by  substitution  of 
a desire  for  admired  ratber  than  loved  children  so 
that  parental  ego  will  be  bolstered.  Children  can 
well  tolerate  criticism  of  their  errors,  scolding  for 
their  misdeeds  and  punishment  for  misbehavior, 
as  long  as  they  can  feel  that  these  things  are  tem- 
porary and  related  only  to  the  immediate  situation, 
that  the  firm  love  that  brings  moderation  and  con- 
sistency to  their  disciplining  remains,  no  matter 
what  they  have  done.  Such  an  unselfish  love  can 
even  weather  the  turbulent  adolescent  breaking 
away  period,  when  the  ])arents  may  become  tbe 
lightning  rod  for  highly  charged  resentments  and 
disturbances  of  this  period  because  love  makes 
them  the  only  safe  outlet. 

A chapter  on  job  tensions,  stressing  tbe  impor- 
tance of  human  values  in  interpersonal  job  rela- 
tionships, and  a chapter  well  titled  Marriage  and 
Common  Sense  ending  with  the  advice  Don’t  look 
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for  Heaven  in  Marriage — Look,  and  leork,  for  a 
good  and  happy  married  life,  complete  the  hook. 

The  value  of  this  book  lies  in  its  easily  under- 
standable, “common  sense’’  apjiroach  to  problems 
all  must  face  in  their  own  inevitable  self  analysis. 
Included  are  precautions  that  professional  help 
should  he  sought  where  emotional  reactions  are  too 
overpowering  or  where  types  of  reaction  suggest 
thinking  too  far  removed  from  reality.  I’erhaps  it 
should  he  read  particularly  by  young  parents  and 
by  teachers,  whose  mishandling  of  their  own  ten- 
sions mav  have  adverse  effects  on  the  succeeding 
generation. 

C.  J.  Hutchinson,  m.d. 

CURREXT  THERAPY— \9m.  Edited  by  How- 
ard F.  Conn,  M.D.  Wh  B.  Saunders  & Co.,  Phil., 
1960.  $12.00 

This  is  an  annual  review  of  therapeutic  measures 
which  allows  today’s  doctor  of  medicine  to  ride  the 
tide  in  the  flood  of  therapeutic  literature.  It  is  in  its 
12th  edition  and  represents  a completely  new  one 
rather  than  a revision  of  the  old. 

The  roster  of  contributors  is  an  impressive  list 
of  eminent  authorities  from  various  parts  of  the 
United  States  of  America,  Canada  and  includes 
two  from  India. 

The  book  is  in  large  folio,  definitely  not  pocket 
size  and  is  not  meant  for  reading  through  at  least 
not  in  the  mind  of  the  present  reviewer.  Rather  it 
is  an  excellent  reference  book  reflecting  the  con- 
cepts of  therapy  in  a wide  cinemascopic  view  of 
practically  every  known  disease  in  the  year  A.D. 
1960.  It  will  have  special  interest  for  Rhode  Island 
physicians  in  the  articles  sulimitted  by  two  of  their 
colleagues  in  the  dermatology  section  : Herpes  sim- 
plex by  Arthur  B.  Kern  and  Diseases  of  the  nails 
by  Francesco  Ronchese. 

Unfortunately,  it  cannot  appeal  to  everyone 
because  while  it  is  timely,  it  is  not  timeless.  Yes- 
terday’s medicine  is  so  often  outmoded  by  today’s 
that  no  doubt  with  the  fast  moving  age  of  atoms 
and  electrons,  today’s  medicine  may  not  find  itself 
wholly  acceptable  tomorrow.  Albeit,  the  physician 
can  make  use  of  the  present  volume  at  least  until 
the  1961  edition  and  then  commit  its  1960  confrere 
to  history. 

Jeannette  F.  Viual,  m.d. 

SMOKING  AND  HEALTH  by  Alton  Ochsner, 

M.D.  Julian  Messner,  Inc.,  N.  Y.,  1959.  $3.00 

In  this  small  volume.  Doctor  Ochsner,  distin- 
guished surgeon  and  teacher,  has  presented  many 
of  the  more  striking  facts  and  figures  which  dem- 
onstrate the  damage  to  human  health  caused  by  the 
use  of  tobacco.  He  can  speak  with  great  authority. 
As  a skillful  thoracic  surgeon  he  has  become  so 


tragically  familiar  with  the  ever-increasing  fatal 
results  of  bronchogenic  carcinoma  that  he  is  will- 
ing to  speak  and  write  most  emphatically  on  its 
demonstrated  relationship  to  its  principal  cause,  the 
smoking  of  cigarettes.  With  much  of  the  material 
in  the  hook  the  medical  profession  is  familiar,  and 
there  are  few  doctors  unwilling  to  admit  this  causal 
relationship  whether  or  not  they  continue  to  smoke. 

The  book  is  obviously  written  for  the  general 
public  and  can  be  highly  recommended.  Were  Doc- 
tor Ochsner  to  rewrite  it,  this  reviewer  believes 
that  he  would  place  more  emphasis  on  the  chronic 
bronchiolitis  and  resulting  obstructive  emiihysema 
which  appears  to  the  internist  to  be  as  lethal  an 
eff'ect  of  long-term  inhalation  of  cigarette  smoke  as 
is  pulmonary  carcinoma.  The  harmful  effect  of 
tobacco  on  cardiovascular  and  gastric  conditions  is 
well  presented. 

Finally,  the  author  points  out  the  terrible  respon- 
sibility of  the  tobacco  industry  with  its  six-million- 
dollar  yearly  business  (and  its  $2,500,000,000 
yearly  contribution  in  taxes  to  the  government). 
Considering  the  government’s  own  indictment, 
through  the  U.  S.  Public  Health  Service,  of  ciga- 
rette smoking  as  a cause  of  lung  cancer,  this  is  not 
a pretty  picture. 

Alex.  M.  Burgess,  m.d. 


I.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

5 North  Union  Street  Pawtucket,  R.  1. 

SHELDON  BUILDING 

7 Registered  Pharmacists 

Pharmacy  License  5^226 


Butterfield's 
DRUG  STORE 

CHARLES  BUTTERFIELD,  Ph.  G. 
Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 

Pharmacy  License  #193 
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SUMMARY  OF  PUBLIC  HEALTH  LEGISLATION 
IN  RHODE  ISLAND,  I960 

concluded  from  page  461 

gate  drug  prices  in  Rhode  Island ; a study  of  the 
employment  problems  of  the  workers  in  the  50-60- 
year  age  group  ; an  increase  in  the  number  of  med- 
ical examiners ; a bill  for  a commission  to  study 
hospital  charges  and  Blue  Cross  rates ; and  several 
workmen's  compensation  proposals,  including  one 
eliminating  the  stated  allowances  for  hospital  and 
medical  allowances,  and  one  making  deafness  a 
compensible  injury. 


N.  E.  POSTGRADUATE  ASSEMBLY 
CANCELED 

The  Committee  on  Medical  Education  of  the 
Massachusetts  Medical  Society  at  its  meeting  on 
June  7 decided  to  omit  the  New  England  Post- 
graduate Assembly  for  I960. 

The  1961  New  England  Postgraduate  Assembly 
will  be  held  at  the  Statler-Hilton,  November  7,  8 
and  9.  Committee  meetings  will  begin  in  the  fall, 
at  which  time  you  w'ill  be  notified. 


BENEFIT  PAYMENTS  BY  INSURANCE  COMPANIES 
During  the  first  three  months  of  1960  some  $767  million  in  health  insurance  benefits  were 
received  by  Americans  from  the  nation’s  insurance  companies.  This  was  an  increase  of  more  than 
10  per  cent  over  the  same  period  in  1959.  A distribution  of  benefits  according  to  type  of  coverage 
for  the  first  three  months  of  1959  and  1960  follows ; 

3 months  3 months 


1960 

1959 

% Increase 

Type  of  Coverage 

(in  millions  of  dollars) 

Hospital  Expense* 

$303 

$274 

10.6% 

Surgical  Expense* 

102 

98 

4.1 

Regular  Medical  Expense 

29 

26 

11.5 

Major  Medical  Expense 

99 

76 

30.3 

Loss  of  Income** 

234 

777 

5.4 

TOTAL 

$767 

$696 

10.2% 

*Excludes  benefits  for  hospital  and  surgical  expenses  received  by  major  medical  e.xpense  policyholders. 
**Includes  accidental  death  and  dismemberment  benefits. 


ERROR  in  Telephone  Directory  Listing 
The  Telephone  Company  has  listed  erroneously 
in  its  Classified  Directory  under  Osteopathic  Physicians 
JOHN  B.  THAYER,  M.D. 
of 

418  Angell  Street,  Providence 

Doctor  Thayer  is  a graduate  of  Tufts  University  Medical  School,  and 
he  is  a member  of  the  active  staff  of  Rhode  Island  Hospital. 
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SCHEDULE  OF  FUTURE  MEETINGS 
(Mark  your  calendar  tiotv  for  the  dates  applicable  to  you) 


Monday,  September  5.  Labor  Day. 

W ednesday , September  14.  Annual  Meeting 
and  Golf  Tournament  of  the  Providence 
Medical  Association.  Newport  Country 
Club  and  Shamrock  Cliff  Hotel,  Newport 
(1:00-10:00  p.m.). 

Monday,  September  19.  Meeting  of  the 
Council,  Rhode  Island  Medical  Society, 
Hope  Club,  Providence  (6:00  p.m.). 

Wednesday,  September  28.  House  of  Dele- 
gates, Rhode  Island  Medical  Society, 
Medical  Library  (8:00  P.M.). 

Monday,  October  3.  Providence  Medical 
Association  meeting.  CPC,  Medical  Li- 
brary (8:30  P.M.). 

Monday-Satiirday , October  10-13.  American 
College  of  Surgeons  meeting,  San  Fran- 
cisco, California. 

\\' ednesday , October  12.  Columbus  Day. 

W'ednesday,  October  19.  Gerber  Oration. 
Miriam  Hospital  (8:30p.m.). 

Wednesday,  October  26.  Council  of  New 
England  Medical  Societies,  Statler  Hotel, 
Boston  ( afternoon ) . 

Wednesday,  November  2.  Kenney  Clinic 
Day.  Memorial  Hospital,  Pawtucket  (all 
day). 


Monday,  November  7.  Providence  Medical 
Association  meeting.  Medical  Library 
(8:30  P.M.).  Speaker:  Mark  Altschule, 

M.D. 

Wednesday,  November  9.  Interim  Meeting, 
Rhode  Island  Medical  Society,  Squantum 
Club,  East  Providence  (3:00-10:00  p.m.). 

Friday,  November  11.  Armistice  Day. 

Monday,  November  14.  Meeting  of  Council, 
Rhode  Island  Medical  Society,  Hope  Club, 
Providence  (6:00  p.m.). 

Thursday-Friday,  November  17-18.  College 
of  Physicians,  Regional  meeting,  Boston. 

Thursday,  November  24.  Thanksgiving  Day. 

Tuesday,  November  29-Friday,  December  2. 
Clinical  Session  of  the  American  Medical 
Association,  Washington,  D.  C. 

Monday,  December  3.  Providence  Medical 
Association  meeting.  Medical  Library 
(8:30  P.M.). 

Saturday,  Dece tuber  10.  Annual  Dinner- 
Dance.  Woman’s  Auxiliary  to  the  Rhode 
Island  Medical  Society  (evening). 

Monday,  January  9,  1961.  Annual  Meeting 
of  the  Providence  Medical  Association, 
Medical  Library  (8:30  P.M.). 


Slow  it 
down  with 

SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 

(reserpine  ciba)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 
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II 


in  chronic  alcoholics  • Compazine® 

brand  of  prochlorperazine 


reduces  the  urge  to  drink — by  controlling  the  anxieties  and  frustrations 
from  which  patients  seek  escape  in  alcohol.  On  ‘Compazine’,  patients  become 
more  amenable  to  counseUmg,  and  therapy  may  be  continued  with 
remarkable  safety  . . . for  months,  if  necessary. 
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Co-Pyronil  keeps  most  allergic  patients 

symptom-free  around  the  clock 

Each  Pulvule®  Co-Pyronil  contains:  Hist3<dyl 25  mg. 

a fast-acting  antihistaminic 

Pyronil® 15  mg. 

a long-acting  antihistaminic 

Clopane®  Hydrochloride . . 12.5  mg. 

a sympathomimetic 

Usual  Dosage:  2 or  3 Pulvules  daily.  Also  available  as  Suspension  and  Pediatric  Pulvules. 


Co-Pyronil®  {pyrrobutamine  compound.  Lilly) 
Histadyl®  (thenylpyramine,  Lilly) 
Pyronil®  (pyrrobutamine,  Lilly) 
Clopane®  Hydrochloride  (cyclopentamine  hydrochloride,  Lilly) 

ELI  LILLY  AND  COMPANY  • I NDIANAPOLIS  6.  I NDI  ANA,  U.  S.  A. 


when  pollens  harry  the  nnwary 


antihistaminic-antispasmodic 


gites  prompt,  comprehensive  relief 

In  hay  fever,  BENADRYL  provides  simultaneous, 
dual  control  of  allergic  symptoms.  Nasal  congestion, 
lacrimation,  sneezing,  and  related  histamine  reac- 
tions are  effectively  relieved  by  the  antihistaminic 
action  of  BENADRYL.  At  the  same  time,  its  anti- 
spasmodic  effect  alleviates  bronchial  and  gastro- 
intestinal spasms.  This  duality  of  action  makes 
BENADRYL  valuable  throughout  a vv'ide  range  of 
allergic  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydrochloride, 
Parke-Davis)  is  available  in  a variety  of  forms  including:  Kap- 
seals,®  50  mg.  each;  Kapseals,  50  mg.,  with  ephedrine  sulfate, 
25  mg.;  Capsules,  25  mg.  each;  Elixir,  10  mg.  per  4 cc.;  and  for 
delayed  action,  Emplets,®  50  mg.  each.  For  parenteral  therapy, 
BENADRYL  Hydrochloride  Steri-Vials,®  10  mg.  per  cc.;  and  Am- 
poules,  50  mg.  per  cc. 

PARKE-DAVIS 

PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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y^nd No  DollarN  Year,  Either! 

Behind  Physicians  Service  is  a board  of  directors  made  up  of  laymen  and 
doctors.  All  of  them  are  outstanding  men  in  our  State.  They  plan  the  surgical 
benefits  to  be  administered  to  over  half  a million  Rhode  Island  members. 

Physicians  Service  is  run  like  a business,  because  that’s  what  it  is.  Created 
by  legislative  authority,  the  board  of  directors  sits  — as  does  any  similar 
group  in  industry  — to  direct  policies  and  keep  things  running  smoothly. 

There  is  a difference,  however:  these  directors  serve  without  pay.  They 
give  voluntarily  of  their  time  and  fulfill  their  duties  as  conscientiously  as 
if  they  were  earning  high  salaries. 

These  men  serve  willingly  without  pay  because  Physicians  Service  is  a 
community  project.  It  is  a non-profit  organization.  It  was  created  to  help 
prepay  the  costs  of  surgical,  medical,  or  obstetrical  care.  It  provides  for 
medical  visits  in  the  hospital  and  covers  surgery  in  your  home,  doctor’s 
office  or  the  hospital. 

How  well  this  board  operates  in  the  public  interest  is  shown  by  these  two 
facts:  1.)  The  Rhode  Island  Physicians  Service  Plan  has  the  greatest  per- 
centage of  persons  covered  of  any  state  in  the  union;  2.)  It  operates  more 
economically  than  any  other  plan. 

From  this  firm  basis  have  come  extensive  benefits.  In  addition,  the  directors 
of  Physicians  Service  pledge  to  continue  to  offer  new  benefits  whenever 
studies  prove  they  are  needed  and  are  economically  feasible. 


Better  Health  Care  for  More  People  Through 

Physicians  Service 


T T TTT 
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clinically  proven  efficacy 

in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  I.  disorder. 


86  PATIENTS  21  PATIENTS  31  PATIENTS  62  PATIENTS  103  PATIENTS 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate— widely  accepted  tranquilizer 
and 

PATHILON  tridihexethyl  chloride — antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications:  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Two  available  dosage  strengths  permit  adjusting  therar 
to  the  G.l.  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobam;, 
25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . . 

PATHIBAMATE-400  Tablets:  400  mg.  of  meprobam. ; 

25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
t.i.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamates 

meprobamate  with  PATHILON®tridihexethyl  chloride  Lederle 


'Unically  proven  safety 


! efficacy  of  PATHIBAMATE  has  been  confirmed 
lically  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
ic,  spastic  and  irritable  colon,  ileitis,  esophageal 
sm,  anxiety  neurosis  with  gastrointestinal  symp- 
is,  and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationf  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months.*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 


SIDE  EFFECTS 

TRIDIHEXETHYL 

lODIDEt 

MEPROBAMATE 

TRIDIHEXETHYL 

lODIDEt 

METHANTHELINE 

BROMIDE 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH 

1% 

5% 

72% 

46% 

5% 

STOMATITIS 

1% 

0% 

28% 

14% 

0% 

VISUAL  DISTURBANCES 

0% 

0% 

50% 

34% 

1% 

URINARY  RETENTION 

0% 

0% 

18% 

11% 

1% 

DROWSINESS 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 

OR  SURGERY 

HEMORRHAGE 

0% 

9% 

3% 

9% 

10% 

PERFORATION 

0% 

0% 

0% 

6% 

0% 

OPERATION 

0% 

5% 

5% 

14% 

2% 

RECURRENCES 

NONE 

28% 

23% 

25% 

17% 

26% 

FEWER  AND  MILDER 

67% 

62% 

52% 

37% 

24% 

SAME  OR  MORE 

5% 

15% 

23% 

46% 

50% 

water,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

THILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
:ort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

wtrol  the  tension — treat  the  trauma 
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DESITIN 

OINTMENT 


to  help 

restore  essentials  , 
for  comfort 
and  health 


in  the 

DESITIN  OINTMENT  maintains  the  normal 
balance  of  vitamins  A and  D and  unsaturated 
fatty  acids  (from  high  grade  Norwegian  cod 
liver  oil)  essential  to  skin  integrity.  Desitin 
Ointment  soothes,  protects,  lubricates;  aids 
tissue  repair  in . ..rash  and  excoria- 
tion due  to  incontinence;  senile 
dryness  and  itch,  eczemas,  ex- 
ternal ulcers,  stasis  dermatitis 

samples  available  from 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 


\THE  ORIGINAL  potassium phenetliicillin 

SYNCILLIN 


(POTASSIUM  PENIGILLlN-152) 


higher  peak  blood  levels  orally 

than  with  oral  penicillin  Y or  intramuscular  penicillin  6 


A dosage  form  to  meet  the  individual 
requirements  of  patients  of  all  ages  in  home, 
office,  clinic,  and  hospital: 

Syncillin  Tablets—f  50  mg — Syncillin  Tablets — 125  mg. 
Syncillin  for  Oral  Solution —60  ml,  bottles— when  reconstituted, 

125  mg.  per  5 ml. 

Syncillin  Pediatric  Drops  —1.5  Gm . bottles.  Calibrated  dropper 

delivers  125  mg. 


Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  official  circular  accompanying  each  package. 

BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK  ((bristoi* 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Wherever  you  go 
forget  your  telephone 
calls.  We^ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


she  calls  It  “nervous  indigestion" 


diagnosis:  a wrought-up  patient  with  a functional 
gastro-intestinal  disorder  compounded  by  inade- 
quate digestion,  treatment:  reassurance  first,  then 
medication  to  relieve  the  gastric  symptoms,  calm 
the  emotions,  and  enhance  the  digestive  process, 
prescription:  new  Donnazyme— providing  the  mul- 
tiple actions  of  widely  accepted  Donnatal®  and 
Entozyme®— two  tablets  t.i.d.,  or  as  necessary. 


Each  Donnazyme  tablet  contains 
—In  the  gastric-soluble  outer  layer:  Hyoscyamine 
sulfate,  0.0518  mg.;  Atropine  sulfate,  0.0097  mg.; 
Hyoscine  hydrobromide,  0.0033  mg.;  Phenobarbi- 
tal  (Vs  gr.),  8.1  mg.;  and  Pepsin,  N.  F.,  150  mg. 
In  the  enteric-coated  core:  Pancreatin,  N.  F.,  300 
mg.,  and  Bile  salts,  150  mg. 


ANTISPASMODIC  - SEDATIVE  • DIGESTANT 

DONNAZYME 


A.  H.  ROBINS  COMPANY,  INCORPORATED  • RICHMOND  20,  VIRGINIA 
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THE  WASHINGTON  SCENE 

A Report  Issued  by  the  Washington  Office  of  the  American  Medical  Association 


CONGRESS  RETURNED  TO  WORK  this  month  to  take 
up  its  unfinished  business,  including  the  con- 
troversial issue  of  health  care  for  the  aged,  an 
atmosphere  dominated  by  election-year  politics. 

The  three  or  four  week,  tag-end  session  of  Con- 
gress loomed  as  one  of  the  most  important  meet- 
ings in  the  past  decade  as  far  as  possible  impact  on 
the  medical  profession  is  concerned. 

The  lawmakers  are  slated  to  decide  whether  to 
embark  the  Federal  government  on  a course  that 
could  threaten  the  private  practice  of  medicine,  or 
to  adopt  a voluntary  program  that  would  pose  no 
such  danger. 

The  omnibus  social  security  bill  approved  by  the 
House  Ways  and  Means  Committee  was  easily 
cleared  by  the  House,  381  to  23.  and  sent  to  the 
Senate  Finance  Committee,  which  held  two  days 
of  hearings.  The  measure  contained  a voluntary, 
federal-state  program  for  assisting  needy  aged 
persons  meet  their  health  care  costs.  Both  the  ad- 
ministration and  the  American  Medical  Associa- 
tion endorsed  the  House  measure  as  in  keeping 
with  the  concept  of  giving  the  states  prime  respon- 
sibility for  helping  their  citizens,  for  aiding  those 
who  are  most  in  need  of  help,  and  for  avoiding  the 
compulsory  aspects  of  health  plans  involving  the 
social  security  mechanism. 

It  would  he  up  to  each  state  to  decide  whether  it 
participates  in  the  program.  The  extent  of  partici- 
pation— the  number  of  benefits  offered  to  older 
persons — also  would  be  at  the  option  of  individual 
states. 

The  states  would  determine  the  eligibility  of 
older  persons  to  receive  benefits  under  the  pro- 
gram. However,  the  legislation  laid  down  a general 
framework  for  eligibility:  persons  65  years  and 
older,  whose  income  and  resources — taking  into 
account  their  other  living  requirements — are  insuf- 
ficient to  meet  the  cost  of  their  medical  care. 

The  program  couldn’t  become  effective  until 
July  1,  1961.  Before  putting  such  a program  into 
effect,  a state  would  have  to  submit  to  the  Federal 
government  a plan  meeting  the  general  require- 
ments outlined  in  the  legislation. 

The  program  would  be  financed  jointly  by  the 
Federal  and  state  governments.  Federal  grants 
would  have  to  be  matched  by  participating  states 


on  the  same  basis  as  under  the  present  old-age 
assistance  formula. 

States  could  elect  to  provide,  with  Federal  finan- 
cial aid,  any  or  all  of  the  following  benefits  : 

1)  Inpatient  hospital  services  up  to  120  davs 
per  year;  2)  skilled  nursing-home  services;  3) 
physicians’  services ; 4)  outpatient  hospital  serv- 
ices; 5)  organized  home  care  services;  6)  private 
duty  nursing  sendees;  7)  therapeutic  services;  8) 
major  dental  treatment;  9)  laboratory  and  X-ray 
services  up  to  $200  per  year,  and  10)  prescribed 
drugs  up  to  $200  per  year. 

The  committee  put  a $325  million  price  tag  on 
the  program  for  the  first  full  year  of  operation — 
$185  million  Federal  and  $140  million  state.  How- 
ever, this  estimate  could  hardly  be  more  than  an 
educated  guess  of  sorts.  The  actual  cost  would 
depend  upon  unpredictable  factors — how  many 
states  would  participate,  how  many  benefits  they 
would  offer,  and  how  many  older  persons  would 
qualify  and  what  services  they  would  require. 

The  committee  estimate  was  based  on  between 
500,000  and  one  million  older  persons  a year  re- 
ceiving health  services  under  the  program.  If  all 
states  participated  fully,  the  committee  said,  poten- 
tial protection  would  be  provided  as  many  as  ten 
million  aged  whose  financial  resources  are  so  lim- 
ited that  they  would  qualify  in  case  of  serious  or 
extensive  illness. 

Payments  under  the  program  would  go  directly 
to  physicians  and  other  providers  of  medical,  hos- 
pital and  nursing  services. 

In  addition  to  the  federal  grants  for  the  “medi- 
cally indigent,’’  about  $10  million  more  in  federal 
funds  would  be  authorized  for  payment  to  states 
for  raising  the  standards  of  medical  care  benefits 
under  present  public  assistance  programs  for  older 
persons. 

The  approach  of  the  Mills  program  was  similar 
to  that  of  Point  2 of  the  American  iMedical  Asso- 
ciation’s eight-point  program  for  health  care  of  the 
aged.  Point  2 stated  that  the  A.M.A.  supports  fed- 
eral grants-in-aid  to  states  “for  liberalization  of 
existing  old-age  assistance  programs  so  that  the 
near-needy  could  he  given  health  care  without  hav- 
ing to  meet  the  present  rigid  requirements  for 
indigency.’’  Such  a liberalized  definition  of  eligi- 
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For  topical  infections, 

choose  a ‘B.  W.  & Co.” ‘SPORIN’. . . 


Combines  the  anti- 
inflammatory effect 
of  hydrocortisone  with 
the  comprehensive 
bactericidal  action 
of  the  antibiotics. 


Each  gram  contains;  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 


Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg.  in  a special  petrolatum  base. 


POLYSPORIN 

brand  ANTIBIOTIC  OINTMENT 


J ® Offers  combined  anti- 
biotic action  for  treating 
conditions  due  to  suscep- 
tible organisms  amenable 
to  local  medication. 


Each  gram  contains: 

‘Aerosporin’®  brand  Zinc  Bacitracin 500  Units 

Polymyxin  B Sulfate 10,000  Units  in  a special  petrolatum  base. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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bility  should  be  determined  locally,  the  A. ALA. 
said. 

Approval  of  the  Alills  plan  by  the  committee 
marked  a sharp  setback  for  organized  labor  lead- 
ers. But  they  continued  their  all-out  pressure  cam- 
paign in  an  effort  to  get  Congressional  approval  of 
Forand-type  legislation  that  would  use  the  Social 
Security  system  to  provide  hospitalization  and 
medical  care  for  the  aged.  After  being  defeated  in 
the  Ways  and  Aleans  Committee,  labor  union  lead- 
ers and  other  supporters  of  Forand-type  legislation 
directed  their  major  efforts  to  trying  to  get  the 
Senate  to  substitute  the  Social  Security  approach. 

A vote  by  the  Finance  Committee,  headed  by 
Sen.  Harry  F.  Byrd  (D.,  Va.),  was  scbeduled 
shortly  after  the  Senate  resumed  operations  in 
August.  Whatever  action  the  Committee  took, 
however,  proponents  of  schemes  such  as  the 
Forand  bill  to  provide  a compulsory,  federal  med- 
ical program  promised  a determined  ffght  on  the 
floor  of  the  Senate. 

In  the  event  Congress  should  approve  a govern- 
ment medicine  plan,  opponents  were  counting  on  a 
Presidential  veto  to  kill  the  measure.  The  Chief 
Executive  repeatedly  has  asserted  in  strong  lan- 
guage his  all-out  opposition  to  any  compulsor}- 
plan  for  health  care  financing. 

At  the  Senate  Finance  Committee  hearing,  Ar- 
thur S.  Flemming,  Secretary  of  Health,  Education 
and  Welfare,  renewed  the  Administration’s  flat 
stand  against  the  social  security  avenue  to  financ- 
ing health  costs.  Such  a plan,  he  said,  would  inevit- 
ably lead  to  pressures  for  expanding  the  benefits 
and  lowering  or  eliminating  the  age  requirement. 
Under  such  circumstances,  a 15  per  cent  or  20  per 
cent  social  security  payroll  tax  would  not  be  too 
far  off,  he  said.  “W'e  believe  it  is  unsound  to  assume 
that  revenue  possibilities  from  a payroll  tax  are 
limitless.” 

Doctor  Leonard  W.  Larson,  president-elect  of 
tbe  American  Aledical  Association,  told  the  Com- 

josEPH  L McDonald  & son,  inc. 

Registered  Pharmacists 

Corner  of  Lloyd  and  Elmgrove  Avenues 

TELEPHONE  PL  1-7523 

Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 
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mittee  the  House  bill  is  the  “antithesis  of  the  cen- 
tralized, socialized,  statist  approach  of  the  pro- 
posals advocating  national  compulsory  health 
insurance.” 

“To  those  critics  who  call  this  program  modest, 
we  say  that  fiscal  irresponsibility,  unpredictable 
cost  and  maximum  nationalization  are  not  the 
accepted  criteria  for  good  legislation,”  he  testified. 

A spokesman  for  the  insurance  industry  pointed 
out  “giant  strides”  made  by  private  health  insur- 
ance in  recent  years  in  covering  aged  persons.  E.  J. 
Faulkner  declared  that  one  of  the  most  prevalent 
and  erroneous  assumptions  on  the  matter  is  that 
most  of  the  aged  aren’t  able  to  contribute  to  financ- 
ing their  own  health  care  costs. 

The  Social  Security  health  bills,  he  said,  “would 
impair  or  destroy  the  private  practice  of  medicine, 
would  add  immeasurably  to  our  already  crushing 
tax  burden,  would  aggravate  our  severe  public 
fiscal  problems,  and  would  entail  other  undesirable 
consequences.” 

In  other  testimony,  the  AFL-CIO  again  urged 
enactment  of  a Social  Security  health  bill ; the 
American  Optometric  Association  and  the  Inter- 
national Chiropractors  Association  urged  that 
health  benefits  included  in  any  bill  include  the  serv- 
ices of  osteopaths  and  chiropractors,  respectively. 

On  another  legislative  proposal  of  interest  to 
the  medical  profession — the  Keogh-Simpson  bill 
— a Senate  debate  was  scheduled  this  month.  Sen. 
Gordon  Allott  (R.,  Colo.)  said  in  a Senate  speech 
that  “I  believe  that  this  legislation  will  have  the 
overwhelming  support  of  this  body.” 

The  bill,  which  would  encourage  retirement  sav- 
ings by  the  self-employed  such  as  lawyers,  small 
businessmen  and  physicians,  has  already  been  ap- 
proved by  the  House.  The  Senate  bill,  voted  by 
the  Senate  Finance  Committee,  would  require  par- 
ticipating self-employed  to  establish  retirement 
plans  for  their  employees. 

Also,  among  the  changes  in  the  Social  Security 
program  called  for  in  the  catch-all  bill  approved 
by  the  Ways  and  Aleans  Committee  was  one  that 
would  provide  compulsory  coverage  under  the 
system  for  doctors. 

About  150,000  self-employed  physicians  would 
be  covered  by  Social  Security  on  the  same  basis  as 
lawyers,  dentists  and  other  self-employed  profes- 
sional people  now  are  covered.  Becoming  effective 
for  taxable  years  ending  on  Dec.  31,  1960,  or  June 
30,  1961,  self-employed  physicians  would  be  re- 
quired to  pay  a Social  Security  tax  of  4^2  per  cent 
of  the  first  $4,800  of  income.  Physicians  also  would 
be  subject  to  the  automatic  increases  in  the  Social 
Security  tax  in  future  years. 

Aledical  and  dental  interns  would  be  covered  for 
the  first  time  also. 
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a promise  fulfilled 


All  corticosteroids  provide  symptomatic  control  in  rheumatoid  arthritis,  inflammatory  derma- 
toses, and  bronchial  asthma.  They  differ  in  the  frequency  and  severity  of  side  effects.  Introduced 
in  1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efficacy  and  relative  safety. 


Physicians  today  recognize  that  the  promise  has  been  fulfilled  ...  as  evidenced  by  the  high  rate 
of  refilled  Aristocort  prescriptions. 


istoeo 


Triamcinolone 


LEDERLE 


rid«i)I>EDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


NEWPORT  COUNTY  MEDICAL  SOCIETY 

regular  meeting  of  the  Newport  County 
Medical  Society  took  place  on  July  6,  at 
Christie’s  Restaurant,  with  Doctor  Jose  M.  Ramos, 
president,  presiding. 

The  guests  for  the  evening  were : Doctor  Earl 
J.  ]\Iara.  president  of  the  Rhode  Island  Medical 
Society,  Captain  Ernest  Joy,  chief  medical  officer 
of  Deslant,  and  Captain  Jesse  Suiter,  executive 
officer  of  the  Naval  Hospital. 

The  speakers  of  the  evening  were : Admiral 
Charles  E.  Weakley,  commander  of  the  Destroyer 
Forces  U.  S.  Atlantic  Fleet,  and  Captain  Joseph 
L.  Yon,  commanding  officer  of  the  Newport  U.  S. 
Naval  Hospital. 

Admiral  Weakley  spoke  on  The  Role  of  the 
Xaz'y  ill  Xational  Dejense  and  also  discussed  the 
civic  roles  played  by  the  navy  in  whatever  environ- 


QJtemofiial Sanltafiium 

Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


ment  it  found  itself. 

Captain  Yon  gave  a spirited  talk  on  the  Xeces- 
sity  of  Close  Collaboration  between  Chilian  and 
Xazvl  Medicine  in  the  Island  of  Aquidneck. 

Doctor  Mara  then  spoke  on  the  need  for  more 
enthusiasm  and  stimulus  on  the  part  of  the  District 
Medical  Societies  in  playing  more  vital  roles  in  the 
workings  of  the  Rhode  Island  Medical  Society,  and 
offered  to  naval  medicine  the  unstinted  support 
of  the  state  medical  society  in  the  collaboration 
between  civilian  and  naval  medicine. 

The  business  meeting  was  dispensed  with  due 
to  the  lateness  of  the  hour,  and  the  meeting  ad- 
journed at  10:45  p.m. 

Respectfully  submitted, 

Jose  M.  Ramos,  m.d..  President 

WOONSOCKET  DISTRICT 
MEDICAL  SOCIETY 

A special  meeting  was  held  at  the  library  of  the 
Woonsocket  Hospital  at  11  :00  a.m.  to  discuss  the 
present  epidemic  of  poliomyelitis  in  Rhode  Island, 
and  the  Society’s  co-operation  and  endorsement  of 
the  program  of  free  immunization  clinics  for  low 
income  families  and  welfare  recipients  in  the 
Woonsocket  area  as  sponsored  by  the  Providence 
Journal.  Doctor  Victor  H.  Monti,  president,  was 
in  charge  of  the  meeting. 

It  was  voted  unanimously  to  co-operate  with  the 
clinics  and  also  any  other  immunization  clinics  of 
a similar  nature  set  up  in  this  area.  The  first  clinic 
is  to  be  held  Friday,  July  22,  1960  at  the  Citizens 
Memorial  School  near  Morin  Heights.  This  clinic 
will  be  staffed  by  a specialist  with  a jet  injector  so 
that  no  local  medical  personnel  will  be  needed  at 
that  time. 

The  following  physicians  volunteered  to  give 
injections  in  this  area  on  Tuesday  or  Thursday 
evenings:  \’ictor  H.  Monti,  Ernest  L.  Dupre,  Jo- 
seph A.  Bliss,  Edward  D.  Medoff,  Robert  L.  Far- 
relly,  Cyril  Israel,  Leo  Dugan,  Alfred  E.  King, 
Jean  A.  Guay,  Auray  Fontaine,  Philip  J.  Morrison, 
Augustine  W.  Eddy  and  Paul  Cohen. 

Respectfully  submitted, 

Alton  P.  Thomas,  m.d..  Secretary 
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Naturetin 

Squibb  Benzydroflumethiazide 

NaturetincK 

Squibb  Benzydroflumethiazide  with  Potassium  Chloride 

“...a  safe  and  extraordinarily 
effective  diuretic...”^ 


Naturetin  — reliable  therapy  in  edema  and 
hypertension  — maintains  a favorable  uri- 
nary sodium-potassium  excretion  ratio  . . . 
retains  a balanced  electrolytic  pattern: 

“ . . . the  increase  in  urinary  output  occurs 
promptly . . 

“ . . . the  least  likely  to  invoke  a negative 
potassium  balance  . . . ” ^ 

. a dose  of  5 mg.  of  Naturetin  produces  a 
maximal  sodium  loss.  ’ ’ ^ 

“ an  effective  diuretic  agent  as  manifested 
by  the  loss  in  weight . . . 

“ ...  no  apparent  influence  of  clinical 

importance  on  the  serum  electrolytes 
or  white  blood  count.”® 

“ no  untoward  reactions  were  attributed 

to  the  drug.  ’ ’ 

Although  Naturetin  causes  the  least  serum 
potassium  depletion  as  compared  with  other 
diuretics,  supplementary  potassium  chloride  in 
Naturetin  c K provides  added  protection  when 
treating  hypokalemia-prone  patients;  in  con- 
ditions where  likelihood  of  electrolyte  imbal- 
ance is  increased  or  during  extended  periods 
of  therapy. 


Numerous  clinical  studies  confirm  the  effec- 
tiveness^"'® of  Naturetin  as  a diuretic  and 
antihypertensive  — usually  in  dosages  of  5 
mg.  per  day. 

■ the  most  potent  diuretic,  mg.  for  mg.— more 
than  100  times  as  potent  as  chlorothiazide 

■ prolonged  action  — in  excess  of  18  hours  ■ 
maintains  its  efficacy  as  a diuretic  and  anti- 
hypertensive even  after  prolonged  or  increased 
dosage  use  ■ convenient  once-a-day  dosage  — 
more  economical  for  patients  ■ low  toxicity  — 
few  side  effects— low  sodium  diets  not  necessary 

■ not  contraindicated  except  in  complete  renal 
shutdown  ■ in  hypertension- significant  lower- 
ing of  the  blood  pressure.  Naturetin  may  be 
used  alone  or  with  other  antihypertensive  drugs 
in  lowered  doses. 

Supplied:  Naturetin  Tablets,  5 mg.  (scored) 
and  2.5  mg.  Naturetin  c K (5  c 500)  Tablets 
(capsule-shaped)  containing  5 mg.  benzydro- 
flumethiazide and  500  mg.  potassium  chloride. 
Naturetin  c K (2.5  c 500)  Tablets  (capsule- 
shaped) containing  2.5  mg.  benzydroflumethia- 
zide and  500  mg.  potassium  _ 

chloride.  Squibb 


References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.:  Monographs  on  Therapy  5:60  (Feb.)  1960. 
2.  Stenberg,  E.  S.,  Jr.;  Benedetti,  A.,  and  Forsham,  P.  H.:  Op.  cit.  5:46  (Feb.)  1960.  3.  Fuchs,  M.;  Moyer, 
J.  H.,  and  Newman,  B.E.:  Op.  cit.  5:55  (Feb.)  1960.  4.  Marriott,  H.  J.  L.,  and  Schamroth,  L.:  Op.  cit.  5:14 
(Feb.)  1960.  5.  Ira,  G.  H.,  Jr.;  Shaw,  D.  M.,  and  BogdonofF,  M.  D.:  North  Carolina  M.  J.  21:19  (Jan.)  1960. 
6.  Cohen,  B.  M.:  M.  Times,  to  be  published.  7.  Breneman,  G.  M.,  and  Keyes,  J.  W.:  Henry  Ford  Hosp.  M.  Bull. 
7:281  (Dec.)  1959.  8.  Forsham,  P.  H.:  Squibb  Clin.  Res.  Notes  2:5  (Dec.)  1959.  9.  Larson,  E.;  Op.  cit.  2:10 
(Dec.)  1959.  10.  Kirkendall,  W.  M.:  Op.  cit.  2:11  (Dec.)  1959.  11.  Yu,  P.  N.:  Op.  cit.  2:12  (Dec.)  1959. 
12.  Weiss,  S.;  Weiss,  J.,  and  Weiss,  B.:  Op.  cit.  2:13  (Dec.)  1959.  13.  Moser,  M.:  Op.  cit.  2:13  (Dec.)  1959. 
14.  Kahn,  A.,  and  Greenblatt,  I.  J.:  Op.  cit.  2:15  (Dec.)  1959.  15.  Grollman,  A.:  Monographs  on  Therapy 
S:1  (Feb.)  1960.  'NATuftCTiN'  is  a squisb  trademark. 
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Priceless  Ingredient 


492 


RHODE  ISLAND  MEDICAL  JOURNAL 


TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTI 


BOOK  REVIEWS 


STERIC  COURSE  OE  MICROBIOLOGICAL 
REACTIONS,  edited  l)y  G.  E.  W.  ^^^olsten- 
holme  and  Cecilia  iM.  O’Connor.  Little,  Brown 
and  Company,  Boston,  1959.  $2.50 

This  study  group,  under  the  sponsorship  of  the 
Ciba  Foundation,  London,  discusses  the  most  re- 
cent developments  in  the  area  of  the  steric  course 
of  microbiological  reactions. 

The  subject  matter  is  divided  into  five  chapters 
dealing  with  an  historical  review ; the  mechanism 
of  hydrogen  transfer  with  pyridine  nucleotides ; 
the  steric  mechanisms  involved  in  the  reactions  of 
lactic  acid ; the  steric  and  molecular  specificity  of 
steroid  dehydrogenases ; and  the  steric  course 
of  some  microbiological  and  enzymic  reductions 
of  ketones.  Two  principal  technical  points  dominate 
the  book.  These  are:  (a)  the  development  of  the 
Ogston  principle  of  stereo-chemistry  and  (b)  the 
demonstration  of  an  actual  hydrogen  transfer  in 
enzymatic  reactions  involving  nicotinamide  nucleo- 
tide as  coenzyme. 

A good  deal  of  actual  laboratory  data  is  pre- 
sented. This  book  presupposes  a working  knowl- 
edge of  stereochemistry,  kinetics  and  physical- 
organic  chemistry.  It  is  designed  primarily  for 
research  workers  in  the  enzyme  field  who  are  inter- 
ested in  establishing  reaction  mechanisms. 

Although  the  text  is  excellent  for  the  purpose 
for  which  it  is  intended,  the  busy  physician  can 
more  profitably  devote  his  reading  time  to  other 
areas  more  closely  related  to  medical  practice. 

Doxald  H.  McGlory,  ph.d. 

The  TEEN-AGE  YEARS,  by  Arthur  Roth,  ^I.D. 
Douhleday  and  Co.  Inc.  Xew  York.  1960,  $3.95 

This  is  a readable,  untechnical  but  authoritative 
discussion  of  teen-age  medical  problems.  It  covers 
evervthing  from  skin  to  sex.  It  would  he  well  for 
parents  to  read  not  only  from  the  standpoint  of 
special  problems  that  come  up,  but  in  anticipation 
of  future  problems.  It  tells  the  medical  and  phys- 
ical problems  that  commonly  worry  teen-agers. 

It  can  be  read  also  by  young  people  themselves 
and  would  answer  questions  which  they  might  be 
loath  to  ask  their  parents. 

It  is  a good  book  for  doctors  of  young  people  to 


recommend  and  it  would  be  an  excellent  book  to 
have  on  the  shelves  in  public  libraries. 

Amy  E.  Russell,  m.d. 


E. 


P.  Anthony,  Inc. 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E.  JOHNSTON,  B.S. 


178  ANGELL  STREET 
PROVIDENCE,  R.  1. 
GAspee  1-2512 
Pharmacy  License  #225 


LONG-TERM  DISABILITY 
INSURANCE  WHICH  ONLY 
YOU  CAN  CANCEL 
BEFORE  AGE  70* 

is  one  of  the  necessary 
components  of  a 

CERTIFIED 
DISABILITY 
PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
his  staff  assure  the  client  that: 

His  program  "fits”  his  individual  case 

His  policies  are  the  best  that  can  be 
obtained  for  the  premiums  paid 
His  INSURABILITY  is  INSURED  (only 
HE  can  cancel) 

He  will  have  speedy  and  efficient 
assistance,  from  one  source,  when  he 
becomes  a claimant. 

•provided  you  pay  the  proper  premium  when 
due,  and  do  not  retire. 

tiaiu  ft-  DEROSIER  AGENCY 

uTire  or  32  Custom  House  St.,  Providence  3,  R.  I. 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

# no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

^ does  not  produce  ataxia,  change  in  appetite  or  libido 

^ does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 

Miltown* 

meprobomate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets ; or  as  meprotabs*—  400  mg.  unmarked,  coated  tablets. 

\^/  WALLACE  LABORATORIES /Ncu;  Brunswick,  N.  J. 
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”your 
very  good 
healtli” 


In  pediatrics  ...  in  geriatrics 
. . . and  all  the  years  between  — 
Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 
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A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 


FOREIGN  PHYSICIANS  TRAINING 
IN  U.  S.  HOSPITALS  1959-60 

Number  of  Physicians  Training  in  U.  S.  — 9,457 
from  92  countries  (1958-59:  8,392) 

(6,912  were  residents  — 2,545  were  interns;  trained 
in  928  hospitals  in  45  states,  the  District  of  Colum- 
bia and  Puerto  Rico.) 

Leading  Countries  From  Which  Physicians  Came 

Number  % of  T otal 


1.  Philippine  Islands 

2,319 

24.5 

2.  Turkey 

748 

7.9 

3.  Iran 

581 

6.1 

4.  Canada 

539 

5.7 

5.  Mexico 

498 

5.3 

6.  India 

375 

4.0 

7.  Greece 

344 

3.6 

8.  Japan 

322 

3.4 

9-  Korea 

317 

3.3 

10.  Germany 

261 

2.8 

Ten  Hospitals  with  More  Than  50 
Foreign  Physicians 

Number 


1.  BellesTie  Hospital  Center,  N.Y.C.  87 

2.  Kings  County  Medical  Center, 

Brooklyn,  N.  Y.  75 

3.  Elmhurst  General  Hospital. 

Elmhurst,  N.  Y.  63 

4.  Harlem  Hospital,  N.Y.C.  63 

5.  Jersey  City  Medical  Center, 

Jersey  City,  N.  J.  39 

6.  University  of  Minnesota  Hospitals, 

Minneapolis,  Minnesota  59 

7.  Homer  G.  Phillips  Hospital, 

St.  Louis,  Missouri  58 

8.  Cleveland  Metropolitan  General 

Hospital,  Cleveland,  Ohio  57 

9.  Coney  Island  Hospital,  Brooklyn, 

N.  Y.  57 

10.  Lincoln  Hospital,  N.Y.C.  56 


Source:  Open  Doors,  I960,  An  annual  sur- 
vey conducted  by  the  Institute  of 
International  Education. 


DID  YOU  KNOW^.^ 

• That  health  insurance  benefit  payments  by 
insurance  companies  are  running  10  per  cent  ahead 
of  last  year  with  $767  million  in  benefits  distrib- 
uted during  the  first  three  months  of  I960. 

• That  about  65  per  cent  of  the  4.3  million  babies 
born  in  the  U.  S.  last  year  had  part  of  their  initial 
medical  expenses  paid  by  health  insurance,  and 
that  total  maternity  benefit  payments  were  esti- 
mated at  S327  million. 

• That  an  estimated  46  million  children  in  the 
U.  S.  now  are  protected  against  the  costs  of  ill 
health  by  health  insurance. 


PATRONIZE  JOURNAL  ADVERTISERS 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 


a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day* 


THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 


TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male  — Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

*'MarmeII,  M..  and  Prigot,  A.;  Tetracycline  phosphate  complex  In  the  treat- 
ment  of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  &.  Clin.  Ther. 
6:108  (Feb.)  1959. 
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BRISTOL 


BRISTOL  LABORATORIES, 

SYRACUSE,  NEW  YORK 


The  extra-firm  mattress 
selected  by  over  9,000  doctors 

for  their  own  use 


Assures  both  preventive  and  corrective  support— used  in 
more  American  homes  than  any  other  special  design 


Sealy  Posturepedic  is  the  first  mattress  designed  in  cooperation 
with  leading  orthopedic  surgeons  to  promote  normal,  healthful 
sleep  among  all  persons. 

As  a "corrective  device”  it  serves  those  chronically  afflicted  with 
lower  back  syndromes.  As  a preventive  measure  Sealy  Posturepedic 
brings  deep  spring  buoyancy  without  bedboard  hardness  to  every- 
one—plus  the  concomitant  blessings  of  unexcelled  comfort  and 
extra-firm  support. 


These  are  basic  to  good  health.  The  therapeutic  value  of  restful 
sleep  is  especially  recognized  during  these  tense  and  anxious  days. 
Sealy  Posturepedic  eminently  meets  this  need  by  supplying  level 
spine  support  for  proper  relaxation  of  the  limbs  and  human  mus- 
culatory  system. 

Over  9,000  doctors  of  medicine  have  tried  and  bought  the  Sealy 
Posturepedic  mattress  and  matching  foundation  for  their  own  use. 
We  believe  your  investigation  will  firmly  convince  you  of  its  dis- 
tinctive benefits,  and,  we  would  hope,  merit  your  valued  recom- 
mendation. 


POSTUREPEDIC"^ 

BRAND 


NO  MORNING 
BACKACH  E 

from  a too-soft  mattress 


PROFESSIONAL  DISCOUNT  OF  $39.00 


So  that  you  may  judge  the  quality  of  the  Sealy  Posturepedic  for  yourself, 
we  offer  a special  Professional  Discount  on  this  mattress  and  foundation 
when  purchased  for  your  personal  use.  Limit — one  full  or  two  twin  size  sets. 


SEALY  MATTRESS  COMPANY  • Oakville,  Conn. 

Enclosed  is  my  check  and  letterhead.  Please  ship  the  Sealy  Posturepedic  Set(s) 
indicated  below; 

1 Full  Size  Q 1 Twin  Size  Q 2 Twin  Size  □ 

RETAIL  PROFESSIONAL 

Posturepedic  Mattress  each  $79.50  (add  state  tax)  $60.00 

Posturepedic  Foundation  each  $79.50  (add  state  tax)  $60.00 

NAME 

RESIDENCE 

CITY ZONE STATE 


(This  is  a saving  of  $39. (X)  per  set  over  the  regular  $159. (X)  retail  price 
for  mattress  and  matching  foundation)  ©Seaiy,  Inc..  1958 


—your  choice  of  3 formulations 


Prompt,  more  dependable  control  of  virtually  all 
diarrheas  can  be  achieved  with  an  appropriate 
Donnagel  formula,  through  adsorbent,  demul- 


DONNAGEL:  In  each  30  cc.  (1  f1.  oz.): 


Kaolin  (90  gr.) 6.0  Gm. 

Pectin  (2  gr.) 142.8  mg. 

Hyoscyamine  sulfate  0.1037  mg. 

Atropine  sulfate 0.0194  mg. 

Hyoscine  hydrobromide  ...  0.0065  mg. 

Phenobarbital  (V4  gr.) 16.2  mg. 


cent,  antispasmodic  and  sedative  effects— plus 
paregoric  or  antibiotic  supplementation,  as  re- 


DONNAGEL-PG 

Basic  formula,  plus 

Powdered  opium,  U.S.P 24.0  mg. 

(Equivalent  to  paregoric,  6 ml.) 


quired.  Early  re-establishment  of  normal  bowel 
function  is  assured— for  all  ages,  in  all  seasons. 


DONNAGEL  WITH  NEOMYCIN 

Basic  formula,  plus 

Neomycin  sulfate 300  mg. 

(Equal  to  neomycin  base,  210  mg.) 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  * Ethical  Pharmaceuticals  of  Merit  since  1873 
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when  you  see 
signs  of 
anxiety-tension 
specify 


brand  of  thiopropazate  dihydrochloride 

for  rapid  relief  of  anxiety  manifestations 


You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety-tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 

with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  & Psychiat.  80:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114:1034  (May)  1958. 
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The  Nineteenth  Charles  V.  Chapin  Oration  . . . 

ANTIBACTERIAL  AGENTS:  USES  AND  ABUSES 
IN  TREATMENT  AND  PROPHYLAXIS* 

Maxwell  Finland,  m.d. 


The  Author.  Maxivell  Finland,  M.D.,  of  Boston,  Mas- 
sachusetts. Associate  Professor  of  Medicine,  Hari’ard 
Medical  School;  Associate  Director,  Thorndike  Me- 
morial Laboratory,  and  Physician-in-Chief,  Fourth 
Medical  Sei-vice,  Boston  City  Hospital. 


IT  IS  INDEED  a source  of  great  personal  pleasure 
and  satisfaction  to  be  chosen  by  your  Committee 
on  Scientific  Work  and  by  its  distinguished  chair- 
man, my  good  friend  of  many  years,  Doctor  Alex- 
ander M.  Burgess,  to  give  the  oration  in  honor  of 
this  state’s  and  one  of  America’s  greatest  and  most 
respected  figures  in  medicine  and  public  health. 
Doctor  Burgess  himself  is  a living  example  of  the 
dedication  to  truth  and  scientific  principles,  and  of 
the  devotion  and  unstinting  efforts  in  behalf  of  the 
improvement  of  medical  practice  and  public  health 
which  characterized  Doctor  Charles  V.  Chapin,  the 
man  to  whom  we  thus  pay  homage  tonight. 

It  is  a further  source  of  great  satisfaction  to  be 
added  to  the  list  of  outstanding  physicians,  investi- 
gators and  public  health  workers  who  have  been 
similarly  honored  in  previous  years..  They  include 
some  of  my  own  teachers,  colleagues  and  friends 
with  whom  I have  been  privileged  to  work  and  who 
likewise,  by  word  and  deed,  have  exemplified  the 
teachings  of  Doctor  Chapin.  Moreover,  the  oppor- 
tunity offered  by  this  invitation  to  glance  back 
briefly  at  some  of  Doctor  Chapin’s  activities  and 
writings  and  to  learn  a little  about  the  outstanding 
character  and  qualities  of  that  man,  has  given  me 
added  dividends  of  pleasure  and  inspiration.  This 
has  also  helped  me  to  understand  and  appreciate 
some  of  the  background  of  how  you  here  have  been 
able  to  maintain  such  a high  standard  of  medical 
practice  in  this  community  and  in  its  hospitals. 

Before  embarking  on  the  subject  of  my  talk,  I 
cannot  resist  the  temptation  to  take  advantage  of 
this  occasion  to  express  a long-held  conviction  of 
mine  which  I know  is  shared  by  many  of  my  col- 
leagues. When  one  of  them,  the  late  Reginald  Fitz, 

^Delivered  at  the  149tli  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  the  Medical  Library,  Provi- 
dence, Rhode  Island,  May  10,  1960. 


chose  in  his  Chapin  Oration  in  1944,  titled  Fore- 
cast by  Numbers,'^  to  discuss  before  this  .Society 
the  future  needs  of  our  country  for  more  physicians 
and  for  more  medical  schools  properly  equipped 
to  provide  such  physicians.  I could  not  help  but 
feel  that  he  was  taking  a similar  advantage  of  his 
opportunity  to  express  the  same  conviction  and  in 
a subtle  way  to  carry  a message  to  his  audience. 
He,  like  myself,  knowing  this  community  and  its 
physicians,  felt  quite  keenly  that  although  this  is  a 
relatively  “small  city  in  the  smallest  state,”  it  is 
nevertheless  ideally  suited  for  the  establishment  of 
a new  medical  school  to  round  out  its  position  as  a 
great  medical  center. 

For  in  this  city  and  state  are  several  fine  institu- 
tions of  learning  including  some  of  America’s  great 
universities  with  strong  departments  in  areas  di- 
rectly or  indirectly  related  to  medical  interests. 
There  is  in  this  community  a tradition  for  excel- 
lence, integrity  and  devotion  among  its  physicians, 
and  among  its  public  bealth  workers,  a trait  wbich 
constitutes  tbe  essence  of  a fine  clinical  faculty  and 
which,  with  the  intellectual  stimulation  that  comes 
from  proximity  and  association  with  the  universi- 
ties, should  help  to  attract  and  keep  additional  sci- 
entists and  physicians  of  high  caliber  to  build  and 
sustain  very  creditable  preclinical  and  clinical 
departments. 

You  also  have  here  a number  of  fine,  well- 
equipped  and  well-staf¥ed  hospitals  to  which  under- 
graduates, even  from  that  great  medical  Mecca 
somewhat  to  the  north  of  here,  have  been  more 
than  pleased  to  make  pilgrimages  to  obtain  part  of 
their  clinical  training.  Many  of  them  seem  to  have 
found  their  experience  here  sufficiently  stimulating 
and  rew'arding  to  be  willing  to  return  for  post- 
doctoral training  and  then  to  remain  to  practice 
among  you.  I know  of  no  place  among  the  many 
in  New  England  which  have  been  suggested  as 
possible  sites  for  a new  medical  school  that  is  more 
suited.  Moreover,  the  spirit  of  Doctor  Chapin 
which  pervades  this  community,  both  its  medical 
and  lay  members,  should  certainly  serve  to  over- 
come the  well-known  but  not  insuperable  material 
difficulties. 
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The  announced  title  of  my  talk  may  have  misled 
you  to  expect  a rather  long  and  detailed  exposition 
of  the  properties  of  the  generally  available  chemo- 
therapeutic and  antibiotic  drugs  and  their  accept- 
able as  well  as  improper  uses  both  in  therapy  and 
prophylaxis,  with  perhaps  a summation  of  the  re- 
sults of  such  uses  and  of  the  untoward  effects  that 
have  been  encountered.  However,  I feel  that  this 
is  neither  the  time  nor  the  place  for  such  an  exposi- 
tion, nor  do  I feel  justified  in  taxing  your  patience 
and  indulgence  unduly  at  this  late  hour — particu- 
larly since  you  still  have  a long  and  interesting 
program  for  tomorrow's  meetings.  I shall  instead 
limit  my  remarks  largely  to  a summation  of  the 
current  status  of  two  aspects  of  antimicrobial  ther- 
apy that  have  interested  me  recently,  namely  the 
therapeutic  uses  of  antibiotics  in  combinations  and 
the  prophylactic  uses  of  antimicrobial  drugs  in 
general. 

These  two  subjects,  perhaps  more  than  any  other 
in  this  important  field,  represent  areas  for  search- 
ing inquiry  and  for  continuous  surveillance  and 
scrutiny  in  the  Chapin  spirit.  For  it  is  in  these  areas 
that  the  application  of  antimicrobial  drugs  requires 
intelligence,  honesty  and  objectivity  in  order  to 
differentiate  between  what  are  hopes  and  what  are 
facts,  between  expectations  and  demonstrated  re- 
sults, between  what  those  with  vested  interests 
want  us  to  believe  and  what  has  actually  been 
shown  to  be  true. 

Antibiotic  Combinations 

The  practical  problems  of  antibiotic  combina- 
tions may  be  posed  for  convenience  as  two  general 
problems : 1 ) W hat  are  the  advantages  and  disad- 
vantage's of  using  more  than  one  drug  at  a time  in 
the  treatment  of  any  given  infection?  2 ) Are  there 
any  antibiotics  now  available  or  that  could  be  for- 
mulated, for  dispensing  in  ready-made  combination 
that  would  serve  a good  and  useful  purpose,  or, 
contrariwise,  are  there  any  now  available  which 
the  physician  should  be  discouraged  from  using? 
To  each  of  these  questions  there  should  follow 
Chapin’s  inevitable  one.  namely,  W'hy?- 

Some  of  the  basic  principles  of  the  use  of  more 
than  one  drug  and  the  results  of  tests  of  their  effects 
in  vitro  and  in  experimental  infections  of  animals, 
have  been  reviewed  by  Jawetz,^”®  Dowling"  and 
others.®  Results  obtained  by  different  workers  have 
been  irregular  and  sometimes  conflicting  because 
of  differences  related  to  the  drugs,  the  organisms, 
the  animals  or  the  methods  of  administration  used 
or  depending  on  media  and  other  conditions  of 
cultivation  in  the  in  vitro  tests.  Perhaps  the  wid- 
est discrepancies  have  been  in  tests  with  different 
strains  of  staphylococci  and  sometimes  even  in 
experiments  with  individual  strains  or  in  different 
e.xperiments  by  the  same  observers. 
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Clinical  reports  on  the  relative  effectiveness  of 
single  active  drugs  and  of  the  same  drugs  used  in 
combinations  in  any  significantly  large  group  of 
comparable  cases  are  not  available  and,  indeed, 
studies  for  this  purpose  are  almost  impossible  to 
devise  except  under  unusually  favorable  conditions. 
This  is  due  to  the  wide  variations  among  patients 
so  that  large  numbers  of  similar  cases  are  required 
to  permit  assessment  of  all  the  variables  that  may 
influence  the  results.  It  may  nevertheless  be  pos- 
sible to  make  such  studies  under  co-operative  pro- 
grams set  up  in  many  hospitals  by  different  groups 
of  investigators  as  has  been  so  successfully  demon- 
strated by  the  \’eterans  Administration’s  Co-op- 
erative Studies  on  the  Chemotherapy  of  Tubercu- 
losis, and  more  recently  for  other  diseases,  by  the 
\'eterans  Administration  and  also  under  the  aus- 
pices of  the  U.  S.  Public  Health  Service.  Because 
of  the  difficulty  in  obtaining  reliable  answers,  it  is 
not  surprising  that  some  commercial  interests  have 
taken  full  advantage  of  this  situation  to  exploit 
some  theoretically  possible  advantages  which  have 
not  been  proved  and  perhaps  cannot  be  in  the  clinic 
or  in  individual  practice. 

It  is  possible  to  list  certain  clinical  and  bacterio- 
logical situations  in  which  it  is  reasonable,  on  theo- 
retical grounds,  to  expect  better  results  from  the 
use  of  more  than  one  drug  than  from  each  agent 
alone,  but  for  which  there  are,  unfortunately,  no 
supporting  clinical  data.  The  most  obvious  situa- 
tion is  that  of  a mixed  or  complex  infection ; the 
use  of  a combination  of  drugs  each  of  which  is 
specifically  directed  against  one  or  more  bacterial 
components  of  the  infection  would  seem  logical, 
particularly  when  the  different  organisms  are  each 
present  in  moderate  or  large  numbers  and  it  is  not 
possible  to  distinguish  which  of  them  is  and  which 
may  not  be  actually  responsible  for  or  contributing 
to  the  infection.  This  might  be  recommended  par- 
ticularly for  mixed  infections  of  burns  or  other 
wounds  of  the  skin,  or  in  body  cavities  where 
poorly  absorbed  drugs,  each  with  a limited  spec- 
trum of  activity  could  be  used  topically.  Systemic 
therapy  with  more  than  one  agent  may  he  required 
in  mixed  infections  of  the  urinary  tract  where  each 
of  the  organisms  may  be  playing  a role.  In  respira- 
tory tract  infections  it  may  be  more  difficult  to 
establish  the  pathogenic  role  of  certain  organisms 
that  may  be  present  as  commensals,  especially  if 
they  are  the  common  and  usually  harmless  resi- 
dents of  the  upijer  respiratory  tract  or  of  the  bowel ; 
treatment  directed  against  such  organisms  may  be 
superfluous,  or  the  elimination  of  some  of  them 
may  encourage  the  multiplication  of  other  resist- 
ant ones  to  the  point  where  they  may  become 
pathogenic. 

It  is  important,  therefore,  even  when  multiple 
organisms  are  present,  to  use  discretion  and  to 
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avoid  giving  drugs  only  because  of  the  bacterio- 
logical report.  It  is  essential  to  ask  two  additional 
questions  with  respect  to  each  of  the  organisms 
that  are  found : 1 ) Is  this  organism  playing  a role 
in  the  infection?  2)  If  it  may  be  a contributing 
cause  of  the  infection,  can  the  particular  drug  or 
drugs  given  in  the  proposed  manner  be  expected 
to  influence  the  infection  in  this  particular  situation. 
These  questions  are,  of  course,  fundamental  for 
the  therapy  of  all  infectious  diseases.  The  answers 
to  these  questions  presuppose  the  help  of  a good 
bacteriological  laboratory  but  they  are  just  as  per- 
tinent when  laboratory  help  is  not  available,  for  the 
physician  must  then  himself  make  some  simple  test 
such  as  a stained  smear,  or  under  even  less  favor- 
able conditions,  he  must  make  the  most  intelligent 
guess  he  can  and  then  act  on  it. 

Combinations  of  drugs  have  been  recommended 
to  reduce  the  chances  of  developing  resistance  to 
the  important  agents  that  are  active  against  the 
principal  cause  of  the  infections  under  treatment. 
The  basis  for  such  use  of  combinations  is  the 
genetic  principle  that  presupposes  a given  mutation 
rate  to  resistance  for  any  organism  exposed  to  a 
single  drug.  When  more  than  one  drug  is  used  the 
mutant  to  the  first  will  be  normally  susceptible  to 
the  second  and  really  different  drug,  and  one  would 
then  expect  the  mutation  rate  to  the  two  drugs 
when  used  simultaneously  to  be  the  product  of  the 
rates  for  the  individual  ones.  The  use  of  any  com- 
bination for  this  purpose,  however,  requires  first 
that  the  organism  is  one  that  is  known  to  acquire 
resistance  to  the  antibiotic  under  the  conditions  in 
which  it  is  used  and  secondly  that  the  organism  be 
initially  susceptible  to  each  of  the  drugs  in  the  com- 
bination chosen,  for  if  it  is  already  resistant  to  one, 
the  pair  can  be  expected  to  have  no  more  effect  than 
the  second  drug  to  which,  alone,  the  organism  is 
still  sensitive,  and  mutations  to  resistance  against 
the  latter  may  be  expected  at  the  normal  rate.  It  is 
also  important,  in  this  connection  to  consider  the 
fact  that  chemically  related  drugs,  for  example,  the 
various  sulfonamides,  the  different  forms  of  peni- 
cillin, and  of  streptomycin,  the  tetracycline  ana- 
logues, the  entire  group  of  erythromycin-like  drugs 
(including  carbomycin,  oleandomycin,  spiramycin 
and  leucomycin)  and  the  neomycin-like  drugs  (in- 
cluding kanamycin  and  paromomycin)  show  vary- 
ing degrees  of  cross-resistance  in  vivo,  and  com- 
plete cross-resistance  when  exposed  in  intro  and 
therefore  all  the  members  of  each  group  should  be 
considered  as  a unit  and  one  should  not  be  substi- 
tuted for  another  of  the  same  group  to  which  an 
organism  is  resistant  or  even  partially  so. 

This  principle  of  inhibiting  resistance  by  com- 
binations of  drugs  can  readily  be  demonstrated  in 
vitro  with  many  organisms  and  many  combinations 
of  antibiotics  under  certain  specific  conditions  of 
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cultivation.  The  results,  however,  may  be  (]uite 
variable  with  different  strains  or  when  the  condi- 
tions of  the  experiments  are  changed,  and  this  may 
account  for  divergent  results  reported  from  dif- 
ferent laboratories.  This  principle  should  be  appli- 
cable primarily,  if  not  exclusively,  in  situations 
where  either  the  organism  is  highly  adaptable  to 
many  antibiotics,  as  exemplified  by  staphylococci 
or  tubercle  bacilli,  or  where  the  antibiotic  is  one 
which  rapidly  induces  resistance  in  many  different 
organisms,  or  for  which  there  already  are  natu- 
rally resistant  variants,  as  exemplified  by  strepto- 
mycin. In  addition  to  the  latter,  erythromycin  (and 
probably  all  of  its  chemically  related  antibiotics, 
some  of  which  I have  already  enumerated)  as  well 
as  novobiocin  also  have  the  property  of  rapidly 
producing  resistance  in  staphylococci  and  in  certain 
streptococci.  These  antibiotics,  namely  strepto- 
mycin, the  erythromycin  group  and  novobiocin, 
should,  therefore,  never  be  used  alone,  particu- 
larly in  hospitals  because  of  the  likelihood  of 
spreading  the  resistant  strains  of  staphylococci  that 
develop  and  because  of  the  resulting  loss  of  effec- 
tiveness of  these  drugs  when  prolonged  treatment 
is  required.  Moreover,  the  use  of  more  than  one 
drug  does  not  entirely  prevent  the  emergence  of 
resistance  in  surviving  organisms ; it  only  delays 
its  appearance,  but  this  of  course  may  be  crucial 
where  treatment  must  be  prolonged. 

Use  of  Combinations  of  Antibiotics 

It  is  also  important  to  point  out  that  many  of 
the  common  and  important  bacterial  pathogens 
have  thus  far  shown  no  evidence  of  significant 
increases  in  resistance  against  most  of  the  avail- 
able and  effective  antibiotics.  It  follows,  therefore, 
that  the  use  of  combinations  of  antibiotics  for 
avoiding  resistance  could  not  be  justified  in  the 
treatment  of  infections  caused  by  such  organisms. 
Thus,  there  is  no  acceptable  evidence  that  there  are 
any  pneumococci,  hemolytic  streptococci,  the  viri- 
dans  group  of  streptococci,  meningococci,  or 
gonococci  that  have  become  significantly  increased 
in  resistance  to  penicillin,  which  remains  the  most 
active  agent  for  infections  with  these  organisms 
and  the  additional  use  of  other  antibiotics  for  such 
infections  is  obviously  superfluous. 

Recently,  however,  it  has  been  shown  that  dur- 
ing penicillin  treatment  of  hemolytic  streptococcal 
infections,  notably  scarlet  fever,  the  streptococci 
have  not  been  completely  eradicated  in  many  cases 
by  the  usual  course  of  7 to  10  days  of  therapy  with 
previously  effective  doses ; as  a result,  relapses  and 
suppurative  complications  have  occurred  in  such 
cases.  This  has  been  found  to  be  related  to  the  con- 
comitant presence  of  large  numbers  of  penicillin- 
resistant  and  penicillinase-producing  staphylococci 
which  may  be  inactivating  the  penicillin  at  the  site 
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where  the  streptococci  are  residing,  thus  permitting 
the  latter  to  survive  even  though  they  retain  their 
susceptibility  to  penicillin.  Under  such  circum- 
stances, the  additional  use  during  the  first  few  days 
of  another  antibiotic  to  which  the  staphylococcus  is 
also  sensitive  in  order  to  inhibit  the  multiplication 
and  penicillinase-production  of  the  staphylococcus 
should  permit  eradication  of  the  streptococcus  by 
the  penicillin ; the  antistaphylococcal  drug  may  or 
may  not  also  exert  an  added  antistreptococcal 
effect. 

While  this  limited  protection  against  the  devel- 
opment of  resistance  has  been  demonstrated  in 
numerous  organisms  in  zntro,  there  are  fewer  re- 
ports in  confirmation  of  the  effectiveness  of  anti- 
biotic combinations  in  experimental  infections. 
Moreover,  in  clinical  practice,  although  multiple 
drugs  have  been  very  extensively  used  in  many 
infections,  their  effect  in  inhibiting  the  emergence 
of  resistant  strains  has  been  clearly  demonstrated 
only  in  the  treatment  of  tuberculosis  among  pa- 
tients in  whom  organisms  persist,  especially  in 
large  cavities,  and  in  which  the  development  of 
resistance  in  tubercle  bacilli  to  streptomycin  or  to 
isoniazid  is  definitely  delayed  by  the  concomitant 
use  of  para-aminosalicylic  acid.  Interestingly 
enough,  PAS  seems  to  provide  greater  protection 
against  resistance  to  streptomycin  than  does  isoni- 
azid in  spite  of  the  much  greater  activity  of  the 
latter,  presumably,  but  not  necessarily,  because 
resistance  develops  much  more  rapidly  to  isoniazid 
than  to  PAS.  The  use  of  chloramphenicol  to  pro- 
tect against  the  acquision  of  resistance  by  staphy- 
lococci against  erythromycin  or  novobiocin,  at  least 
in  vitro,  is  also  more  effective  than  other  more 
active  drugs,  such  as  penicillin  or  tetracycline 
because  of  the  slower  development  of  resistance  by 
the  staphylococcus  to  chloramphenicol. 

One  important  result  of  the  use  of  combinations 
of  antibiotics,  especially  when  they  provide  a broad 
coverage  that  encompasses  many  of  the  organisms 
constituting  the  so-called  normal  flora,  is  the  emer- 
gence into  prominence  of  new  organisms,  often 
those  which  are  normally  essentially  saprophytic, 
and  these  may  then  multiply  to  the  point  where 
they  become  pathogenic  and  invasive.  Thus,  strains 
of  Proteus,  Pseudomonas,  Aerobacter  or  of 
^lonilia  may  produce  superinfections  in  surface 
wounds,  or  in  the  alimentary,  urinary  or  respira- 
tory tract  of  patients  under  treatment  with  mul- 
tiple antibiotics ; these  organisms  usually  are  resist- 
ant to  all  of  the  antil)iotics  that  have  been  adminis- 
tered to  the  given  patient  and,  in  hospitals,  often 
to  all  of  those  agents  that  are  used  intensively 
within  that  hospital. 

The  numerous  reports  of  the  results  of  iti  vitro 
tests  of  combinations  of  antibiotics  have  indicated 
that  most  strains  of  certain  species  of  bacteria  and 
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occasional  strains  of  others,  are  killed  more  rap- 
idly and  by  much  smaller  concentrations  of  two 
antibiotics  than  by  multiples  of  those  concentra- 
tions of  each  one  when  used  individually ; this  is 
generally  referred  to  as  synergism.  A significant 
proportion  of  enterococci  exhibits  such  synergism 
when  exposed  to  penicillin  plus  streptomycin,  and 
it  has  also  been  demonstrated  with  occasional 
strains  of  staphylococci  exposed  to  various  com- 
binations of  antibiotics.  The  opposite  effect, 
namely,  a significant  reduction  of  the  activity  of 
an  effective  antibiotic  by  the  addition  of  another 
(antagonism  ) has  also  been  observed  but  much  less 
frequently.  For  the  most  part,  each  antibiotic 
exerts  its  effect  independently.  I shall  not  bore  you 
with  details  of  studies  in  our  laboratory  which  have 
dealt  only  with  in  vitro  effects  of  certain  antibiotic 
combinations  and  with  comparisons  of  the  antibac- 
terial action  of  serum  of  the  same  individuals  after 
ingestion  of  various  antibiotics  singly  and  in 
pairs.®“^®  Briefly,  none  of  these  studies  has  given 
any  indication  of  the  value  of  any  of  the  pairs  of 
antibiotics  that  have  been  recommended  beyond 
that  attributable  either  to  the  more  active  compo- 
nent alone,  or  to  the  additive  effect  of  the  two. 
Moreover,  the  supporting  evidence  for  the  recom- 
mendations of  these  combinations,  which  have  been 
reviewed  in  each  instance,  were  often  difficult  to 
interpret  or  accept. 

Clinically,  the  enhanced  effect  of  combined  ther- 
apy has  been  clearly  demonstrable  in  very  few 
types  of  infection,  namely,  1 ) with  penicillin  plus 
streptomycin  in  the  treatment  of  enterococcal  endo- 
carditis, and  possibly  in  occasional  cases  of  sub- 
acute bacterial  endocarditis  due  to  strains  of  Strep- 
tococcus znridans  that  are  not  highly  sensitive  to 
penicillin  alone;  and  2)  in  brucellosis  in  which 
streptomycin  plus  one  of  the  tetracyclines  reduced 
the  number  of  bacteria  recoverable  in  the  spleen 
of  guinea  pigs  more  rapidly ; this  combination  also 
appears  to  reduce  the  duration  of  treatment  re- 
quired for  cure  of  human  infections  when  com- 
pared with  each  of  these  antibiotics  used  alone.  In 
brucellosis,  it  has  been  shown  more  recently  that 
similar  favorable  results  may  be  obtained  with  a 
tetracycline  alone  given  over  a period  of  six  weeks, 
whereas  only  two  or  preferably  three  weeks  are 
generally  required  to  produce  lasting  results  when 
streptomycin  is  added. 

In  the  treatment  of  staphylococcal  infections, 
especially  those  acquired  in  the  hospital  and  resist- 
ant to  the  drugs  most  widely  used  in  that  hospital, 
combinations  of  antibiotics  may  be  required,  but 
in  general  they  must  each  be  different  from  those 
to  which  the  causative  organism  is  resistant  indi- 
vidually, in  vitro.  However,  an  occasional  strain 
mav  show  a sufficiently  greater  effect  from  some 
particular  combination  of  antibiotics,  to  one  con- 
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stituent  of  which  it  may  be  slightly  or  moderately 
resistant,  that  the  latter  may  prove  useful  in  treat- 
ment when  used  in  that  particular  combination. 
There  are  reports,  for  example,  of  cases  in  which 
massive  doses  of  penicillin  had  an  enhancing  effect 
on  other  antibiotics  when  the  staphylococcus  was 
moderately  resistant  (to  ten  units  or  less),  but  in 
our  own  experience,  I have  not  encountered  any 
serious  case  of  infection  due  to  a staphylococcus 
that  is  highly  resistant  to  penicillin  in  vitro  and  in 
which  massive  doses  of  that  antibiotic  have  had 
any  lasting  beneficial  effect.  It  has  always  proved 
more  useful  to  resort  to  some  less  commonly  used 
antibiotics  to  which  the  organism  is  more  sensitive. 

The  clinician  may  sometimes  have  to  resort  to 
antibiotic  combinations  in  desperately  ill  patients 
when,  in  his  clinical  judgment,  it  is  not  wise  to 
postpone  treatment  and  there  are  alternate  possible 
etiologic  agents  which  require  different  drugs.  In 
such  a situation,  the  use  of  the  drugs  required  for 
each  of  the  p>ossible  causative  organisms  may  be 
desirable,  provided  that  sufficient  materials  are 
properly  taken  and  submitted  for  bacteriological 
study  before  the  treatment  is  begun  in  order  to 
identify  the  actual  cause ; therapy  can  then  be 
adjusted  when  the  bacteriological  results  become 
available  and  the  condition  of  the  patient  warrants. 

It  has  been  claimed  that  the  incidence  and  sever- 
ity of  untoward  effects  might  be  reduced  if  com- 
binations of  drugs  are  used.  This  presupposes  two 
conditions,  1 ) that  the  untoward  effects  depend  on 
the  size  of  the  dose,  and  2)  that  a smaller  dose  of 
each  is  required  when  more  than  one  drug  is  used. 
Whereas  the  former  is  generally  true,  the  latter  can 
by  no  means  be  taken  for  granted,  since,  for  the 
great  majority  of  infections  each  drug  must  be 
given  in  its  optimum  dose.  Actually  the  only  situa- 
tion in  which  a possible  reduction  in  toxicity  may 
be  expected  from  the  use  of  combinations  is  when 
they  consist  only  of  chemically  related  drugs  hav- 
ing essentially  the  same  activity  but  produce  clearly 
different  toxic  effects.  The  only  examples  are  strep- 
tomycin plus  dihydrostreptomycin  and  the  sulfo- 
namide combinations.  The  two  streptomycins  differ 
in  the  incidence  of  vestibular  and  auditory  damage 
they  produce  when  used  individually  and  their  use 
in  the  same  total  dose  of  equal  parts  of  both  have 
been  reported  to  reduce  the  incidence  of  both  types 
of  neurological  damage,  but  this  has  not  been  the 
experience  of  all  observers.  With  the  combination 
of  different  sulfonamides,  the  antibacterial  effect 
appears  to  be  additive  but  each  derivative  retains 
its  own  individual  solubility,  permitting  a reduction 
in  the  urinary  tract  complications  due  to  precipi- 
tation of  the  less  soluble  drugs. 

There  are  more  cogent  reasons  for  caution  in 
the  use  of  multiple  antibiotics,  especially  when  not 
tailored  to  the  particular  infection  under  treatment. 


The  expected  broad  coverage  or  synergistic  effect 
may,  in  fact,  not  hold  for  the  particular  infection. 
Also,  the  widespread  use  of  many  antibiotics  simul- 
taneously, particularly  in  hospitals,  results  in  in- 
crease in  incidence  and  spread  of  organisms  resist- 
ant to  all  of  those  antibiotics.  Such  organisms  then 
establish  themselves,  particularly  in  seriously  ill  or 
debilitated  patients  and  produce  serious  and  even 
highly  fatal  infections  in  them. 

If  we  now  ask  the  second  question: — Can  any 
of  the  fixed  combinations  now  available  be  recom- 
mended for  general  use,  or  even  for  use  in  any 
special  situation  ? The  answer  must  be  clearly  and 
emphatically  in  the  negative.  All  of  these  combina- 
tions— whether  penicillin  plus  either  streptomycin, 
oleandomycin  or  novobiocin,  or  one  of  the  tetra- 
cyclines plus  either  oleandomycin  or  novobiocin,  or 
any  of  these  with  sulfonamides — have  the  same 
defects.  In  each  instance  they  contain  at  least  one 
agent  to  which  a large  number  of  staphylococci  and 
other  organisms  are  resistant  and,  when  the  organ- 
ism under  treatment  is  susceptible  to  one  or  both 
constituents,  the  effective  one  may  not  be  available 
in  adequate  amounts  or  in  the  proportion  required 
for  optimum  therapeutic  effect  or  to  provide  pro- 
tection against  the  development  of  resistance.  I am 
not  aware  of  any  infection  in  which  optimum  treat- 
ment is  provided  by  any  of  the  combinations  in  the 
proportions  that  they  are  now  available,  nor  do  I 
know  of  any  that  might  provide  such  optimum  ther- 
apy. The  risk  of  toxicity  from  their  use  is  enhanced 
and  when  it  occurs,  elimination  of  the  off’ender  or 
adjustments  in  dosage  cannot  be  made  in  the  same 
manner  as  when  the  drugs  are  used  individually. 

Perhaps  the  greatest  objection  to  the  use  of  fixed 
combinations  of  antibiotics,  and  in  fact,  in  prescrib- 
ing any  of  the  mixtures  of  drugs  now  being  mar- 
keted by  the  various  pharmaceutical  firms,  is  that 
they  have  removed  the  physician  from  his  important 
status  as  an  educated  and  rational  individual  who 
acquires  his  own  knowledge,  experience  and  skill 
and  applies  them  to  the  choice  of  therapy  as 
required  for  his  patient.  Instead,  these  ready-made 
mixtures  put  the  physician  in  a position  of  apply- 
ing therapy  by  rote,  or  because  he  can  more  easily 
remember  trade  names  which  are  often  blasted  into 
his  ear  by  detail  men  or  flashed  before  his  eyes 
repeatedly  in  his  daily  mail  or  when  and  if  he  leafs 
through  his  medical  journals,  very  much  like  the 
names  and  theme  songs  of  the  popular  brands  of 
beers  or  cigarettes  to  which  he  is  unwillingly  sub- 
jected whenever  he  listens  to  his  radio  or  watches 
his  television. 

Chemoprophylaxis 

The  problems  involved  in  the  practical  applica- 
tion of  chemoprophylaxis  of  infections  depend  on 
the  organisms  causing  those  infections,  some  fac- 
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tors  in  the  host,  the  drugs  used  and  the  conditions 
under  which  they  are  given.  Moreover,  these  prob- 
lems have  been  subject  to  change  with  changes  in 
the  ecolog}'  and  the  frequency  and  pathogenicity  of 
various  common  bacteria,  their  susceptibilitv  to 
drugs  and  the  opportunities  to  spread  following 
their  extensive  use  and  with  the  introduction  of 
new  agents.  A true  picture  of  the  value  of  drugs  in 
prophylaxis  can  be  obtained  only  by  careful  clinical 
observations  of  their  use  in  specific  situations.  The 
reliability  of  the  data  and  of  the  conclusions  based 
on  those  data  will  depend  on  the  details  of  those 
studies  and  on  how  well  they  are  controlled,  and 
even  then  they  would  be  applicable  primarily  to 
similar  conditions  and  would  have  to  be  modified 
when  applied  to  other  situations. 

I have  recently  had  occasion  to  review  rather 
extensively  the  literature  concerning  the  prophy- 
lactic uses  of  antimicrobial  agents  in  various  infec- 
tious diseases  and  attempted  to  learn  which  uses 
have  been  clearly  demonstrated  to  be  effective  by 
carefully  controlled  studies  and  those  in  which  they 
have  been  shown  to  produce  no  beneficial  effect  or 
have  even  proved  harmful.  There  were  of  course 
many  conditions  in  which  the  results  reported  were 
varied  and  even  contradictory  and  some  in  which 
early  favorable  results  could  not  be  reproduced 
later,  even  by  the  same  observers.  This  review, 
heavily  documented,  will  soon  become  available^" 
for  any  who  will  wish  to  read  it,  so  I shall  present 
here  onh"  a brief  summary  of  some  of  the  more 
important  findings  and  conclusions. 

Perhaps  the  most  thoroughly  studied  prophy- 
lactic use  of  antibacterial  agents  and  the  one  found 
to  be  highly  effective  by  nearly  all  workers  in  both 
civilian  and  military  practice,  is  the  prevention  of 
streptococcal  infections  and  of  their  principal  seri- 
ous nonsuppurative  complications,  rheumatic  fever 
and  acute  glomerulonephritis,  especially  the  for- 
mer. Adequate  treatment  of  the  acute  streptococcal 
infections  will  also  prevent  the  suppurative  compli- 
cations. Some  evidence  has  recently  been  presented 
that  the  occurrence  of  cardiac  disease  may  be  sig- 
nificantly reduced  by  six  weeks  of  intensive  peni- 
cillin treatment  if  begun  early  in  the  course  of  acute 
rheumatic  fever,  but  this  still  requires  confirmation. 
Penicillin  is  the  prophylactic  drug  of  choice,  but 
erythromycin,  tetracycline  or  sulfadiazine  may  be 
used  in  individuals  who  do  not  tolerate  penicillin. 

The  administration  of  a single  dose  of  1.2  million 
units  of  benzathine  penicillin  to  the  entire  personnel 
of  any  closed  population,  such  as  a military  instal- 
lation or  an  institution,  will  halt  an  epidemic  of 
hemolytic  streptococcal  infections,  clear  nearly  all 
streptococcal  carriers,  prevent  implantation  of  the 
organisms  in  other  individuals  and  prevent  the  oc- 
currence of  new  cases.  Oral  doses  of  penicillin,  or 
one  of  the  alternative  drugs  mentioned  when  given 
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two  or  three  times  daily  have  produced  similar 
but  somewhat  less  striking  effects.  The  prevention 
of  recurrences  of  rheumatic  fever  requires  contin- 
uous application  of  these  agents,  preferably  ben- 
zathine penicillin  given  at  intervals  of  four  weeks, 
at  least  during  the  entire  school  age  and  during 
military  service.  Some  authorities  have  advocated 
continuing  this  prophylaxis  throughout  life  in  all 
susceptible  individuals,  whereas  others  consider  it 
necessary  only  as  indicated  above  and  for  at  least 
five  years  after  an  attack  of  rheumatic  fever. 

The  fact  that  transient  bacteremia  occurs  fre- 
quently during  dental  manipulations,  particularly 
extractions,  and  during  operations  and  instrumen- 
tation of  the  urinary  tract  has  logically  led  to  the 
recommendation  that  individuals  with  valvular 
heart  diseases  or  congenital  cardiac  or  vascular 
lesions  undergoing  such  procedures  receive  pro- 
phylactic doses  of  antibiotics  to  prevent  the  devel- 
opment of  bacterial  endocarditis.  Penicillin,  in 
moderately  large  doses  before  and  for  one  or  two 
days  after  dental  manipulations  is  generally  rec- 
ommended because  it  is  active  against  the  mouth 
organisms,  usually  streptococci  of  the  viridans 
group,  which  are  found  in  the  blood  under  these 
conditions.  Chloramphenicol  has  been  recom- 
mended as  the  drug  of  choice  for  patients  during 
or  immediately  after  instrumentation  or  operations 
on  the  lower  urogenital  tract,  but  the  routine  use 
of  this  antibiotic  has  not  proved  effective  in  the 
only  controlled  study  that  has  been  reported.  Strict 
asepsis  and  possibly  treatment  directed  specifically 
against  organisms  that  are  found  in  cultures  made 
at  the  time  of  instrumentation  or  operation  would 
seem  to  be  more  logical,  but  there  are  no  reported 
data  on  results  of  such  usage.  For  that  matter,  there 
are  no  reports  of  controlled  studies  that  prove  con- 
clusively that  the  administration  of  penicillin  dur- 
ing dental  manipulation  has  actually  prevented  sub- 
acute bacterial  endocarditis  and,  in  fact,  a number 
of  cases  following  such  prophylaxis  have  been 
reported. 

Penicillin,  often  together  with  streptomycin,  has 
been  used  routinely  by  many  surgeons  during  and 
after  valvulotomy  or  open  heart  operations.  The 
exact  value  of  such  treatment  in  the  prevention  of 
bacterial  endocarditis  is  difficult  to  assess,  but  such 
infections  have  been  recorded  in  a small  proportion 
of  cases ; these  became  manifest  at  various  inter- 
vals up  to  a few  months  after  the  operation.  Most 
of  them  have  been  due  to  staphylococci,  half  of 
them  SfapJi.  albiis.  Stitch  abscesses  of  the  myocar- 
dium or  great  vessels  have  developed  in  some  cases 
and  manifested  themselves  following  the  operation 
as  persistent  bacteremia  which  failed  to  respond  to 
massive  antibacterial  therapy.  \\'hen  the  sutures, 
usually  silk,  were  removed,  the  bacteremia  cleared. 
In  dogs,  catgut  appears  to  be  the  only  suture  mate- 
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The  most  vital  need  of  an  individual,  who  has 
been  disaliled  as  a result  of  an  occupational 
accident,  is  physical  restoration  and  return  to  gain- 
ful employment  at  his  highest  attainable  skill  in  the 
shortest  period  of  time.  This  requires  the  provision 
of  adequate  medical  care,  of  physical  and  vocational 
rehabilitation  services  when  needed  and  above  all 
an  opportunity  to  return  to  gainful  employment 
upon  recovery.  All  will  agree  that  this  is  not  an 
unreasonable  demand,  but  our  society  works  other- 
wise, and  as  a result  thousands  of  injured  workers, 
who  could  be  returned  to  gainful  employment,  must 
suffer  prolonged  periods  of  disability,  many  of 
whom  remain  disabled,  or  are  denied  employment 
when  capable  of  return  to  work.  In  the  solution  of 
this  problem,  medicine,  labor,  management,  the 
insurance  carrier,  the  legal  profession  and  govern- 
ment all  share  in  the  responsibility.  Time  does  not 
permit  an  exhaustive  discussion  of  the  roles  each 
play  either  in  the  promotion  or  obstruction  of  the 
rehabilitation  of  the  injured  worker.  I shall,  there- 
fore, discuss  only  the  high  points  relative  to  the 
provision  of  medical  care  and  the  influence  of  the 
Workmen’s  Compensation  System. 

Medicine  as  now  practiced  in  these  United  States 
has  no  equal  throughout  the  world.  The  surgical 
handling  of  acute  trauma  has  reached  a plane  never 
before  attained.  This  is  due,  in  part,  to  the  stress 
laid  upon  the  importance  of  adequate  first  aid,  the 
transportation  of  the  injured,  and  the  standardiza- 
tion of  hospitals.  It  is  due,  in  large  measure,  to  the 
tremendous  strides  made  in  the  surgical  handling 
of  various  traumatic  lesions  aided  immeasurably 
by  the  discovery  of  the  antibiotic  drugs.  The  more 
recent  developments  in  the  treatment  of  open 
wounds,  and  in  the  field  of  plastic,  hand  and  frac- 
ture surgery  suffice  to  indicate  the  progress  made 
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in  other  fields.  Unfortunately,  rehabilitation  of  the 
patient  does  not  end  with  the  healing  of  surgical 
wounds.  Much  more  must  be  done ; far  more  than 
is  now  appreciated  by  the  medical  profession  in 
general.  The  one  major  criticism  which  may  be 
leveled  at  modern  medicine  is  its  failure  to  recog- 
nize the  importance  of  adequate  surgical  and  med- 
ical aftercare.  This  is  due  to  a defect  in  our  basic 
training.  Teaching  in  medical  school,  internship  or 
residency,  or  in  postgraduate  courses  as  offered  by 
medical  schools,  hospital  staffs,  or  medical  societies 
stresses  the  importance  of  accurate  diagnosis  and 
technique  in  the  management  of  the  acute  lesion. 
Rarely  is  instruction  given  in  the  treatment  of  the 
individual  once  the  emergency  is  passed.  As  a re- 
sult, we  have  adopted  the  concept  that  once  a 
wound  is  healed  or  a broken  bone  mended,  our  job 
is  done  and  it  is  up  to  the  patient  to  rehabilitate 
himself  the  best  he  can.  Nothing  could  be  further 
from  the  truth,  for  injury  is  apt  to  set  off  a chain 
reaction.  Numerous  complications  may  develop,  all 
of  which  are  as  important  to  the  end  result  as  is 
the  treatment  of  the  acute  emergency.  Our  respon- 
sibilities to  our  patients  are  perhaps  best  stated  in 
the  Principles  for  Reliabilitation  of  the  Injured 
Worker  as  adopted  by  the  American  College  of 
Surgeons  in  1952.  “The  medical  profession  should 
adopt  the  concept  that  the  responsibilities  of  the 
treating  physician  extend  over  the  entire  period  of 
disability  to  the  end  that  the  patient  is  restored  to 
gainful  employment  at  his  highest  attainable  skill. 
Rehabilitation  and  restoration  of  the  injured 
worker  must  begin  with  first  aid  and  continue 
through  the  period  of  disability.  In  order  that  a 
physician  may  carry  out  this  responsibility  it  is 
essential  for  him  to  recognize  the  total  medical 
problem  of  the  patient,  in  addition  to  his  injury, 
as  well  as  his  personal  problems.  The  physician 
must  bring  to  bear  on  these  problems  all  the  skills 
and  disciplines  that  science  and  society  can  offer 
and  utilize  all  community  resources  which  can  assist 
him  in  the  accomplishment  of  these  objectives.” 
These  principles  not  only  set  forth  the  responsi- 
bility of  the  physician  to  his  patient,  but  present  to 
him  a mandate  to  take  an  active  part  in  the  solution 
of  those  problems  created  by  our  society  which  per- 
petuate disability  and  prohibit  re-employment. 
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In  the  case  of  injury,  upon  what  does  eventual 
recovery  depend?  It  depends  upon  the  extent  and 
severity  of  the  injury,  the  efficacy  of  first  aid  ren- 
dered at  the  site  of  accident,  and  the  method  of 
handling  during  transportation  to  the  site  of  defini- 
tive care.  These  are  factors  over  which  we  have  no 
control. 

Handling  of  the  Acute  Emergency 

The  most  important  factor  in  the  control  of  dis- 
ability and  eventual  restoration  is  the  competence 
of  handling  of  the  acute  emergency.  An  accurate 
appraisal  of  the  extent  of  injury  must  be  made, 
followed  by  competent  surgical  handling  of  dam- 
aged tissues.  If  an  accurate  diagnosis  has  not  been 
made,  or  if  surgical  reconstruction  has  been  inade- 
quate, then  function  never  will  return  to  the  in- 
jured part.  Secondary  procedures  then  become 
necessary,  the  end  results  of  which  are  often 
jeopardized  by  scar  tissue,  muscle  atrophy  and 
paralysis,  and  joint  stiffness.  In  the  handling  of 
the  acute  emergency,  competence  and  time  are, 
therefore,  of  the  utmost  importance.  Most  physi- 
cians recognize  the  limitations  of  their  own  ability 
and  do  not  hesitate  to  call  on  those  more  competent. 
Other  serious  injuries  may  occur,  however,  which 
do  not  require  hospitalization  but  which  may,  nev- 
ertheless, result  in  prolonged  disability  if  medical 
care  is  inadequate.  The  choice  of  physician  is  thus 
of  prime  importance.  The  average  citizen  has  no 
way  of  determining  the  competency  of  his  physi- 
cian, and  his  choice  often  leaves  much  to  be  desired. 
On  the  other  hand,  some  employers  and  insurance 
carriers  when  required  by  law  to  provide  medical 
care  are  prone  to  overlook  the  importance  of  med- 
ical competency  and  too  frequently  choose  a physi- 
cian for  his  forensic  potential  rather  than  his 
medical  ability.  They  have  not  yet  learned  that  the 
best  medical  care  is  ultimately  the  least  expensive. 

What  may  be  said  for  the  general  efficiency  of 
the  medical  profession  in  the  handling  of  the  acute 
emergency  can  not  be  said  for  subsequent  treatment 
once  the  emergency  has  passed.  Physicians  in  gen- 
eral and  surgeons  in  particular  are  apt  to  forget 
the  importance  of  adequate  aftercare  and  the  effect 
it  has  upon  the  eventual  end  result.  The  value  of 
the  minimum  amount  of  splinting  with  early  active 
use  of  all  uninvolved  muscles  and  joints  is  not  gen- 
erally appreciated.  The  importance  of  early  exer- 
cise, not  only  for  the  injured  part,  but  for  the  body 
as  a whole,  is  apt  to  be  overlooked.  Too  many 
simple  injuries  of  the  hand  and  wrist,  which  have 
received  adequate  emergency  care,  end  disastrously 
because  of  swollen,  stiff  hands  or  frozen  shoulders 
due  to  failure  of  the  physician  to  insist  that  his 
patient  perform  early  active  exercises  with  these 
uninvolved  joints.  Too  many  patients,  confined  to 
bed  for  weeks,  are  unnecessarily  retarded  in  their 
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ambulation  because  their  general  body  tone  has 
been  allowed  to  deteriorate  due  to  lack  of  exercise, 
which  could  have  been  given  during  the  period 
enforced  recumbency.  All  patients,  particularly 
those  who  are  ambulatory  and  under  domiciliary 
care,  must  be  placed  on  those  exercises  which  will 
restore  function  to  a maximum  degree  in  the  short- 
est possible  time.  These  exercises  should  include 
those  obtained  through  work  therapy.  The  patient 
must  be  given  specific  instructions  as  to  how,  when, 
and  why  these  exercises  should  be  done.  This 
means  scrupulous  attention  to  detail  on  the  part  of 
the  physician.  Unfortunately,  many  physicians  feel 
they  have  no  time  for  such  detailed  supervision. 
This,  however,  is  just  as  important  an  aspect  of 
adequate  care  as  the  treatment  of  the  acute  emer- 
gency, and  is  a task  we  must  not  shirk. 

In  many  instances,  physical  facilities  may  not  be 
available  either  in  the  doctor’s  office  or  in  the  pa- 
tient’s home,  or  the  patient  may  be  the  type  who 
will  do  nothing  for  himself  unless  constantly  super- 
vised. In  such  cases  the  patient  should  be  sent,  if 
possible,  to  a special  center  where  such  facilities 
and  supervision  can  be  given.  There  is  a great 
demand  on  the  part  of  many  lay  groups  for  the 
establishment  of  special  rehabilitation  centers 
throughout  the  country.  The  need  for  such  facili- 
ties, particularly  for  the  seriously  injured,  can  not 
be  denied.  The  real  need,  however,  is  for  the  doctor 
to  realize  that  once  he  has  undertaken  the  care  of  a 
patient  his  obligations  to  that  patient  do  not  cease 
until  he  has  been  restored  to  as  near  normal  as  is 
humanly  possible.  To  that  end  the  doctor  must  learn 
how  to  administer  the  most  efficient  type  of  after- 
care or  to  utilize  the  services  of  those  individuals 
or  institutions  capable  of  so  doing. 

Recognition  of  Medical  Complications 

A factor  which  may  play  a profound  part  in  the 
restoration  of  the  disabled  is  the  recognition  of 
medical  complications.  Diabetes,  nephritis,  anemia 
and  vascular  lesions,  to  name  a few,  may  become 
active  following  trauma  and  may  do  much  to  retard 
convalescence.  Since  surgeons  may  overlook  such 
medical  complications,  any  surgical  case  which  fails 
to  make  satisfactory  progress  should  be  examined 
by  a competent  physician. 

Other  factors  which  all  too  frequently  play  a 
decisive  role  in  rehabilitation  are  its  psychological 
complications.  In  some  instances  psychoneurosis 
or  mental  depression  may  develop  to  such  a degree 
as  to  require  the  aid  of  a psychiatrist.  In  most  cases, 
depression  is  brought  on  by  a feeling  of  insecurity 
due  to  the  loss  of  income  or  inability  to  meet  cur- 
rent expenses,  to  keep  a child  in  school  or  to  meet 
mortgage  payments.  This  may  not  seem  to  be  a 
concern  of  the  doctor,  but  it  is  nevertheless  a com- 
plication of  trauma  and  a few  moments  of  frank 
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discussion  may  do  much  to  relieve  the  patient  of 
his  anxiety.  Often  depression  may  be  due  to  fear 
of  loss  of  employment,  either  through  the  loss  of 
a job,  or  inability  to  return  to  regular  work.  If  the 
physician  is  aware  of  this  fear,  a telephone  call  to 
the  employer  will  often  result  in  a promise  of  some 
type  of  work.  In  cases  in  which  an  individual  can 
not  return  to  his  regular  work,  and  in  which  jobs 
are  frozen  by  union  seniority  rights,  discussion 
with  management  and  union  representatives  may 
be  productive  of  a promise  of  work  within  the 
patient’s  capacity. 

It  may  seem  to  many  that  this  type  of  social 
service  is  not  a duty  required  of  the  attending 
physician.  However,  the  psychological  effects  of 
trauma  are  as  real  and  are  as  important  to  the 
patient  and  his  recovery  as  any  surgical  compli- 
cation, and  their  alleviation  is  our  responsibility. 

Frequently  an  injury  is  of  such  severity  as  to 
preclude  return  to  regular  work.  This  is  often 
obvious  to  the  surgeon  within  a short  time  of  the 
accident.  When  such  an  appraisal  is  made,  the  pa- 
tient and  his  family  should  be  so  informed  as  soon 
as  it  is  prudent  to  do  so.  Efforts  should  then  be 
made  to  contact  an  agency  interested  in  vocational 
training.  The  sooner  such  training  is  started,  the 
sooner  the  patient  will  return  to  work  at  his  high- 
est attainable  skill.  It  is  not  fair  to  the  individual 
to  allow  him  to  entertain  the  hope  that  he  can  even- 
tually return  to  his  regular  work  when  he  obviously 
can  not  do  so.  In  1951,  4,430  persons,  injured  on 
the  job  while  under  Workmen’s  Compensation, 
were  returned  to  work  under  the  federal-state  pro- 
gram of  vocational  rehabilitation.  The  average  time 
lag  between  injury  and  referral  to  the  vocational 
training  agency,  however,  was  seven  years.  The 
economic  loss  to  the  patient  and  to  the  community 
in  these  cases  was  tremendous.  There  were  un- 
doubtedly, many  factors  which  operated  to  produce 
such  prolonged  disability,  but  in  some  of  the  cases, 
restoration  could  conceivably  have  been  expedited 
by  more  careful  medical  supervision. 

There  is  little  question  that  if  the  medical  pro- 
fession will  adopt  the  concept  of  its  responsibilities 
to  the  patient  as  outlined  by  tbe  American  College 
of  Surgeons  mucb  can  be  done  to  hasten  the  recov- 
ery of  our  patients. 

It  is  obvious,  however,  that  the  medical  aspects 
of  the  restoration  of  the  injured  worker  represent 
but  one  facet  in  a most  complicated  problem.  Our 
society  bas  erected  even  more  formidable  road 
blocks.  Tbe  hiring  and  firing  tactics  engaged  by 
some  employers  following  an  occupational  accident 
demands  solution,  as  does  the  prohibition  of  em- 
ployment created  by  labor’s  seniority  rights  when 
an  injured  worker  is  unable  to  return  to  his  regular 
employment. 


The  Workmen’s  Compensation  Systems 

Perhaps  the  most  effective  roadblock  of  all  is 
created  by  our  Workmen’s  Compensation  systems. 
This  has  been  the  subject  of  study  for  the  past 
ten  years,  of  the  American  College  of  Surgeons 
through  its  Committee  on  Trauma’s  Subcommittee 
on  Industrial  Relations  of  which  I have  been  chair- 
man. This  committee,  in  co-operation  with  labor  at 
a national  level,  some  insurance  carriers,  and  the 
United  States  departments  of  Labor,  Public 
Health,  and  the  office  of  Vocational  Rehabilitation, 
has  undertaken  a study  of  this  subject  and  has 
evolved  a set  of  principles  for  a modern  workmen’s 
compensation  system,  adopted  by  the  College  in 
1954,  and  the  Basic  Requisites  for  an  Adequate 
Compensation  System,  adopted  by  the  College  in 
February,  1960. 

When  the  compensation  acts  were  formulated 
some  forty-five  years  ago,  medical  science  had  not 
progressed  to  a point  where  it  could  cope  with  the 
most  serious  injuries.  Such  injuries  did,  indeed, 
lead  to  much  permanent  and  total  disability.  With 
this  fact  in  mind,  the  compensation  laws  were  estab- 
lished to  provide  the  injured  worker  with  some 
financial  assistance  during  the  period  of  disability 
and  for  monetary  recompense  for  loss  of  earning 
power  due  to  permanent  disability.  The  acts  were 
thus  developed  to  provide  the  worker  with  a means 
of  livelihood  when  medical  science  was  unable  to 
restore  him  to  work  capacity  in  the  open  labor 
market. 

Since  then  medicine  and  its  ancillary  services 
have  developed  to  such  a degree  that  no  injury, 
regardless  of  severity,  can  be  said  to  be  truly  totally 
and  permanently  disabling,  provided  the  best  of 
medical  care  is  given  and  the  individual  has  the 
desire  and  fortitude  to  rehabilitate  himself.  In  this 
day  of  social  change,  we  might  naturally  expect 
those  agencies  which  deal  with  occupational  dis- 
ability to  be  interested  in  the  control  of  that 
disability  and  the  ability  of  tbe  injured  worker  to 
return  to  gainful  employment.  Tins  however  is  not 
the  case.  The  average  industrial  accident  commis- 
sion has  not  taken  cognizance  of  the  progress  of 
modern  medicine.  It  is  not  concerned  with  the  ade- 
quacy of  medical  care  which  the  injured  receives  or 
whether  work  capacity  could  be  improved  by  fur- 
ther care  in  more  competent  hands  or  by  physical 
or  vocational  rehabilitation.  Established  as  quasi- 
judicial bodies,  they  have  continued  to  remain  so 
and  continue  to  attempt  to  dispose  of  the  basic 
needs  of  the  injured  worker  on  a purely  legal  basis 
through  a complicated  system  of  monetary  awards. 
By  placing  a premium  upon  disability,  we  encour- 
age injured  workers  to  remain  out  of  work,  for  tbe 
longer  the  disability  the  greater  the  award.  Not  only 
has  this  system  encouraged  disability,  it  bas  pro- 
moted vast  numbers  of  spurious  claims  which  flood 
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the  dockets  of  the  compensation  agencies  with  re- 
sultant long  drawn  out  legal  controversy  and  pro- 
longed delays  in  adjudication.  The  system  has 
encouraged  some  physicians  to  overtreat  the  patient 
and  it  has  proved  a lucrative  field  for  the  compen- 
sation claims  attorney.  This  is  a disastrous  situa- 
tion for  the  worker  who  is  truly  disabled  and  whose 
work  potential  has  been  impaired.  Oftentimes  he  is 
not  aware  that  more  competent  medical  care  or  re- 
habilitation procedures  could  reduce  his  disability ; 
and  even  if  such  services  were  offered,  he  would, 
on  advice  of  counsel  or  his  physician,  reject  them 
until  an  award  had  been  reached.  By  this  time  his 
disability  has  often  become  fixed  beyond  all  hope  of 
recovery.  When  adjudication  has  been  reached  the 
commissioner  disposes  of  the  case,  the  physician 
and  the  attorney  receive  their  fees,  the  insurance 
carrier  is  absolved  from  further  liability  and  the 
worker  receives  a sum  of  money  which  he  spends 
and  a disability  which  he  keeps.  Disabled,  he  is 
unable  to  find  a job,  his  financial  award  is  soon 
expended,  and  he  and  his  family  find  themselves 
upon  the  rolls  of  public  welfare.  No  one  will  deny 
the  injured  worker’s  right  to  financial  recompense 
for  injuries  received  or  for  loss  of  earning  capacity 
but,  while  awaiting  adjudication,  medical  care  and 
rehabilitation  should  be  continuing  without  inter- 
ference and  above  all  no  financial  award  should  be 
made  until  maximal  recovery  has  been  obtained. 

It  is  axiomatic  that  litigation  is  incompatible  with 
rehabilitation.  In  any  reorganization  of  our  work- 
men’s compensation  system,  if  we  are  sincerely  in- 
terested in  the  restoration  of  injured  workers  to 
gainful  employment,  then  the  highly  legalistic  sys- 
tems must  be  abolished. 

Basic  Concepts 

It  is  our  belief  that  rehabilitation  of  the  injured 
worker  and  his  return  to  gainful  employment  is,  or 
should  be,  the  basic  concept  of  a modern  workmen’s 
compensation  system.  To  this  end  we  believe 
changes  in  the  attitude,  laws,  and  administration  of 
this  system  are  essential. 

To  insure  the  procurement  of  competent  and 
continuous  medical  care  and  adequate  medical  and 
vocational  rehabilitation  services,  it  is  obvious  that 
there  must  be  some  supervision  of  medical  care. 
This,  we  feel,  is  the  responsibility  of  the  compen- 
sation agency.  This  does  not  mean  that  the  control 
of  medical  care  should  be  placed  in  lay  hands  but 
rather  in  the  hands  of  an  adequate  and  competent 
medical  department  headed  by  a medical  director, 
and  under  the  supervision  of  a medical  advisory 
committee.  This  committee  should  be  appointed  by 
the  governor  from  names  of  physicians  submitted 
by  the  state  medical  society,  the  dean  or  deans  of 
medical  schools,  and  from  medical  specialty  groups 
within  the  state.  The  state  commissioner  of  public 
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health  should  be  an  ex  officio  member  of  the  com- 
mittee. The  functions  of  the  Medical  Advisory 
Committee  would  be  to  advise  the  workmen’s  com- 
pensation agency  with  respect  to  all  policies  affect- 
ing medical  care  and  rehabilitation. 

In  order  to  supervise  the  medical  care  the  agency 
must  have  knowledge  of  all  industrial  accidents, 
therefore,  all  cases  of  bodily  injury  due  to  accident 
or  disease  resulting  in  loss  of  time  beyond  the  day 
or  shift  or  in  permanent  impairment  without  loss  of 
time  shall  be  reported  promptly  by  both  the  em- 
ployer and  attending  physician  to  the  state  com- 
pensation agency. 

It  is  recommended,  where  adequate  statutory 
provisions  do  not  now  exist,  that  laws  or  regula- 
tions be  enacted  requiring  prompt  reports  of  injury 
to  the  compensation  agency.  In  those  jurisdictions 
where  statutes  or  regulations  exist  but  are  not 
enforced,  it  is  recommended  that  such  measures  be 
activated  by  the  compensation  agency. 

]\Iany  state  compensation  agencies  have  no  med- 
ical department.  Some  agencies  have  medical  direc- 
tors but  their  work  is  confined  purely  to  medico- 
legal affairs.  Few  state  agencies  are  concerned  with 
the  adequacy  and  continuity  of  medical  care  or 
rehabilitation.  If  the  agency  is  to  supervise  the 
medical  care  as  outlined  in  the  Operating  Prin- 
ciples then  each  agency  must  have  competent 
medical  assistance. 

Functions  of  Medical  Director 

It  is  essential  that  each  administrative  agency 
of  workmen’s  compensation  shall  have  a medical 
director  supported  by  appropriate  staff.  The  func- 
tions of  the  medical  director  shall  be : 

( 1 ) To  review  all  reports  of  injury  as  submitted 
by  the  employer  and  attending  physician  ; 

(2)  To  determine  those  types  of  cases  which  are 
to  be  called  to  his  immediate  attention.  In 
such  cases  to  take  steps  : 

(a)  To  determine  the  accuracy  of  the  diag- 
nosis; (b)  To  assure  that  the  injured 
worker  is  under  competent  medical  care; 
(c)  After  discussion  with  the  attending  phy- 
sician, to  consider  whether  there  is  need  for 
consultation  services. 

(3)  To  see  that  competent  and  continuous  med- 
ical care  is  provided  as  long  as  medically 
indicated. 

(a)  Progress  reports  should  be  submitted 
periodically  by  the  attending  physician. 
These  shall  be  reviewed  by  the  Medical 
Director. 

(b)  In  cases  where  the  medical  director 
believes  that  medical  care  may  not  be  com- 
petent or  when  in  his  opinion  recover}-  has 
not  been  satisfactory  or  has  been  unduly 
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delayed,  he  should  have  the  right  to  an 
examination  not  only  of  the  patient  but  also 
of  all  physician’s  and  hospital  records  in- 
cluding laboratory  findings  and  X-ray  films. 
Such  examinations  may  be  made  by  the 
director  himself  or  at  his  discretion  by 
panels  of  impartial  medically  qualified  ex- 
perts or  their  designees  as  will  be  described, 
(c)  In  cases  where  incompetent  or  inade- 
quate medical  care  is  corroborated  by  the 
panel,  the  medical  director  may  then  trans- 
fer the  patient  to  a qualified  expert  desig- 
nated by  the  panel  for  further  treatment. 

(4)  To  establish  standards  for  the  provision  of 
medical  and  vocational  rehabilitation  and  to 
see  that  sucb  services  are  provided  when 
and  as  long  as  indicated. 

(5)  To  examine  all  injured  workers  before  any 
final  financial  determination  of  permanent 
disability  is  made  by  tbe  agency  to  make 
sure  maximum  recovery  has  been  obtained. 

The  state  compensation  laws  should  be  amended, 
where  necessary,  to  provide  the  compensation 
agency  with  the  authority  to  supervise  the  provi- 
sion of  medical  care  in  accordance  with  the  above 
recommendations. 

To  assist  the  medical  director  in  the  performance 
of  these  duties,  panels  of  impartial  medically  quali- 
fied experts  should  be  established  within  the  work- 
men’s compensation  system.  These  panels  should 
be  appointed  by  the  director  of  the  workmen’s  com- 
pensation agency  upon  the  advice  of  the  medical 
director  and  the  Medical  Advisory  Committee.  The 
functions  of  the  panels  shall  be : 

(1)  To  assist  tbe  medical  director  in  tbe  exami- 
nation of  patients  in  cases  involving  ques- 
tions of  the  competency  or  adequacy  of 
medical  care. 

(2)  To  recommend  to  the  director,  when  indi- 
cated, sources  of  competent  medical  care. 

(3)  To  assist  the  medical  director  as  consultants 
in  specific  cases  by  giving  an  opinion  as  to ; 
(a)  The  need  of  consultation  services;  (b) 
The  need  of  medical  and  vocational  reha- 
bilitation services;  (c)  The  existence  or 
extent  of  disability,  and  (d)  The  causal 
relationship  of  injury  or  disease.  Certainly 
such  cases  would  be  more  equitably  and 
expeditiously  handled  by  such  experts  than 
by  legal  argument. 

Changes  in  Administrative  Rules  Necessary 

Attainment  of  tbe  basic  principles  can  be  accom- 
plished only  by  changes  in  the  administrative  rules 
and  procedure  and/or  in  the  compensation  laws 
themselves. 

Provision  must  be  made  for : 


A.  Complete  and  continuous  medical  care  from 
the  date  of  injury  or  disability  whether  due 
to  accident  or  occupational  disease  to  maxi- 
mal restoration  without  statutory  limitation 
of  cost  or  duration. 

B.  Complete  medical  rehabilitation  including 
referral  to  vocational  rehabilitation  services 
and  adequate  financial  support  for  such  serv- 
ices, until  maximal  restoration  is  achieved. 

C.  Adequate  compensation  to  insure  family  se- 
curity during  the  entire  period  of  disability 
and  rehabilitation. 

D.  Coverage  of  all  employees  regardless  of 
nature  of  employment  including  those  in 
small  establishments  and  those  engaged  in 
occupations  now  considered  as  non-hazard- 
ous.  This  would  include  farmers. 

Under  our  present  compensation  laws  the  cost 
of  an  industrial  accident  is  placed  upon  the  last 
employer.  Employers,  thus,  on  advice  of  their  in- 
surance carriers,  are  often  extremely  loath  to  hire 
individuals  with  a history  of  a serious  industrial 
accident.  Employers  and  insurance  carriers  can 
hardly  be  blamed  for  this  attitude,  but  when  such 
individuals  are  precluded  employment,  they  are 
forced  upon  the  roles  of  public  welfare,  and  society 
must  then  assume  the  burden,  to  say  nothing  of  the 
social  and  economic  effects  upon  the  individual. 
Some  rectification  of  this  situation  could  be  ob- 
tained by  broadening  the  second  injury  fund 
provisions,  thus  encouraging  industry  to  employ 
handicapped  workers. 

To  insure  the  maximal  efficiency  in  administra- 
tion the  laws  should  require  the  employment  onlv 
of  experienced  individuals  as  commissioners  and 
medical  directors.  These  positions  should  be  career 
appointments  at  adequate  salaries  and  not  subject 
to  changes  in  administration. 

We  believe  the  adoption  of  these  requisites  into 
the  compensation  system  by  legislation  will  bring 
about  the  drastic  changes  needed  in  the  restoration 
of  injured  workers  to  gainful  employment.  Serious 
injury  will  be  detected  at  an  early  date  and  com- 
petent medical  care  promptly  provided.  Medical 
care  and  physical  rehabilitation  services  will  be  con- 
tinuous and  far  more  individuals  would  thus  be 
restored  to  gainful  employment.  With  early  refer- 
ral for  vocational  training,  far  more  individuals 
will  be  able  to  find  employment  within  their  capa- 
bilities, especially  if  the  employer  is  given  adecpiate 
protection  in  the  event  of  re-injury.  The  use  of 
medical  panels  will  eliminate  most  spurious  claims 
for  few  attorneys  will  pursue  such  claims  should 
the  panel  find  the  claimant  capable  of  return  to 
work.  The  practice  of  perpetuating  a disability  for 
the  sole  purpose  of  increasing  the  award  and  the 
interference  with  medical  care  will  also  disappear 
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THE  CHALLENGE  PRESENTED  BY  THE  EOREIGN  GRADUATE* 

Dean  F.  Smiley,  m.d. 


The  Author.  Dean  F.  S7nilcy,  M.D.,  of  Evanston, 
Illinois.  Executive  Director,  Educational  Council  for 
Foreign  Medical  Graduates;  formerly  Secretary, 
Association  of  American  Medical  Colleges. 


OVER  3,300  graduates  of  foreign  medical  schools 
come  over  here  each  year  to  work  as  interns 
or  residents  in  our  hospitals.  Alore  than  2,300  are 
currently  serving  as  interns,  more  than  6,000  as 
residents. 

When  we  are  asked  why  so  many  foreign  med- 
ical graduates  have  come  to  the  United  States 
(3,000  from  the  Far  East ; 1,700  from  Latin  Amer- 
ica; 1,500  from  Europe  and  1,300  from  the  Near 
and  Middle  East ) it  would  be  nice  if  we  could  say 
“Because  they  have  found  out  that  it  is  in  the 
United  States  that  they  can  get  the  best  graduate 
medical  training.”  This  is  to  some  extent  true,  but 
unfortunately  a much  more  complete  answer  to 
that  question  would  have  to  add  “because  1,400  of 
our  8,000  hospitals  are  bidding  high  for  their  serv- 
ices both  with  increased  stipends  and  attracti^•e 
quarters,  because  the  Information  and  Educational 
Exchange  Act  of  1943  has  made  it  comparatively 
easy  to  obtain  an  exchange  visitor  visa  for  training 
in  an  approved  hospital  of  the  Ehiited  States  for 
from  one  to  five  years,  because  the  State  Boards  of 
Medical  Examiners  of  most  of  our  states  have  been 
very  lenient  in  permitting  physicians  with  foreign 
degrees  to  occupy  internships  and  residencies  in 
United  States  hospitals  without  taking  licensing 
examinations,  because  no  scheme  has  ever  been 
concocted  that  made  it  so  easy  to  travel,  learn  and 
see  the  United  States  and  all  on  an  earn-while-you- 
learn  basis,  providing  maintenance  and  a stipend 
instead  of  charging  tuition.” 

How  successful  is  this  mass  acceptance  of  for- 
eign medical  graduates  in  our  hospitals  proving  to 
be?  It  is  apparently  working  out  reasonably  well, 
but  the  complaints  from  both  hospitals  and  foreign 
trained  doctors  are  common  enough  to  make  it 
plain  that  a great  deal  more  must  be  done  than 
has  been  done  in  the  immediate  past,  if  we  are 
going  to  make  this  a really  successful  venture  in 

*Presented  at  the  149th  Annual  Meeting  of  the  Rhode 
Island  Medical  Societj',  at  Providence,  Rhode  Island, 
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educational  exchange  in  medicine.  Hospitals  have 
complained : that  many  foreign  medical  graduates 
who  claimed  a satisfactory  command  of  English 
were  unable  to  elicit  a satisfactory  medical  historv 
from  an  English-speaking  patient ; that  a great  deal 
of  the  knowledge  of  many  candidates  was  book-or- 
lecture-room  knowledge  and  was  too  little  accom- 
panied by  practical  knowledge  and  skill  in  the  use 
of  aseptic  technique  or  in  the  performance  of  spinal 
taps,  blood  counts  or  veni-puncture ; that  some  of 
the  so-called  medical  graduates  were  eventually 
found  to  be,  pharmacists,  dentists  or  graduates  of 
native  practitioner  or  “herb-doctor”  schools ; that 
nationals  of  some  countries  showed  shocking  dis- 
respect, according  to  United  States  Standards,  for 
the  modesty  of  patients  in  doing  physical  examina- 
tions. Many  foreign  medical  graduates  ha\  e com- 
plained bitterly  of  the  large  amount  of  “donkey 
work”  they  were  called  upon  to  do,  and  after  a 
year  or  two  of  work  in  a United  States  hospital, 
they  have  returned  home  quite  unhappy  with  the 
actual  instruction  the)^  have  received.  Alany  coun- 
tries short  of  physicians  have  been  deeply  con- 
cerned about  the  numbers  of  their  physicians  who 
have  gone  to  the  United  States  as  students  and 
remained  there  almost  indefinitely. 

How  is  the  E.C.F.M.G.  Helping  to 
Minimize  These  Difficulties.^ 

Organized  and  sponsored  by  the  American  Hos- 
pital Association,  the  American  Medical  Associa- 
tion, the  Association  of  American  IMedical  Colleges 
and  the  Federation  of  State  Medical  Boards  of  the 
United  States,  the  Educational  Council  for  Foreign 
Medical  Graduates  came  into  operation  October  1, 
1957.  Its  two  chief  purposes  are  to  ( 1 ) serve  as  a 
source  of  authentic  information  for  foreign  med- 
ical graduates  contemplating  graduate  medical  edu- 
cation in  United  States  hospitals;  (2)  to  make  it 
possible  for  any  foreign  medical  graduate,  while 
still  in  his  home  country,  to  establish  his  qualifica- 
tions to  assume  a position  as  intern  or  resident  in 
a United  States  hospital  with  an  approved  teach- 
ing program. 

The  dissemination  of  information  has  been 
through  printed  materials  and  the  answering  of 
thousands  of  inquiries.  The  establishment  of  quali- 
fication has  been  through  ( 1 ) the  evaluation  of 
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credentials  (18  years  of  formal  education  includ- 
ing graduation  and  at  least  four  years  of  credited 
work  in  a recognized  school  of  medicine)  (2)  the 
passing  of  the  E.C.F.M.G.  English  test;  (3)  the 
passing  (or  obtaining  of  a score  of  70-74%  in  the 
American  Medical  Qualification  Examination. 
(The  examination  is  given  spring  and  fall  of  each 
year,  in  over  65  examination  centers  abroad,  35  in 
the  United  States.) 

The  accomplishment  to  date  has  been  as  follows  : 

( 1 ) 298  candidates  took  the  examination  in 
March  1958;  844  took  it  in  September, 
1958;  1,772  took  it  in  February  1959,  3,068 
took  it  in  September  1959  and  6,029  took  it 
March  16,  1960. 

(2)  Of  the  12,011  who  have  so  far  taken  the 
examination,  approximately  40%  have 
scored  75%  or  better  and  received  stand- 
ard certificates,  approximately  23%  have 
scored  70-74%  and  received  Temporary 
(2-year)  Certificates.  Approximately  37% 
of  the  candidates  have  failed  to  attain  a 
score  of  at  least  70%.  Approximately  1.5% 
have  failed  both  the  American  Medical 
Qualification  Examination  and  the 
E.C.F.M.G.  English  Test. 

In  its  first  two  and  one-half  years,  then,  the 
E.C.F.M.G.  has  made  it  possible  for  approximately 
7,500  foreign  medical  graduates  to  establish  their 
qualification  to  assume  intern  or  residency  duty 
in  United  States  hospitals  with  approved  teaching 
programs. 

Problems  That  Lie  Ahead  in  1961 

In  the  planning  stages  of  the  E.C.F.M.G.  1955- 
56  and  1957  some  doubt  was  expressed  that  it 
would  be  possible  to  give  360  question  multiple 
choice  examinations  in  medicine  in  English  all  on 
one  day  in  centers  all  over  the  world  to  graduates 
of  533  foreign  medical  schools  and  have  it  come 
out  with  reasonably  comparable  results.  Our  expe- 
rience with  our  first  five  examinations  has  proved 
that  with  two  minor  adjustments  this  can  and  is 
being  done.  The  two  minor  adjustments  are,  (1) 
to  exclude  from  participation  in  the  examination, 
graduates  of  native-practitioner  schools  of  medi- 
cine, unapproved  in  their  own  country  and  unrec- 
ognized by  the  World  Health  Organization  and 
(2)  to  grant  a two-year  temporary  certificate  to 
those  scoring  70-74%  in  the  examination. 

There  still  remains  a serious  problem,  however. 
Our  American  Medical  Qualification  Examination 
is  a comprehensive  clinical  examination  (35%  of 
the  questions  from  medicine  including  psychiatry, 
25%  from  surgery,  15%  from  pediatrics,  15% 
from  obstetrics  and  gynecology,  10%  from  the 
basic  sciences).  How  can  hard-working  residents 


entirely  engrossed  in  their  specialty,  whether  it  be 
psychiatry,  radiology,  anesthesiology  or  preventive 
medicine,  find  the  time  to  refresh  their  memory  of 
medicine,  surgery,  pediatrics,  obstetrics  and  gyne- 
cology in  order  to  pass  our  examination?  ([1] 
Need  time  to  study  and  [2]  review  courses.) 

If  you  will  note  the  dropping  off  in  the  percent- 
age of  candidates  qualifying  in  the  United  States 
it  becomes  immediately  apparent  that  in  our  first 
four  examinations  we  have  skimmed  the  cream  of 
our  foreign  medical  graduates  in  the  United  States. 
The  percentage  qualifying  in  the  United  States 
dropped  in  the  March  1960  examination  to  56.4%. 
It  is  likely  to  drop  even  lower  in  September,  1960 ! 

We  have  been  dangerously  negligent  since 
World  War  1 1 in  assessing  the  qualifications  of 
foreign  medical  graduates  before  admitting  them 
to  our  intern,  residency,  and  staff  physician  posi- 
tions. Everyone  is  agreed  that  a general  tightening 
up  in  this  area  is  badly  needed. 

Our  four  sponsoring  agencies,  about  two  years 
ago,  set  July  1,  1960  as  the  deadline  foreign  med- 
ical graduates  in  our  hospitals  must  fall  in  one  of 
four  categories:  (1)  E.C.F.M.G.  certified;  (2) 
permanently  licensed;  (3)  in  last  six  months  of 
appointment  before  returning  home,  and  (4)  on  a 
six  months  contingent  appointment  beginning  July 
1,  1960  with  the  provision  he  be  registered  to  take 
the  examination  September  21,  1960. 

We  can  foresee: 

1.  That  on  December  31,  1960,  there  will  be  a 
residue  of  about  2,000  foreign  medical  graduates 
who  will  be  returning  home  having  been  unable  to 
qualify  (out  of  8,400  ) ; 

2.  That  in  1961  only  about  1,650  of  the  3,300 
foreign  medical  graduates  who  would  like  to  come 
over  will  prove  qualified  ; 

3.  That  1961  will  therefore  be  a year  of  definite 
shortage  of  foreign  medical  graduates ; 

4.  That  1962  will  be  a year  of  slight  shortage ; 

5.  That  1963  will  see  more  foreign  medical  grad- 
uates— and  all  will  be  qualified. 

What  Additional  Help  Is  Needed? 

Much  more  extensive  remedies  will  eventually 
have  to  be  brought  to  bear  on  the  problem.  Included 
in  these  remedies  will  be : 

( 1 ) Reducing  the  abnormal  demand  for  foreign- 
trained  physicians  to  serve  as  interns  and 
residents  in  our  United  States  hospitals  by 
increasing  the  output  of  medical  graduates 
from  our  United  States  medical  schools. 
(This  involves  the  construction  of  a number 
of  new  medical  schools  and  will  require 
time. ) 

(2)  Safeguarding  foreign  medical  graduates 
from  exploitation  by  dropping  from  the 
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approved  list,  internships  and  residencies 
that  are  almost  entirely  service-oriented 
rather  than  teaching  oriented.  (This  is  a 
definite  responsibility  of  the  Council  on 
Medical  Education  and  Hospitals  of  the 
American  Medical  Association.) 

(3)  Increasing  the  number  and  scope  of  respon- 
sibilities of  directors  of  medical  education 
in  hospitals. 

(4)  Developing  orientation  programs  in  all  hos- 
pitals with  foreign-trained  interns  and  resi- 
dents which  will  function  effectively  in 
adapting  these  trainees  to  the  duties  they 
are  expected  to  perform. 

(5)  Developing  refresher  courses  in  the  basic 
medical  sciences  for  foreign  medical  grad- 
uates in  our  graduate  schools  of  medicine 
and  in  the  postgraduate  work  offered  by  our 
undergraduate  schools  of  medicine. 

SUMMARY 

1.  Internship  and  residency  training  in  United 
States  hospitals  involves  the  student  in  a great  deal 
of  service  to  patients  along  with  his  participation 
in  the  educational  program  of  the  hospital. 

2.  The  foreign  medical  graduate  as  intern  or 
resident  will  do  well  to  keep  in  mind  that  he  is 
receiving  a stipend  and  frequently  maintenance, 
that  he  is  not  paying  any  tuition,  that  the  primary 
function  in  the  majority  of  hospitals  must  continue 
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to  be  service  to  the  patient,  with  education  of  the 
intern  or  resident  subsidiary  to  that  primary 
function. 

3.  The  E.C.F.M.G.  should  not  be  expected  to 
do  more  than  to  make  information  about  United 
States  internships  and  residencies  available  upon 
request  and  to  make  it  possible  for  the  foreign 
medical  graduate  while  still  in  his  own  countrv,  to 
establish  his  qualifications  in  respect  to  command 
of  English,  and  knowledge  of  medicine. 

4.  Hospitals  enrolling  foreign  medical  graduates 
in  their  internships  and  residency  programs  should 
develop  orientation  programs  designed  to  adapt  the 
foreign  medical  graduate  to  the  duties  he  will  be 
expected  to  perform. 

5.  IMedical  education  authorities,  both  under- 
graduate and  graduate  should  be  requested  to 
apply  their  educational  know-how  to  the  problem 
of  providing  effective  refresher  courses  for  foreign 
medical  graduates. 

General  Conclusions 

1.  There  is  general  agreement  that  one  of  the 
most  effective  means  of  preventing  war  is  to 
develop  mutual  respect  and  understanding  between 
nations  by  the  exchange  of  students. 

2.  Lender  a very  unusual  set  of  circumstances 
the  United  States  hospitals  are  now  in  position  to 
provide  graduate  training  to  large  numbers  of 
properly  qualified  foreign  medical  graduates. 
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SUMMARY  OF  EXAMINATION  RESULTS 


Examination 

Granted  Standard 
Certificate 

Granted  Temporary 
Certificate 

Total  70 
or  above 

N 

N 

% 

.V 

% 

N 

% 

March  25,  1958 

298 

152 

51 

51 

17 

203 

68 

September  23,  1958 

United  States 

707 

371 

52.4 

193 

27.3 

564 

79.8 

Abroad 

137 

47 

34.3 

33 

24.1 

80 

58.4 

— 

— 

— 

— 

— 

— 

— 

Tefal 

844 

418 

49.5 

226 

26.8 

644 

76.3 

February  17,  1959 

United  States 

1278 

616 

48.2 

341 

26.7 

957 

74.9 

Abroad 

494 

153 

31.0 

no 

22.3 

263 

53.2 

— 

— 

— 

— 

— 

— 

— 

Total 

1772 

769 

43.4 

451 

25.5 

1220 

68.8 

September  22,  1959 

United  States 

2351 

1088 

46.3 

601 

25.6 

1689 

71.8 

Abroad 

717 

282 

39.3 

141 

19.7 

423 

59.0 

— 

— 

— 

— 

— 

— 

— 

Total 

3068 

1370 

44.7 

742 

24.2 

2112 

68.8 

March  16,  1960 

United  States 

4909 

1650 

33.6 

1118 

22.8 

2768 

56.4 

*Abroad 

1120 

346 

31.9 

231 

20.6 

577 

51.5 

— 

— 

— 

— 

— 

— 

— 

Total 

6029 

1996 

33.1 

1349 

22.4 

3345 

55.5 

*Pakistan  not  included 
N 25 


513 


AUGUST,  i960 

3.  This  situation  offers  a remarkable  opportu- 
nity for  the  United  States  to  contribute  to  world 
medicine  and  world  peace. 

4.  With  these  ultimate  values  in  view,  it  would 
seem  essential  that  all  the  persons  and  agencies 
involved  should  co-operate  in  taking  the  necessary 
steps  to  clear  up  the  minor  problems  and  difficulties 
now  existing  and  to  make  this  important  part  of 
the  international  exchange  in  medicine  a real 
success. 


BASIC  REQUISITES  FOR  AN  ADEQUATE 
COMPENSATION  SYSTEM 

concluded  from  page  509 

once  a definite  course  of  therapy  has  been  deter- 
mined either  by  the  medical  director  or  by  the 
impartial  medical  panels.  Not  only  will  the  cost  of 
medical  care  be  reduced  but  the  elimination  of  liti- 
gation should  reduce  materially  both  the  cost  of 
compensation  insurance  and  that  of  workmen’s 
compensation  administration.  More  money  would 
thus  be  available  for  the  care  of  those  truly 
disabled. 

It  is  not  to  be  anticipated  that  these  changes  will 
be  afforded  any  wild  acclaim  for  the  present  sys- 
tem has  proved  far  too  lucrative  to  too  many  diver- 
sified interests.  On  the  contrary,  vicious  opposition 
to  their  adoption  is  to  be  anticipated.  The  needs  of 
the  injured  worker  must  however  be  met.  A change 
in  the  concept  of  the  function  of  and  the  laws  and 
administration  of  the  workmen’s  compensation  sys- 
tem is  long  overdue.  We  believe  that  the  adoption 
of  the  basic  requisites,  as  described,  will  go  a long 
way  toward  the  solution  of  the  problems  of  the 
occupationally  disabled. 


ANTIBACTERIAL  AGENTS:  USES  AND  ABUSES 
IN  TREATMENT  AND  PROPHYLAXIS 

continued  from  page  504 

rial  which  does  not  produce  such  abscesses  but  sur- 
geons have  been  loath  to  use  it  in  such  cases. 

In  general,  continuous  prophylaxis  in  any  indi- 
vidual case  is  most  likely  to  be  effective  and  involve 
the  minimum  risk  of  secondary  infection  with  other 
resistant  organisms  if  it  is  directed  against  specific 
and  sensitive  organisms  and  taken  on  an  ambula- 
tory basis  away  from  the  hospital  environment. 
Mass  prophylaxis  has  the  greatest  chance  of  suc- 
cess if  the  organism  or  infection  is  highly  suscep- 
tible to  the  antibacterial  agent  or  agents  used,  if 
these  are  applied  over'a  relatively  brief  period,  and 
all  individuals  in  the  involved  area  are  treated 
simultaneously.  The  success  of  continuous  prophy- 
laxis in  institutions  and  hospitals  may  be  limited 
by  the  emergence  or  introduction  and  spread  of 
resistant  organisms  that  are  pathogenic  and  inva- 
sive. This  was  demonstrated  dramatically  in  the 


military  services  during  World  War  II  after  a 
program  of  mass  prophylaxis  of  streptococcal 
infections  with  sulfadiazine  had  been  in  operation 
for  several  months.  The  increasing  proportion  of 
staphylococci  and  of  many  coliform  organisms  that 
are  resistant  to  many  of  the  most  commonly  used 
antibiotics  that  are  now  found  in  hospitals  may  also 
be  the  result  of  the  widespread  use  of  antibiotics, 
especially  for  prophylaxis.  It  has  also  been  the 
cause,  in  turn,  of  the  decreasing  effectiveness  of 
the  available  antibacterial  agents  and  of  the  in- 
creased morbidity  and  mortality  from  such  resist- 
ant infections  in  our  hospital^®  and  probably  in 
most  other  large  hospitals. 

There  is  good  evidence  that  sulfadiazine,  in  rela- 
tively small  doses,  will  protect  exposed  individuals 
against  meningococcal  infections  and  eradicate  the 
carrier  state  ; if  given  simultaneously  to  all  persons 
in  a closed  community  during  an  epidemic  of 
meningococcal  infection,  it  will  halt  the  epidemic 
promptly.  Single  oral  doses  of  penicillin  have 
proved  effective  in  preventing  gonorrhea  if  given 
within  a few  hours  of  exposure.  Continuous  pro- 
phylaxis of  prostitutes  with  monthly  doses  of  ben- 
zathine penicillin  as  used  in  France  and  in  some 
other  countries,  probably  renders  and  maintains 
them  noninfectious  and  free  of  both  syphilis  and 
gonorrhea.  Penicillin  ointment  applied  at  birth  will 
prevent  ophthalmia  neonatorum  and  if  given  in  a 
full  therapeutic  dose  to  an  infected  mother  before 
delivery,  will  prevent  congenital  syphilis  in  the  off- 
spring. Mass  treatment  with  large  doses  of  benza- 
thine penicillin  administered  simultaneously  to  all 
infected  and  exposed  individuals  of  large  infected 
populations  and  repeated  at  proper  intervals,  give 
promise  of  essentially  eradicating  certain  other 
treponematoses,  such  as  endemic  syphilis,  yaws, 
bejel  and  pinta  that  are  widely  prevalent  in  many 
areas  of  the  world. 

Sulfadiazine  or  the  tetracyclines  have  been  effec- 
tive in  controlling  outbreaks  of  dysentery,  but 
increasing  numbers  of  strains  of  Shigella  are  now 
proving  to  be  resistant  to  one  or  both  of  these 
agents.  Localized  outbreaks  of  E.  coli  diarrhea  in 
nurseries  or  institutions  can  be  controlled  by  simul- 
taneous oral  administration  of  neomycin  plus  poly- 
myxin (or  related  antibiotics)  to  all  infants  and 
small  children  in  the  nursery.  Oral  neomycin,  or 
the  related  kanamycin  or  paromomycin  (Humatin) 
is  also  effective  in  alleviating  or  preventing  hepatic 
coma  or  the  other  neurological  symptoms  of  liver 
failure  and  may  permit  administration  of  proteins 
and  chlorthiazide  to  such  patients  without  induc- 
ing relapse. 

Chemoprophylaxis  has  generally  failed  to  pre- 
vent or  minimize  the  symptoms  and  bacterial  com- 
plications of  the  common  cold  or  other  minor  acute 
viral  respiratory  infections.  In  hospitals  they  have 
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also  failed  to  prevent  serious  pneumonias  compli- 
cating acute  cardiac  failure,  and  in  patients  with 
coma  from  many  causes,  or  after  tracheotomy  for 
respiratory  paralysis.  They  are  also  completely 
ineffective  in  preventing  urinary  tract  infections 
in  patients  with  indwelling  catheters.  These  fail- 
ures are  generally  associated  with  elimination  of 
the  common  susceptible  pathogens,  notably  pneu- 
mococci and  hemolytic  streptococci,  or  E.  coli  in 
the  case  of  urinary  infections,  and  the  establish- 
ment of  a flora  resistant  to  the  prophylactic  drugs 
that  are  used.  Infections  have  occurred  just  as 
frequently  and  sometimes  even  more  often  in  pro- 
phylactically  treated  patients  than  in  comparable 
untreated  controls ; however,  whereas  they  may 
usually  be  treated  successfully  in  the  latter,  they 
are  more  difficult  to  treat  in  the  former. 

Several  trials  carried  out  in  Britain  and  some  in 
this  country  in  patients  with  chronic  nontubercu- 
lous  bronchopulmonary  infections,  including  bron- 
chitis, bronchiectasis  and  mucoviscidosis,  have 
shown  that  continuous  administration  of  a tetra- 
cycline antibiotic  can  reduce  the  number  of  acute 
exacerbations  of  febrile  pulmonary  infections  and 
the  disability  resulting  from  them,  particularly 
during  the  winter  months  and  after  simple  colds. 
There  is  also  evidence  from  trials  in  this  country 
and  in  France  indicating  that  the  serious  and  fre- 
quently fatal  complications  of  primary  tuberculosis 
in  children  under  three  years  old  can  be  prevented 
by  continuous  administration  of  isoniazid  to  those 
known  to  have  recently  developed  a positive  tuber- 
culin test.  Such  treatment  may  also  provide  protec- 
tion to  tuberculin  negative  individuals  exposed  for 
brief  periods  to  heavily  infected  and  contagious 
tuberculous  patients. 

It  may  be  possible  to  halt  epidemics  of  staphylo- 
coccal infections  in  nurseries  by  the  simultaneous 
application  of  ointments  or  suitable  creams  con- 
taining neomycin  and  bacitracin  to  the  anterior 
nares  while  applying  antiseptic  powders  or  solu- 
tions to  the  trunk  of  all  newborn  infants  and  all 
other  children  in  the  nursery  and  for  skin  care  in 
all  personnel.  However,  this  is  likely  to  have  a 
lasting  effect  only  if  applied  for  a brief  period  and 
combined  with  permanent  improvements  in  nurs- 
ing techniques  and  environmental  sanitation  and 
the  exclusion  of  infected  carriers  among  the  per- 
sonnel. The  antibiotics  should  be  discontinued  soon 
after  the  epidemic  subsides  in  order  to  minimize 
the  chances  for  establishing  resistant  strains. 

On  the  other  hand,  the  routine  use  of  antimicro- 
bial drugs  in  premature  infants  has  failed  to  reduce 
the  mortality  or  to  prevent  the  implantation  of 
drug-resistant  virulent  organisms  prevalent  in  the 
environment  or  of  infections  with  such  organisms, 
but  has  been  accompanied  by  serious  complications. 
The  use  of  sulfisoxazole  (Gantrisin)  with  die- 
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thanolamine  for  prophylaxis  has  resulted  in  a high 
fatality  rate  associated  with  kernicterus : and  chlo- 
ramphenicol in  doses  of  100  mg.  or  more  per  Kg. 
per  day  has  produced  the  so-called  “gray  syn- 
drome’’ which  also  was  highly  fatal  but  could  be 
avoided  if  the  daily  dose  was  reduced  to  50  mg. 
or  less  per  Kg.  of  body  weight. 

The  possible  value  of  chemoprophylaxis  of 
rickettsial  infections  with  chloramphenicol  or  one 
of  the  tetracyclines  was  demonstrated  in  scrub 
typhus;  if  the  drug  is  given  before  symptoms  ap- 
pear it  must  be  administered  in  repeated  courses 
at  properly  spaced  intervals.  This  should  prove 
effective  following  natural  or  accidental  inocula- 
tion of  any  of  the  rickettsias.  By  intensive  treat- 
ment of  all  young  parakeets  in  an  aviary  with 
chlortetracycline  and  repeating  such  treatment  at 
intervals,  it  is  also  now  possible  to  rid  the  aviary 
of  psittacosis  and  thus  prevent  infection  of  those 
who  handle  or  purchase  these  birds. 

The  use  of  antibiotics  to  prevent  infections  in 
individuals  exposed  to  heavy  radiation  or  in  pa- 
tients receiving  continuous  treatment  with  corti- 
costeroids has  not  proved  effective.  Early  clinical 
and  bacteriological  diagnosis  and  prompt,  intensive 
and  specifically  directed  therapy  are  preferable. 

Nearly  all  competent  surgeons  now  agree  that 
the  routine  use  of  prophylaxis  in  clean  operations  is 
unnecessary  and  undesirable.  Increasing  numbers 
of  carefully  controlled  studies  have  revealed  more 
and  more  surgical  situations  in  which  the  possible 
advantages,  if  any,  of  routine  prophylaxis  are 
more  than  balanced  by  their  disadvantages.  De- 
creasing reliance  is  being  placed  on  antibacterials, 
and  increasing  emphasis  placed  on  skillful  surgery 
and  strict  asepsis,  with  adequate  control  of  the 
environment. 

Antibiotics  in  general  are  likely  to  be  applied 
more  successfully  when  specifically  directed  against 
infections  with  organisms  against  which  they  are 
known  to  be  effective.  In  surgery,  their  optimum 
use  is  as  an  adjunct  to  surgical  evacuation  of  sup- 
purative foci  and  in  the  prevention  of  extension  or 
invasion  from  an  active  inflammatory  lesion.  When 
antibiotics  are  used  for  the  prevention  of  infections 
that  may  develop  in  contaminated  wounds  or  dur- 
ing operations  through  a contaminated  field,  it  is 
advisable  to  obtain  suitable  cultures  of  the  area 
before  treatment  is  started  and  to  repeat  these 
cultures  during  the  course  of  treatment,  which  can 
then  be  changed,  if  indicated.  However,  mere 
growth  of  organisms,  especially  in  small  numbers 
and  without  evidence  that  they  are  producing 
infection  should  not  in  itself  be  taken  as  an  indi- 
cation for  instituting  or  changing  therapy.  iMost 
surgeons  have  used  antibacterial  agents, — usually 
neomycin  together  with  a nonabsorbable  sulfona- 
mide or  with  bacitracin  or  nystatin — in  the  prep- 
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THE  MISUSE  OF  ANTIBIOTICS 


IN  THE  Charles  Value  Chapin  Oration  delivered  at 
the  annual  meeting  of  the  Rhode  Island  Medical 
Society  on  May  10,  Doctor  Maxwell  Finland  pre- 
sented advice  to  the  profession  that  is  authoritative 
and  very  much  needed.  In  these  days  when  very 
powerful  and  effective  medications  are  being  placed 
in  the  hands  of  physicians  who  are  understandably 
bewildered  by  the  multiplicity  of  trade  names,  com- 
binations, and  modifications,  each  with  its  maker’s 
glowing  claims  of  superiority,  guidance  by  one  who 
is  a real  authority  on  the  subject  is  of  the  greatest 
value.  His  carefully  worded  and  conservative  state- 
ments based  on  years  of  laboratory  and  clinical 
investigation  will  certainly  help  us,  as  he  says,  to 
“differentiate  between  what  are  hopes  and  what 
are  facts,  between  expectations  and  demonstrated 
results,  between  what  those  with  vested  interests 
want  us  to  believe  and  what  has  actually  been 
shown  to  be  true.” 

From  Doctor  Finland’s  detailed  discussion, 
which  should  be  read  and  reread  by  every  prac- 
ticing physician  in  the  state,  the  following  major 
lessons  can  be  drawn.  When  antibiotics  are  used 
in  combination,  such  combinations  should  be  em- 
ployed with  a knowledge  of  the  bacterial  infections 
being  treated  and  they  should  be  combined  with 
careful  consideration  of  their  relation  to  each  other 
and  their  tendency  to  decrease  or  increase  the  like- 
lihood of  the  emergence  of  resistant  strains  of  the 
organisms  against  which  they  are  directed.  A con- 
tribution which  covers  many  of  the  organisms  con- 
sidered to  he  “normal  flora”  of  an  area  of  the  body 
will  at  times  allow  naturally  resistant  organisms 
such  as  B.  Proteus  and  others  to  “become  patho- 
genic and  invasive.” 

Certain  combinations  have  been  proved  to  be 
effective,  as  in  brucellosis,  tuberculosis,  and  enter- 
ococcus infections.  “Fixed  combinations,”  such  as 
now  flood  the  market,  cannot  he  recommended  as 
they  are  not  tailored  to  the  needs  of  the  particular 
patient  and  usually  contain  “at  least  one  agent  to 
which  a large  number  of  staphylococci  and  other 
organisms  are  resistant.” 

The  value  of  chemoprophylaxis,  the  use  of  anti- 


biotics or  sulphonamides  to  prevent  the  develop- 
ment of  various  infections  and  their  sequelae,  has 
been  established  in  certain  situations,  is  of  ques- 
tional)le  value  in  others,  and  of  no  value  whatever 
in  still  others  (in  which  unfortunately,  we  may  add, 
its  use  appears  too  common).  In  the  prevention  of 
streptococcal  infection  and  resulting  rheumatic 
fever  the  use  of  penicillin  or  other  appropriate 
agents  is  well  established.  In  a number  of  other 
conditions  the  risk  of  the  emergence  of  resistant 
organisms,  especially  where  group  prophylaxis  in 
institutions  is  attempted,  must  always  he  kept  in 
mind. 

Doctor  Finland  reviews  a number  of  situations 
in  which  attempts  at  chemoprophylaxis  appear  to 
be  justified.  On  the  other  hand,  among  the  condi- 
tions under  which  the  use  of  these  drugs  is  of  no 
value  in  the  matter  of  the  prevention  of  Ijacterial 
infection  he  mentions  the  common  cold  or  other 
minor  viral  respiratory  disease.  This,  we  may  add, 
calls  to  mind  the  fact  that  the  public,  hampered  by 
the  danger  inherent  in  the  possession  of  a little 
knowledge,  is  very  prone  when  attacked  by  these 
omnipresent  maladies  to  demand  of  the  doctor  that 
“shot  of  penicillin”  which  it  fatuously  believes  will 
cure  whatever  is  the  matter.  Such  demands  must 
be  resisted. 

Among  other  situations  in  which  prophylaxis  by 
chemotherapy  has  failed  are  attempts  to  prevent 
pneumonias  in  patients  with  cardiac  failure  and  in 
patients  in  coma,  or  with  tracheotomy  for  respira- 
tory paralysis.  The  same  is  true  in  the  care  of 
patients  with  indwelling  catheters.  If  secondary 
infection  does  occur  in  these  conditions  it  is  much 
easier  to  treat  it  if  chemoprophylaxis  has  not  been 
attempted,  as  the  causative  organisms  are  much 
less  likely  to  be  resistant. 

These  are  examples  of  the  situations  which 
Doctor  Finland  describes  in  detail.  IMany  of  these 
lessons  have  been  repeatedly  stated  by  various 
authorities  during  the  past  few  years.  They  are 
lessons  which  cannot  be  repeated  too  frequently 
and  no  one  is  better  qualified  to  present  them  to 
us  than  is  Doctor  Finland. 
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CORTICOSTEROIDS  AND  TUBERCULOSIS 

Corticosteroids,  the  drugs  used  widely  in  treat- 
ment of  arthritis  and  other  ailments,  may  activate 
tuberculosis.  National  Tuberculosis  Association 
has  warned  in  a special  leaflet  issued  for  physi- 
cians. The  drugs  in  question  include  such  com- 
monly used  hormones  as  cortisone  and  ACTH. 

The  warning  mailed  to  state  physicians  by  the 
Rhode  Island  Tuberculosis  and  Health  Associa- 
tion, states  that  indiscriminate  hormone  treatment 
is  dangerous  for  adults  with  inactive  tuberculosis 
and  for  children  who  react  positively  to  the  tuber- 
culin test,  indicating  that  they  have  been  infected 
with  tubercle  bacilli. 

Summarizing  medical  reports  on  the  subject, 
X.T.A.  states  that  although  the  facts  have  been 
known  to  physicians  for  some  years,  activations 
are  still  occurring. 

Doctor  William  B.  O’Brien,  superintendent  of 
Zambarano  Memorial  Hospital,  the  state  tubercu- 
losis sanatorium  at  Wallum  Lake,  commented  that 
the  hospital  staff  encounters  several  tuberculosis 
cases  annually  that  have  been  activated  by  hormone 
treatment  of  other  diseases. 

The  X.T.A.  warning  calls  attention  to  a “small 
but  steady  stream  of  seriously  ill  patients  in  whom 
either  a latent  infection  or  an  inactive  tuberculosis 
has  become  active  following  the  administration  of 
such  steroids.  It  can  be  stated  without  hesitation 
that  the  prolonged  administration  of  corticosteroids 
is  likely  to  exert  a harmful  effect  upon  the  latency 
and  course  of  tuberculosis.” 

Prevention  of  such  a “catastrophe”  is  simple, 
the  reminder  adds.  Patients  requiring  steroid  treat- 
ment for  chronic  conditions  or  for  periods  exceed- 
ing two  weeks  should  be  examined.  Where  evidence 
of  previous  tuberculosis  is  detected,  or  in  young 
people  with  a strong  reaction  to  tuberculin,  daily 
administrations  of  isoniazid  during  the  period  of 
corticosteroid  treatment  is  advised. 

Doctor  O’Brien,  commenting  on  the  state  hos- 
pital’s experience  with  this  type  of  case,  states : 
“X’either  in  the  sanatorium  itself  nor  in  our  out- 
patient department  would  we  dare  omit  the  pro- 
tective treatment  which  isoniazid  provides.  The 
drug  is  so  safe  and  so  simple  to  administer  that 
we  have  used  it  as  a precautionary  measure  since 
it  appeared  in  1952.”  The  Zambarano  Hospital 
superintendent  cited  a patient  hospitalized  whose 
husband  and  son  had  had  extensive  surgery  for 
tuberculosis. 

“This  patient  had  her  regular  precautionary  X 
rays  for  tuberculosis  detection  until  she  suffered 
a severe  case  of  rheumatoid  arthritis.  She  was 
treated  with  the  steroid  drugs,  and  after  a time 
developed  symptoms  of  tuberculosis,  including  loss 
of  weight.  Ensuing  chest  X ray  showed  a full- 
blown case  of  tuberculosis — bilateral  infection  of 
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both  lungs.  Subsequent  treatment  with  isoniazid 
has  brought  her  tuberculosis  under  control,  and 
fortunately  she  will  recover.” 

X.T.A.  calls  attention  to  the  importance  of  close 
observation  of  such  patients  during  treatment,  and 
of  annual  check-up  for  a year  or  two  thereafter 
to  make  sure  the  protective  treatment  has  been 
effective. 

ECZEMA  VACCINATUM 
Appearing  elsewhere  in  this  issue  is  an  inter- 
esting and  timely  report  of  two  cases  of  eczema 
vaccinatum  occurring  in  this  area.  It  is  a coinci- 
dence that  another  case  of  this  serious  condition  is 
reported  by  Gerstein  and  Shelley  in  the  June  9 
issue  of  our  distinguished  contemporary,  The 
X"ew  England  Journal  of  Medicine.  The  lat- 
ter case  was  that  of  an  eighteen-year-old  male  suf- 
fering from  long-standing  Keratosis  follicularis, 
exposed  to  a recently  vaccinated  five-year-old  child. 
The  treatment  consisted  of  eight  daily  intramus- 
cular injections  of  1.5  grams  of  ordinary  gamma 
globulin  with  a successful  outcome. 

Alost  pediatricians  are  aware  of  the  risk  and  the 
serious  nature  of  eczema  vaccinatum.  The  present 
article,  however,  serves  two  useful  purposes.  It 
calls  attention  to  general  practitioners  and  others 
called  upon  to  perform  vaccination  to  the  need  for 
carefully  protecting  those  contacts  of  recently  vac- 
cinated patients  who  may  be  suffering  from  open 
skin  lesions.  Also  patients  suffering  from  such 
conditions  should  not  themselves  be  vaccinated. 

The  second  point  which  is  emphasized  is  the 
recent  availability  of  a specific  hyperimmune 
gamma  globulin  which  seems  to  have  an  almost 
magical  quality  in  neutralizing  this  virus. 
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activity 


In  vitro  tests  proved  DECLOMYCIN  Demethyl- 
chlortetracycline  highly  effective  against  many 
strains  of  Gram-negative  bacteria  commonly 
found  in  urogenital  infections.'  In  treating  75  pa- 
tients with  genitourinary  infection,  susceptibility 
studies  showed  DECLOMYCIN  Demethylchlor- 
tetracycline  more  effective  than  tetracycline  in 
60  per  cent  of  the  cases.  There  was  no  case  in 
which  susceptibility  was  greater  to  tetracycline 
than  to  demethylchlortetracycline.^  In  23  patients 
treated  with  DECLOMYCIN  for  various  types  of 
urinary  tract  infections,  the  immediate  therapeutic 
effect,  clinically  and  bacteriologically,  was  good.^ 


1.  Vineyard,  J.  P.;  Hogan,  J.,  and  Sanford,  J.  P.:  Clinical 
and  Latjoratory  Evaluation  of  Demelhylchlortetracycline. 
In:  Antibiotics  Annual  1959-1960,  New  York,  Antibiotica 
Inc.  1960,  p.  401-408.  2.  Roberts,  M.  S.;  Seneca,  H. 
and  Lattimer,  J.  K.:  Demethylchlortetracycline  in  Geni- 


New  York,  Antibiotica  Inc.  1960,  p.  424-428.  3.  Rech- 
niewski,  C.;  Garcia,  A.  E.,  and  Loizaga,  A.  J.  A.:  Pre- 
liminary Report  on  the  Use  of  Demethylchlortetracy- 
cline in  Infections  of  the  Urinary  Tract.  Antibiotic 
Med.  & Clin.  Ther.  7:235  (April)  1960. 


tourinary  Infections:  In:  Antibiotics  Annual  1959-1960, 

CAPSULES,  150  mg.- PEDIATRIC  DROPS,  60  mg./cc.— new  cherry-flavored  SYRUP,  75  mg./5  cc.  tsp. 

FULL  ACTIVITY  . . . LESS  ANTIBIOTIC  . . . SUSTAINED-PEAK  CONTROL  . . . “EXTRA-DAY”  PROTECTION  AGAINST  RELAPSE 


PRECAUTIONS:  The  use  of  antibiotics  occasionally  may  result  in  overgrowth  of  nonsusceptible  organisms.  Constant  observation  of  the  patient  is  essential. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 
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ECZEMA  VACCINATUM* 

William  B.  Cohen,  m.d.  and  Arturo  Longobardi,  m.d. 


The  Authors.  Ji’illiam  B.  Cohen,  M.D.,  Chief,  Depart- 
ment of  Dermatology ; Arturo  Longobardi,  M.D., 
Intern;  Memorial  Hospital,  Pazvtucket,  Rhode  Island. 


Eczema  vaccinatum  is  defined  as  eczema  com- 
plicated by  infection  with  vaccine  virus.  Martin^ 
of  Boston  first  vividly  described  this  condition  in 
1882.  Mustard  and  Hendrick,^  who  reported  a 
series  of  cases  which  occurred  in  the  city  of  New 
York  in  1947,  stated  that  eczema  and  vaccinia  are 
separate  conditions,  and  therefore  the  designation 
eczema  vaccinatum  would  constitute  a third  clin- 
ical entity.  Generalized  vaccinia  is  an  uncommon 
complication  following  smallpox  vaccination. 
Eczema  vaccinatum  on  the  other  hand  is  a rare 
disease,  dreaded  for  the  severity  of  its  clinical 
manifestations.  McKhann^  in  1938  was  disturbed 
by  the  fact  that  few  American  medical  textbooks 
mentioned  the  dangers  of  vaccination  to  a person 
suffering  from  a skin  disorder,  or  on  contact  with 
a vaccinated  individual.  The  knowledge  of  these 
hazards  is  now  widespread,  hut  isolated  incidents 
still  occur.  The  fatality  rate  of  eczema  vaccinatum 
is  very  high ; the  mortality  being  about  sixteen  per 
cent.  The  younger  the  affected  person,  the  more 
serious  is  the  prognosis.  As  indicated  by  Busch,'* 
immunity  in  eczema  vaccinatum  may  not  be  per- 
manent. The  majority  of  Martin’s  cases  occurred 
in  children  in  the  first  year  of  life.  One  of  his  cases 
was  that  of  a seven-month-old  infant,  breast  fed, 
suffering  from  eczema,  who,  sixteen  days  after  the 
mother’s  vaccination,  developed  on  his  arms  and 
elbows  round,  red  papules,  which  later  were  trans- 
formed into  vesicles  with  central  umhilication. 
After  a stormy  course,  the  infant  survived. 

Case  Report 

M.  S.,  a seven-month-old  white,  male  infant,  was 
admitted  to  the  Memorial  Hospital  on  6-1-59  with 
eczema  and  fever.  His  mother  stated  that  he  had 
had  infantile  eczema  since  he  was  two  weeks  old 
with  periods  of  remission  and  exacerbation.  All 

*Read  at  the  Annual  John  F.  Kenney  Clinic  Day,  Novem- 
ber 18,  1959,  at  the  Pawtucket  Memorial  Hospital. 

From  the  Dermatological  and  Pediatric  Services,  Paw- 
tucket Memorial  Hospital,  and  the  Dermatological  Service, 
Miriam  Hospital,  Providence,  Rhode  Island. 


Other  five  children  in  the  family  suffered  from 
eczema  in  early  infancy  and  had  recovered.  During 
the  two  days  prior  to  admission,  he  became  fever- 
ish, and  the  skin  lesions  had  begun  to  weep.  The 
hahy  had  scratched  the  affected  areas,  especially  the 
neck,  wrists,  and  anterior  chest.  Up  to  that  time 
the  mother  had  used  zinc  oxide  ointment  without 
success  and  had  fed  him  with  a hypoallergenic  milk. 
Discouraged  by  the  persistence  of  the  troublesome 
lesions,  she  had  even  consulted  a chiropractor  with- 
out avail. 

Because  of  the  persistent  eczema,  the  common 
immunizations  were  withheld.  No  history  of  exan- 
themata or  previous  hospitalization  was  elicited. 
Notwithstanding  the  family  background,  and  the 
fact  that  she  was  then  suffering  from  a generalized 
eczema,  a five-year-old  sister  had  been  vaccinated 
against  smallpox  on  5-19-59.  She  had  developed  a 
superimposed  generalized  cutaneous  eruption  one 
week  later.  At  the  same  time  a three-year-old 
brother  was  admitted  to  the  hospital  with  a skin 
eruption.  The  course  of  the  disease  in  these  two 
children  had  been  mild. 

On  physical  examination  the  child  appeared  pale 
and  feverish.  He  presented  a generalized  eruption, 
characterized  by  erythematous  papulo-vesicular 
lesions,  arranged  in  various  sized  patches.  Faucial 
pillars  were  slightly  injected,  neck  slightly  rigid, 
suhmaxillary  and  cervical  lymphnodes  palpable, 
and  lungs  and  heart  normal.  The  other  findings 
were  not  remarkable. 

Blood  counts  the  day  after  admission  were  nor- 
mal. Temperature  showed  daily  elevations  through- 
out. On  6-4-59  round,  multiple  vesicular  lesions, 
umhilicated  at  the  center  appeared,  located  on 
healthy  skin  as  well  as  eczematous  areas.  These 
resembled  the  exanthemata  of  varicella  and  variola, 
and  appeared  on  the  forehead,  elbows,  wrist,  and 
umbilicus.  At  about  the  same  time  neck  rigidity 
increased,  and  stupor  and  strabismus  were  noted. 
There  was  increasing  dehydration.  A lumbar  punc- 
ture was  traumatic  yielding  a bloody  spinal  fluid 
with  50  white  cells.  No  bacteria  were  seen  in  smears 
of  the  fluid,  and  a culture  was  negative;  protein, 
sugar,  and  chlorides  could  not  he  determined. 
Fluids  were  given  first  by  clysis ; hut  when  it 
became  apparent  that  dehydration  was  severe,  a 
cut-down  intravenous  on  the  left  ankle  provided 
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FIGURE  I 

Shows  acute  lesions  of  eczema  vaccinatum  with 
typical  umbilication. 


adequate  maintenance  of  the  daily  fluid  require- 
ments. In  spite  of  intense  antibiotic  therapy,  fever 
continued.  When  stools  became  loose,  all  antibiotics 
were  discontinued.  Therapy  was  shifted  to  Triam- 
cinolone, and  transfusion  of  whole  fresh  blood  was 
given.  The  hemoglobin,  because  of  the  severe  tox- 
emia at  this  time,  had  dropped  to  7 gms. ; and  the 
child’s  condition  remained  unimproved.  The  De- 
partment of  Pediatracs  of  the  Colorado  School  of 
Aledicine  was  consulted  concerning  vaccinia  hyper- 
immune gamma  globulin,  which  was  thereupon 
delivered  by  airmail  and  injected  on  6-10-59,  ten 
days  after  admission.  Temperature  promptly 


Shows  skin  lesions  almost  healed. 

dropped  and  for  the  next  48  hours  remained  sub- 
normal, and  his  general  condition  improved.  A sec- 
ondary rise  in  temperature,  after  48  hours,  related 
to  the  state  of  dehydration  and  electrolyte  disturb- 
ance, was  promptly  controlled  by  correction  of  the 
underlying  deficiencies.  The  skin  condition  grad- 
ually resolved  with  the  drying  up  of  the  lesions. 
Antibiotic  and  steroid  ointments  were  continued 
for  several  weeks ; the  total  hospital  stay  was  si.x 
weeks. 


Discussion 

The  improvement  that  followed  the  administra- 
tion of  the  gamma  globulin,  specific  for  this  condi- 
tion, was  dramatic  in  our  case.  As  Stimson  and 
Hodes*’’  point  out,  the  virus  is  precipitated  and 
agglutinated  in  vitro  by  immune  specific  serum. 
A similar  reaction  in  vivo  probably  accounts  for 
tbe  striking  clinical  response  wbich  occurred. 
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Addendum 

S.  S.,  female,  age  eighteen  months,  was  admitted 
to  Charles  V.  Chapin  Hospital  on  May  27,  1960 
because  of  a skin  rash.  Past  history  had  been  char- 
acterized by  continuous  eczema  since  birth.  One 
month  previous  a four-year-old  brother  had  been 
vaccinated  by  the  family  pediatrician.  The  new  rash 
had  the  characteristic  umbilicated  appearance  of 
eczema  vaccinatum.  Vaccinia  immune  globulin  was 
administered  on  May  29,  1960.  Recovery  seems 
likely. 
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aration  of  the  bowel  for  resectional  surgery.  At 
least  one  group  of  surgeons  who  have  studied  the 
use  of  this  type  of  prophylaxis  intensively  for  sev- 
eral years  have  now  abandoned  it  as  a routine. 

Conclusions 

The  importance  of  the  antimicrobial  drugs  and 
their  primary  role  in  the  saving  of  life  and  in 
decreasing  the  morbidity  from  many  serious  infec- 
tious diseases  is  now  well  recognized.  However,  if 
the  physician  is  to  take  the  fullest  advantage  of 
these  “miracle  drugs,”  it  is  incumbent  on  him  to 
stay  alert  to  the  developments  in  this  field  and  to 
recognize  the  proper  uses  and  limitations  of  the 
various  drugs  as  they  become  available  and  after 
they  have  been  used.  He  must,  like  the  man  whose 
name  we  honor  tonight,  maintain  a critical  attitude 
toward  claims  of  panaceas.  He  should  require  evi- 
dence that  is  clear  and  well  backed  by  reliable  and 
unbiased  observations  rather  than  believe  blindly 
in  testimonials  and  perfunctory  reports.  He  should 
demand  facts  instead  of  rationalizations  or  pious 
hopes. 

From  what  I have  said  about  the  two  aspects  of 
the  problem  upon  which  I have  dwelt  this  evening, 
it  should  be  clear  that  not  all  of  the  hopes  and 
expectations  have  been  fulfilled,  but  that  there  is 
much  that  is  valuable  and  useful  in  the  proper 
application  of  antibiotics  in  the  treatment  and  pre- 
vention of  many  important  infections.  For  the  phy- 
sician to  obtain  the  optimum  benefit  from  these 
antimicrobial  agents,  he  must  use  them  within 
their  demonstrated  limitations  with  intelligence, 
restraint  and  discrimination. 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new . chemically  im- 
proved oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main- 
tain  higher  blood  levels — with  greater  speed — than  ' 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 
«.,/  must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry -mint  flavored,  nonalco-  Squibb 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.:  « 

Lancet  2: 1 105  (Dec. 19)  1959.  v;':!:';.':;.-.- 
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THE  PULMONARY  MICROCIRCULATION^ 

John  W.  Irwin,  m.d. 


The  Author.  John  IV.  Irivin,  M.D.,  of  Boston, 
sachuscfts.  Director,  Microcirculatory  Laboratory, 
Massachusetts  Eye  and  Ear  Infirmary,  Boston. 


IS  THE  MAMMAL,  oiie  important  phase  of  respira- 
tion is  the  movement  of  carbon  dioxide  and  oxy- 
gen through  the  walls  of  the  pulmonary  capillaries. 
Interference  with  this  vital  process  can  lead  to 
disaster,  pertinent  examples  of  which  are  pulmo- 
nary edema  and  pulmonary  emphysema.  i\Iany 
methods,  both  direct  and  indirect,  have  been  em- 
ployed to  study  this  phase  of  respiration.  The  pur- 
poses of  this  paper  are  to  describe  the  morphology 
and  some  physiological  concepts  of  the  pulmonary 
microcirculation  of  living  animals. 

Materials  and  Methods 

The  experimental  animals  have  been  guinea  pigs, 
rabbits,  and  cats.  Only  active,  well-nourished  ani- 
mals free  of  skin  lesions  and  vermin  have  been 
used.  Sodium  pentobarbital  (0.045  Gm.  per  kilo- 
gram of  body  weight ) was  administered  before 
surgery,  and  additional  amounts  were  given  as 
needed.  Surgical  technics,  including  tracheotomy 
to  enable  tbe  constant  intratracheal  insufflation  of 
oxygen  to  quiet  respiratory  movements  and  thora- 
cotomy to  expose  a portion  of  the  right  lung  for 
microscopy,  were  standardized  to  reduce  hemor- 
rhage and  trauma  to  a bare  minimum.  Both  proce- 
dures have  been  described  in  detail.^’ - 

Tbe  edge  of  tbe  lung,  the  circulation  of  which 
was  to  be  studied,  was  transilluminated  by  using  a 
quartz  rod.  Light  was  transmitted  from  a G.E. 
T-12  lOOO-Watt  projection  bulb  to  the  under  sur- 
face of  the  edge  of  the  exposed  lung  by  a fused 
quartz  rod  with  a hollow  tip,  which  allowed 
Ringer’s  solution  at  38°  C to  flow  at  a constant  rate. 

The  exposed  lung  rested  on  the  Ringer’s  solution 
issuing  from  the  tip  of  the  quartz  rod.  This  les- 
sened the  transmission  of  the  heat  of  light  to  the 
living  lung.  ^Microscopes  used  were  a Leitz  stereo- 
scopic microscope  with  magnifications  48X  to  150X 

♦Presented  at  the  149th  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  Rhode  Island, 
May  11,  1960. 

Supported  by  grants  from  the  Mary  Dexter  Fund,  Lake- 
side Laboratories,  Inc.,  and  the  National  Tuberculosis 
Association. 


and  a monocular,  monobjective,  compound  micro- 
scope with  magnifications  up  to  9()0X.  Precise 
description  of  instrumentation  has  been  reported 
previously.^ 

Tbe  use  of  these  preparations  enabled  us  to  study 
the  pulmonary  microcirculation  of  living  animals. 
It  was  possible  to  determine  the  microvascular  pat- 
terns of  the  lung,  to  observe  tbe  linear  flow  of 
blood,  to  study  the  walls  of  the  various  pulmonary 
blood  vessels,  to  consider  the  ability  of  the  various 
vessels  to  constrict  and  dilate,  and  to  observe  the 
state  of  the  various  cells  of  blood.  Similar  observa- 
tions were  made  after  tbe  intravenous  injection  of 
various  chemicals  such  as  histamine,  epinephrine, 
and  an  x-substituted  arterenol  (Caytine).  The 
pulmonary  microvascular  bed  of  rabbits  was  also 
studied  during  active  and  passive  anaphylaxis. 

For  active  sensitization  each  of  four  toe  pads 
of  the  rabbit  was  injected  with  .02  ml.  Freund’s 
adjuvant  which  contained  15-25  mg.  bovine  serum 
albumin  per  ml.  emulsion.  After  two  to  three  weeks 
a booster  intravenous  injection  of  about  15  mg. 
bovine  serum  albumin  in  saline  was  given.  One 
week  later  blood  was  drawn  and  the  amount  of 
antibody  nitrogen  per  ml.  of  serum  was  determined 
by  use  of  a Beckman  Spectophotometer.  Then  the 
lung  was  exposed  and  the  pulmonary  microcircu- 
lation was  studied  both  before  and  after  the  intra- 
venous injection  of  bovine  serum  albumin  which 
was  given  in  the  ratio  of  1 :2  in  relation  to  circu- 
lating bovine  serum  albumin  antibody  nitrogen. 
For  passive  anaphylaxis  rabbits  were  sensitized 
similarly  and  bled.  The  serum  was  pooled.  The 
amount  of  antibody  nitrogen  per  ml.  of  this  pool 
was  determined.  Twenty-four  hours  previous  to 
an  intravenous  injection  of  a known  amount  of 
antigen  (bovine  serum  albumin),  normal  rabbits 
were  injected  intravenously  with  this  pooled  serum 
on  a basis  of  known  amount  of  antibody  nitrogen. 

To  determine  the  pressures  in  the  small  pulmo- 
nary blood  vessels  of  living  mammals,  various 
micro-vessels  were  directly  cannulated.  Tbe  micro- 
cannulas were  made  from  quartz  or  pyrex  tubing 
1-3  mm.  O.D.  with  T5/20  female  joint.  The  tip 
was  drawn  so  that  it  was  no  longer  than  75  micra 
with  an  internal  diameter  of  its  orifice  being  25 
to  35  micra.  The  total  length  of  the  cannula  did 
not  exceed  7.5  cm.  The  microphone,  adapter,  and 
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cannula  were  filled  with  Ringer’s  solution  (free  of 
air  bubbles).  These  three  units  fitted  together  so 
that  the  resulting  unit  could  be  fitted  to  a micro- 
manipulator. A capacitance  electromanometer  was 
used.  A standard  Sanborn  Electromanometer  was 
modified  so  that  a mobile  coaxial  cable  (CPH 
Amphenol  RC69/U)  connected  the  microphone  to 
the  bridge.  Weille  et  aE  have  described  this  pres- 
sure equipment.  The  tips  of  the  cannulas  were 
inserted  into  the  lumina  of  various  micropulmo- 
nary  blood  vessels  with  the  aid  of  the  micromanipu- 
lator and  a microscope. 

Vascular  Pattern  of  the  Pulmonary 
Microcirculation 

With  the  described  technics  it  was  possible  to 
visualize  clearly  only  the  surface  of  the  exposed 
lung.  The  diameters  of  the  largest  arterioles  and 
venules  in  cats  and  rabbits  did  not  exceed  200 
micra,  whereas  the  largest  in  guinea  pigs  were  20 
micra.  Larger  arterioles,  arteries,  venules,  and 
veins  were  obviously  too  deep  to  be  resolved. 

In  cats  and  rabbits  pulmonary  arterioles  could 
be  followed  from  vessels  of  200  micra  in  diameter 
to  terminal  arterioles  supplying  the  capillaries. 
This  decrease  from  200  micra  could  occur  within 
three  branchings  of  the  main  pulmonary  arteriole. 
Blunt  termination  of  the  arterioles  frequently 
could  be  observed  at  500X  magnification.  Red 
blood  cells  could  be  seen  leaving  the  arteriole  and 
scattering  into  various  capillaries.  The  arterioles 
appeared  to  lie  in  the  septa  between  alveoli 
whereas  capillaries  formed  complicated  networks 
over  alveoli. 

Several  venules  always  drained  the  network  of 
capillaries  over  each  alveolus.  The  end  venules 
within  three  anastomoses  could  form  a venule  of 
200  micra  diameter.  This  could  occur  within  one 
low-power  microscopic  field. 

Infrequently,  arteriovenous  shunts  between  pul- 
monary arterioles  and  venules  were  located.  To 
find  such  shunts  it  was  imperative  to  find  a pulmo- 
nary arteriole  and  venule  running  beside  each 
other.  Careful  observation  of  two  such  vessels  over 
a period  of  time  on  occasion  led  to  finding  an  open 
shunt  between  the  two  vessels.  Flow  was  always 
from  pulmonary  arteriole  to  pulmonary  venule. 
Such  shunts  did  not  have  a diameter  greater  than 
20  micra. 

.\rterioles  and  venules  took  the  form  of  cones, 
whereas  capillaries  appeared  as  cylindrical  tubes. 
Open  arteriovenous  anastomoses  also  seemed  to  be 
cylindrical  tubes. 

Physiological  Observations 

Under  the  described  experimental  conditions 
linear  blood  flow  in  any  one  microscopic  vessel 
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varied  from  a rapid  rate  to  stagnation.  Rate  of 
flow  appeared  to  depend  on  two  factors:  cardiac 
rate  and  the  caliber  of  the  micropulmonary  blood 
vessels  under  study.  An  increase  in  cardiac  rate 
frequently  was  attended  by  an  increased  rate  of 
flow  in  the  microscopic  pulmonary  vasculature,  and 
partial  constriction  of  this  pulmonary  vascular  bed 
led  to  an  increased  rate  of  flow  in  all  open  vessels. 

In  the  mammals  under  observation,  all  micro- 
pulmonary  vessels  appeared  to  contract  and  dilate. 
Arterioles  and  venules  could  constrict  to  such  a 
degree  that  no  blood  cells  could  pass  the  contracted 
area.  A whole  vessel  could  contract  or  segmental 
(only  a portion  of  the  vessel)  constriction  could 
occur.  Opposite  walls  of  pulmonary  capillaries 
were  seen  to  come  together.  It  has  not  been  deter- 
mined whether  this  phenomenon  was  due  to  pas- 
sive collapse  of  walls,  active  constriction,  or  swell- 
ing of  the  endothelial  cells  of  the  capillary  walls. 
Whatever  the  cause  of  the  occlusion  of  the  capil- 
lary lumen,  it  was  evident  that  no  erythrocytes 
passed  through  the  capillary  lumen  when  opposite 
capillary  walls  approached  each  other.  Since 
changes  occurred  regularly  in  all  animals  studied, 
it  became  evident  that  intermittence  of  blood  flow 
in  the  pulmonary  microcirculation  was  the  rule  for 
quiescent,  anesthetized  mammals  prepared  accord- 
ing to  previous  description. 

Other  common  events  noted  included : axial 
stream  of  cellular  elements ; plasma  layer ; white 
blood  cells  rolling  along  vessel  walls ; corpuscles 
passing  through  capillaries  in  single  file ; sausage- 
like forms  of  erythrocytes  as  they  squeezed  through 
pulmonary  capillaries  with  diameters  less  than  5 
micra  ; oscillation  of  corpuscles  in  arterioles,  capil- 
laries, and  venules ; and  plasma  skimming.  By 
plasma  skimming,  the  following  is  indicated : the 
end  of  the  terminal  arteriole  constricts  so  that 
erythrocytes  generally  do  not  pass  into  the  capil- 
lary, but  plasma  does  pass.  This  was  confirmed  by 
the  observation  that  occasionally  a red  cell  squeezed 
through  the  end  of  a constricted  pulmonary  arte- 
riole and  was  swept  rapidly  through  the  capillary 
bed. 

\\'ith  the  use  of  the  descriljed  electromanometer 
it  was  possible  to  secure  pressuregrams  from  the 
right  ventricle,  pulmonary  artery,  a pulmonary 
vein,  and  in  pulmonary  arterioles  and  venules  with 
diameters  as  small  as  50  micra.  No  pressuregrams 
have  been  secured  from  pulmonary  capillaries.  This 
manometer  and  pressuregrams  secured  from  the 
pulmonary  microcirculation  are  described  by  Rap- 
paport  et  al.^  It  was  of  interest  that  sequential 
pressures  secured  in  the  right  ventricle,  pulmonary 
arter\-,  and  a pulmonary  arteriole  with  a diameter 
of  50  micra  were  quite  similar  but  pressures  in 
pulmonarv  venules  and  veins  were  lower.  These 
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results  would  indicate  that  the  great  drop  in  pres- 
sure in  the  pulmonary  vasculature  occurs  between 
arterioles  of  50  micra  and  venules  of  50  micra. 

W hen  microcannulas  were  being  inserted  into 
pulmonarv  arterioles  and  venules,  it  was  noted  that 
the  vessel  tended  to  constrict.  If  blood  escaped 
when  the  tip  of  the  cannula  was  withdrawn  from  the 
lumen,  adjoining  vessels  also  constricted.  Perhaps 
chemical  action  accounted  for  this  localized  con- 
striction of  the  vascular  bed. 

Pharmacological  Considerations 

The  effects  of  histamine  and  epinephrine  on  the 
pulmonary  microcirculation  have  been  studied  and 
reported.^  Lethal  intravenous  doses  of  histamine 
caused  dilatation  of  pulmonary  capillaries  and  con- 
traction of  arterioles  and  venules.  “Hyaline” 
emboli,  as  well  as  aggregates  of  erythrocytes, 
appeared  during  histamine  shock.  As  yet  the  exact 
constituents  of  these  emboli  have  not  been  deter- 
mined. Recently  it  has  been  noted  that  local  ap- 
plication of  histamine  to  a section  of  lung  under 
observation  caused  similar  changes  in  vessels  which 
histamine  contacted. 

Intravenous  epinephrine  led  to  constriction  of 
pulmonary  arterioles  and  venules  with  slowing  of 
linear  blood  flow,  but  within  one  minute  dilatation 
occurred  with  an  increased  linear  blood  flow.  When 
epinephrine  was  applied  locally  to  a field,  similar 
changes  were  noted  in  the  vessels  of  the  treated 
area.  This  would  suggest  that  the  action  of  epine- 
phrine was,  at  least  in  part,  directly  on  the  small 
pulmonary  blood  vessels. 

In  recent  months  an  x-substituted  arterenol 
derivative,  alpha  (alpha-methyl-3,  4-methylene- 
dioxyphenylethylamino)  methyl  protocatechuyl 
alcohol  hydrochloride,  has  been  studied  in  regard 
to  its  effects  on  the  pulmonary  microcirculation. 
This  compound  in  intravenous  doses  of  0.1  mg.  or 
more  per  kilogram  increased  the  rate  of  linear 
blood  flow  as  well  as  the  heart  rate,  but  it  did  not 
increase  the  pressure  in  any  pulmonarv  arteriole 
or  venule.  This  suggested  that  the  pulmonary  vas- 
cular bed  dilated,  and  microscopic  observation  con- 
firmed this  suggestion.  When  pulmonary  arterioles 
and  venules  constricted,  this  phase  lasted  less  than 
one  minute. 

Anaphylaxis 

During  both  active  and  passive  anaphylaxis, 
marked  changes  have  been  observed  in  the  pul- 
monary microcirculation.  Burrage  and  Irwin®  have 
described  these  changes  during  active  anaphylaxis. 
These  reported  changes  included  marked  constric- 
tion of  arterioles,  obliteration  of  capillaries,  con- 
striction of  venules,  aggregates  of  erythrocytes, 
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and  “hyaline”  emboli.  All  such  changes  must  seri- 
ously interfere  with  the  exchange  of  oxygen  and 
carbon  dioxide  at  the  alveolar  level.  In  recent  un- 
reported experiments  the  same  changes  were  noted 
during  passive  anaphylaxis.  It  is  of  considerable 
interest  that  no  sensitized  mammal  in  these  experi- 
ments has  ever  died  following  the  shocking  dose 
of  antigen  unless  constriction  of  the  pulmonary 
microcirculation  or  marked  embolization  of  the 
microscopic  pulmonary  vessels  or  a combination  of 
both  was  observed. 

The  so-called  “hyaline”  emboli  have  been  irreg- 
ular sized  masses  of  similar  consistency.  Their 
composition  remains  unknown,  but  several  hypoth- 
eses appear  feasible : antigen-antibody  complexes, 
platelet  thrombi,  white  blood  cells,  and  altered 
proteins.  Germuth  and  McKinnon’  presented  evi- 
dence to  favor  antigen-antibody  complexes,  but 
Burrage  et  al.®  found  similar  “hyaline”  emboli 
during  histamine  shock  where  antigen-antilx)dy 
complexes  could  not  have  been  involved. 

Discussion 

From  a theoretical  viewpoint  one  might  think 
that  the  flow  of  blood  through  the  lungs  would  be 
constant  and  that  each  microscopic  area  of  circu- 
lation would  carry  its  share  of  the  operational  load. 
L’nder  the  described  experimental  approach,  how- 
ever, such  does  not  seem  to  be  true.  Not  infre- 
quently, microscopic  pulmonary  circulation  in  one 
area  was  quiescent  while  adjoining  areas  showed 
activity.  It  is  to  be  admitted  that  these  mammals 
were  deeply  anesthetized,  that  their  respiratory 
movements  were  depressed,  that  the  thoracic  cavity 
was  open  to  atmospheric  pressure,  and  that  they 
were  on  a high  concentration  of  oxygen.  In  certain 
experiments,  however,  mammals  were  maintained 
alive  for  72  hours  under  these  conditions.  Then 
there  was  no  question  of  the  ability  of  pulmonary 
arterioles  and  venules  to  constrict  and  dilate  under 
the  experimental  conditions,  during  pharmacolog- 
ical stimulation,  and  in  anaphylactic  shock.  If  such 
ability  exists,  it  might  well  be  reasoned  that  even 
under  normal  conditions  blood  flow  is  intermittent 
in  any  one  microscopic  area  and  constriction  and 
dilation  of  the  microscopic  pulmonary  vessels  do 
occur.  One  could  state  that  it  was  possible  to  ob- 
serve only  alveoli  on  the  surface  of  the  lung  and 
that  the  deeper  alveoli  might  well  be  different,  but 
each  unit  of  any  lobulated  organ  is  assumed  to  be 
like  any  other  similar  unit  of  the  same  organ. 

If  one  accepts  the  marked  ability  of  the  pulmo- 
nary microcirculation  to  react  to  various  stimuli, 
one  has  to  accept  its  ability  to  adapt  readily  in 
aiding  the  body  to  adjust  to  certain  pathological 
states.  For  example,  patients  with  mitral  stenosis 
may  not  develop  pulmonary  edema  for  years. 

The  anaphylactic  experiments  suggest  that  the 
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pulmonary  microcirculation  can  be  so  markedly 
involved  that  its  ability  to  adjust  is  overcome. 
There  are  other  experimental  data  to  support  these 
findings.  Cameron  and  De®  injected  a fibrin- form- 
ing mixture  cisternally,  and  these  animals  died  with 
pulmonary  edema.  These  investigators  felt  that 
they  stimulated  the  vagi  centers  in  the  brain  to 
sucb  an  extent  that  the  permeability  of  pulmonary 
capillaries  was  increased  enough  to  cause  pulmo- 
nary edema.  Clinically,  it  is  well  known  that  pulmo- 
nary edema  is  frequent  in  patients  with  an  acute 
increase  in  intracranial  pressure  and  a sudden  ele- 
vation of  blood  pressure. 

The  intricate  network  of  capillaries  over  each 
alveolus  is  a delicate  system,  and  one  must  be  very 
careful  not  to  injure  an  area  while  studying  it.  The 
lung  of  the  human  is  repeatedly  insulted  during 
life.  Bremer®  showed  that  there  is  postnatal  devel- 
opment of  alveoli  in  the  mammalian  lung,  but  he 
felt  that  in  the  human  new  functional  lung  tissue 
was  not  formed  after  the  mid-twenties.  Alveoli 
destroyed  in  adult  life  may  well  not  be  replaced. 
In  the  development  of  pulmonary  emphysema, 
many  millions  of  alveoli  and  their  capillaries  are 
no  doubt  destroyed  before  symptoms  occur.  It 
w'ould  seem  that  the  etiology  of  emphysema  is  the 
important  thing  to  determine  for  once  symptoms 
appear  there  is  probably  little  that  can  be  done. 

CONCLUSIONS 

1.  The  pattern  of  the  pulmonary  microcircula- 
tion of  the  mammal  is  complex. 

2.  Physiologically,  the  small  blood  vessels  of  the 
mammal  are  most  active  and  at  any  particular  mo- 
ment the  activity  of  one  vessel  can  be  different  from 
a similar  vessel. 

3.  During  pharmacological  stimulation  and  ana- 
phylaxis, the  microscopic  pulmonary  blood  vessels 
can  react  together  so  markedly  that  the  life  of  the 
animal  is  threatened. 
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THE  AMERICAN  MEDICAL  ASSOCIATION 
Report  of  Delegates  to  the  Annual  Session 

Held  at  Miami  Beach,  Florida,  June  13-17,  I960 

Charles  J.  Ashworth,  m.d.,  Delegate 
Arthur  E.  Hardy,  m.d..  Alternate  Delegate 


Due  to  the  wide  difference  of  opinion  among 
our  members,  the  doctors  of  Rhode  Island 
should  have  an  especial  interest  in  the  action  taken 
by  the  House  of  Delegates  of  the  American  Med- 
ical Association  on  the  matter  of  inclusion  of  physi- 
cians under  Title  II  of  the  Social  Security  Act. 

The  Georgia  Delegation  of  three  members,  rep- 
resenting three  thousand  or  more  doctors,  initiated 
the  discussion  by  the  introduction  of  a resolution 
which  is  worthy  of  quoting  in  full: 

Whereas,  The  inclusion  of  physicians  within  the 
provisions  of  the  Social  Securit)-  Act  (OASDI — 
Title  II  I is  presently  under  consideration  in  The 
Congress ; and 

Whereas,  This  legislation  would  be  unjust  and 
unreasonable  because  OASDI  does  not  fit  the  eco- 
nomic pattern  of  the  practicing  physician  in  that 
self-employed  doctors  rarely  retire  at  age  65 ; and 
Whereas,  It  is  incompatible  for  physicians  to 
oppose  the  further  expansion  of  OASDI  as  a 
method  of  compulsory  health  insurance  and  yet 
support  their  inclusion  in  a system  which  may 
abridge  their  freedom  of  practice;  and 

Whereas,  The  1960  House  of  Delegates  of  the 
Medical  .\ssociation  of  Georgia  reaffirmed  its  op- 
position to  the  inclusion  of  physicians  under 
0.\SDI  and  instructed  its  AMA  Delegation  to 
introduce  such  a resolution  to  the  AMA  House  of 
Delegates ; and  now  therefore  be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  reaffirm  its  opposi- 
tion to  the  inclusion  of  physicians  under  0-A.SDI 
coverage ; and  be  it  further 

Resolved,  That  the  AMA,  as  a representative  of 
the  medical  profession  in  the  United  States,  con- 
tinue its  efforts  in  making  this  policy  known  to  all 
members  of  the  Congress  to  the  end  that  physicians 
be  not  included  in  OASDI  coverage  by  the  federal 
government. 

The  Georgia  Resolution  furnished  the  basis  for 
the  report  of  the  reference  committee  on  Legisla- 
tion and  Public  Relations,  which  reference  com- 
mittee reaffirmed  the  A.M.A.  opposition  to  the 
extension  of  social  security  coverage  to  doctors  of 
medicine.  It  further  recommended  that  all  mem- 


bers write  members  of  Congress  and  the  White 
House,  urging  such  exclusion.  This  action  was 
taken  with  full  recognition  of  the  fact  that  Con- 
gress may  blanket  in  doctors  of  medicine,  because 
many  doctors  have  appealed  for  inclusion  under 
O.A.S.D.I.  benefits.  The  fact  remains,  however, 
that  a preponderant  number  of  members  of  the 
A.M.A..  reflecting  as  they  do  the  desires  of  the 
thousands  of  doctors  they  represent,  are  still 
against  compulsory  .inclusion  under  Title  1 1 of  the 
Social  Security  Act.  Discussion  before  this  refer- 
ence committee  indicated  that  no  change  in  opinion 
on  this  matter  since  the  last  annual  meeting  in 
Atlantic  City  in  June.  1959,  has  developed.  Conse- 
quently, the  recommendation  as  above  stated  as 
adopted. 

Health  Care  of  the  Aged 

Resolutions  and  comments  on  the  subject  of 
health  care  for  the  aged  resulted  in  the  adoption 
of  the  following  statement  by  tbe  House  of  Dele- 
gates as  the  official  policy  of  the  American  IMedical 
Association  : 

■‘Personal  medical  care  is  primarily  the  respon- 
sibility of  the  individual.  When  he  is  unable  to  pro- 
vide this  care  for  himself,  the  responsibility  should 
properly  pass  to  his  family,  the  community,  the 
county,  the  state,  and  only  when  all  these  fail,  to 
the  federal  government,  and  then  only  in  conjunc- 
tion with  the  other  levels  of  government,  in  the 
above  order.  The  determination  of  medical  need 
should  be  made  by  a physician  and  the  determina- 
tion of  eligibility  should  be  made  at  the  local  level 
with  local  administration  and  control.  The  prin- 
ciple of  freedom  of  choice  should  be  preserved.  The 
use  of  tax  funds  under  the  above  conditions  to  pay 
for  such  care,  whether  through  the  purchase  of 
health  insurance  or  by  direct  payment,  provided 
local  option  is  assured,  is  inherent  in  this  concept 
and  is  not  inconsistent  with  previous  actions  of  the 
House  of  Delegates  of  the  American  Aledical 
Association.” 

The  House  also  urged  the  Board  of  Trustees  “to 
initiate  a nonpartisan  open  assembly  to  which  all 
interested  representative  groups  are  invited  for  the 
purpose  of  developing  the  specifics  of  a sound  ap- 
proach to  the  health  service  and  facilities  needed 

continued  on  page  330 
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by  the  aged,  and  that  thereafter  the  American  Med- 
ical Association  present  its  findings  and  positive 
principles  to  the  people.” 

In  connection  with  an  educational  program  re- 
garding the  aged,  the  House  declared  that  “the 
American  Medical  Association  increase  its  educa- 
tional program  regarding  employment  of  those 
over  65,  emphasizing  voluntary,  gradual  and  indi- 
vidualized retirement,  thereby  giving  these  individ- 
uals not  only  the  right  to  work  but  the  right  to  live 
in  a free  society  with  dignity  and  pride.” 

Relations  With  National  Foundation 
Relations  between  the  medical  profession  and 
the  National  Foundation  for  poliomyelitis  involved 
two  actions  by  the  House  of  Delegates.  It  adopted 
a statement  of  policies  for  the  guidance  of  state 
medical  associations  and  recommended  that  they 
he  adopted  by  all  component  medical  societies. 
These  policies  cover  such  subjects  as  membership 
of  medical  advisory  committees  at  the  chapter  level, 
the  function  of  these  committees,  and  basic  prin- 
ciples concerning  financial  assistance  for  medical 
care,  payment  for  physicians’  services  and  physi- 
cians’ responsibilities  for  constructive  leadership 
in  medical  advisory  activities. 
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In  another  action  the  House  directed  the  Board  I 
of  Trustees  to  authorize  further  conferences  with  I 
leaders  in  the  National  Foundation  on  the  problem  I 
of  poliomyelitis  as  it  relates  to  the  betterment  of  I 
the  public  health  and  to  consider  further  joint  action  I 
toward  the  eradication  of  polio.  The  House  com-  1 
mended  the  National  Foundation  for  its  outstand-  » 
ing  service  in  the  attack  against  polio,  but  pointed  I 
out  that  much  work  remains  to  be  done  in  public  ^ 
education,  vaccination,  continuing  assistance  for  ? 
polio  victims  and  continued  research.  ■ 

Miscellaneous  Matters 

In  dealing  with  reports  and  resolutions  on  a 
wide  variety  of  other  subjects,  the  House  also: 

Strongly  reaffirmed  its  support  of  the  Blue 
Shield  concept  in  voluntary  health  insurance  and 
approved  specific  recommendations  concerning 
A.M.A.-Blue  Shield  relationships; 

Approved  a contingent  appointment  of  not  more 
than  six  months  for  foreign  medical  school  grad- 
uates who  have  been  accepted  for  the  September, 
1960,  qualification  examination ; 

Agreed  that  the  American  Medical  Association 
should  sponsor  a second  National  Congress  on  pre- 
paid health  insurance; 

Approved  a Board  of  Trustees  request  to  the 
Postmaster  General  for  a stamp  commemorating 


PRESENTING:  modem,  easy  to  use  aerosol 

PANTHO-FOAI 


hydrocortisone  ...  0.2% 
psntothenylol  ....  2% 

the  dramatic  inflammatory-suppressive,  antipruritic,  antiallerg 
efficacy  of  hydrocortisone 

plus  the  soothing,  antipruritic,  healing  influence  of  pantothenyl 


AUGUST,  i960 

the  Mayo  Brothers; 

Decided  that  the  establishment  of  a home  for 
aged  and  retired  physicians  is  not  warranted  at 
this  time. 

Approved  the  establishment  of  a new  “Scientific 
Achievement  Award”  to  be  given  to  a non-physi- 
cian scientist  on  special  occasions  for  outstanding 
work  ; 

Approved  the  following  schedule  for  future 
annual  meetings:  Atlantic  City,  1963 ; San  Fran- 
cisco, 1964,  and  New  York  City,  1965  ; 

•Approved  the  objectives  of  the  A.M.A.  Com- 
mission on  the  Cost  of  Medical  Care  established  by 
the  Board  of  Trustees  and  headed  by  Dr.  Louis  M. 
Orr,  immediate  past  president  of  the  Association ; 

Urged  individual  members  of  the  Association  to 
take  a greater  interest  and  more  active  part  in 
public  affairs  on  all  levels ; 

Reaffirmed  its  opposition  to  compulsory  inclu- 
sion of  physicians  under  Title  II  of  the  Social 
Security  Act  and  recommended  immediate  action 
by  all  A.M.A.  members  who  agree  with  that 
position ; 

Called  for  a review  of  existing  and  proposed 
legislation  pertaining  to  food  and  color  additives, 
with  the  objection  of  supporting  appropriate  meas- 
ures which  are  in  the  public  interest  ; 

Urged  reform  of  the  federal  tax  structure  so  as 
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to  return  to  the  states  and  their  political  subdivi- 
sions, their  traditional  revenue  sources ; 

Asked  state  and  county  medical  societies  to  make 
greater  use  of  A.M.A.  recruitment  materials  in 
presenting  medicine’s  story  to  the  nation’s  high 
schools ; 

Requested  the  Board  of  Trustees  to  initiate  a 
study  of  present  policy  regarding  the  required  con- 
tent and  method  of  preparing  hospital  records ; 

Commended  the  Department  of  Defense  and  the 
Air  Force  for  establishing  and  operating  the  Aero- 
medical  Transport  Service  and  urged  that  it  be 
maintained  at  optimum  efficiency ; 

Directed  the  Board  of  Trustees  to  develop  group 
annuity  and  group  disability  insurance  programs 
for  Association  members ; and 

Expressed  grave  concern  over  the  indiscriminate 
use  of  contact  lenses. 

Officers  Elected 

Dr.  Leonard  W.  Larson  of  Bismarck,  N.  D., 
former  chairman  of  the  A.M.A.  Board  of  Trustees 
and  of  the  A.M.A.  Commission  on  Medical  Care 
Plans,  was  named  president-elect  by  unanimous 
vote.  Dr.  Larson  will  succeed  Dr.  E.  Vincent  Askey 
of  Los  Angeles  as  president  at  the  Association’s 
annual  meeting  in  June,  1961,  at  New  York  City. 

The  A.M.A.  1960  Distinguished  Service  Award, 

concluded  on  page  536 
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Rhode  Island  Contracts  with  Vermont 
Medical  School  for  Admissions 

Under  a new  Xew  England  Board  of  Higher 
Education-sponsored  plan,  Rhode  Island  has  con- 
tracted through  the  board  with  the  University  of 
\’ermont  to  reserve  up  to  ten  places  for  its  resi- 
dents in  the  E’VM  College  of  Medicine. 

This  contract  was  made  under  the  provisions  of 
a new  proposal  designed  to  deal  with  the  problem 
of  the  declining  enrollment  of  Xew  Englanders  in 
X"ew  England  medical  schools.  Under  the  new  pro- 
gram, states  desiring  to  encourage  more  of  their 
residents  to  undertake  the  study  of  medicine  and 
dentistry  may  enter  into  contractual  agreements 
with  the  X^ew  England  Board.  The  Board  in  turn 
will  contract  with  co-operating  medical  schools  for 
the  reservation  of  a specific  number  of  places  for 
qualified  residents  of  the  contracting  state. 

The  contract  provides  that  the  university  shall 
retain  full  control  over  the  admission  of  students 
to  the  College  of  iMedicine:  “X'othing  contained  in 
this  agreement  shall  be  deemed  to  extend  to  the 
Board  or  to  the  (contracting)  state  any  control 
over  admissions,  instructional  methods,  curricula 
or  standards  in  the  College  of  Medicine  of  the  Uni- 
versity or  over  disciplinary  action  with  respect  to 
students  enrolled  from  time  to  time  therein,  all  such 
matters  being  within  the  exclusive  control  of  the 
University.” 

At  present  the  U\’M  College  of  Medicine  is  the 
only  medical  school  in  the  region  taking  part  in  the 
contract  program. 

For  each  of  the  ten  places  which  is  filled,  Rhode 
Island  will  pay  $2,500  through  the  Board  to  the 
University  of  Vermont.  Rhode  Island  residents 
attending  the  University  of  Vermont  College  of 
Medicine  under  the  contract  plan  will  pay  in-state 
tuition  ($550).  The  established  tuition  for  out-of- 
state  students  is  $1,500.  Thus  Rhode  Island  stu- 
dents, in  effect,  will  receive  a $950  scholarship 
from  their  home  state.  Estimated  total  cost  of  edu- 
cating a medical  student  is  $5,000  per  year. 


Doctor  George  W'olfe,  dean  of  the  U\'M  College 
of  IMedicine,  pointed  out  that  from  the  point  of 
view  of  the  individual  student  who  is  attending 
that  institution,  the  contract  plan  does  not.  in  itself, 
guarantee  a reduced  tuition  rate.  All  students  from 
a contracting  state  at  the  U\AI  College  of  Medi- 
cine up  to  the  number  provided  for  in  the  contract 
will  receive  tuition  remissions.  Students  who  are 
admitted  above  and  beyond  the  quota  will  not  be 
eligible  for  such  remissions. 

127  Million  Persons  Have  Health  Insurance 

iMore  than  127  million  Americans — 72  per  cent 
of  the  civilian  population — had  health  insurance  at 
the  end  of  1959,  the  Health  Insurance  Council  said 
recently  in  reporting  the  results  of  its  14th  annual 
survey  on  the  extent  of  voluntary  health  insurance 
coverage  in  the  United  States.  The  survey  is  based 
on  reports  from  insurance  companies.  Blue  Cross- 
Blue  Shield  and  other  health  care  plans. 

The  Council  said  both  the  number  of  persons 
covered  by  health  insurance  and  the  amount  of 
benefits  paid  reached  new  highs  last  year.  Cover- 
age increased  by  4.8  million  during  1959  to  reach 
a total  of  127,896,000  persons  with  health  insur- 
ance protection. 

Benefit  payments  by  all  health  insuring  organi- 
zations to  help  cover  the  cost  of  hospital,  surgical 
and  medical  care  amounted  in  1959  to  more  than 
$4.3  billion,  up  $-100  million  over  1958,  said  the 
Council.  In  addition,  persons  with  loss-of-income 
policies  received  $838  million  in  benefits  from  in- 
surance companies  to  replace  income  lost  through 
disability. 

Thus,  a grand  total  of  $5,175,000,000  in  health 
insurance  benefits  were  distributed  during  1959, 
up  10.9  per  cent  over  1958. 

The  HIC,  a federation  of  insurance  associations, 
said  that  based  on  the  early  trends  for  1960  it  esti- 
mated that  as  of  June  1,  some  130  million  persons 
(73  per  cent  of  the  civilian  population)  had  hos- 
pital expense  insurance,  118  million  had  surgical 
expense  insurance,  84  million  had  regular  medical 
expense  insurance,  24  million  had  major  medical 
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expense  insurance,  and  44  million  were  insured 
against  loss  of  income. 

The  Council  said  these  figures  also  revealed  the 
breadth  of  health  insurance  protection  which 
Americans  have.  The  organization  said  as  of  June 
1,  more  than  90  per  cent  of  persons  with  health 
insurance  have  both  hospital  and  surgical  expense 
insurance,  and  65  per  cent  have  hospital,  surgical 
and  regular  medical  expense  insurance,  which  helps 
pay  for  doctor  visits  for  nonsurgical  care.  Five 
years  ago,  the  figures  were,  respectively,  85  and 
47  per  cent. 

National  Blue  Shield  Study  Commission 

Establishment  of  a Blue  Shield  Study  Commis- 
sion has  been  announced  by  the  National  Associa- 
tion of  Blue  Shield  Plans,  to  undertake  a major 
study  of  the  “differences  of  concept  and  coverage” 
among  the  nation’s  75  Blue  Shield  Plans  which 
“have  resulted  in  different  approaches  to  the  prob- 
lem of  providing  adequate  protection  to  the  public.” 

In  announcing  the  appointment  of  this  new  Com- 
mission, Doctor  Donald  Stubbs,  chairman  of  the 
Board  of  the  National  Association,  pointed  out  that 
while  the  setting  up  of  this  Commission  was  di- 
rected by  the  Annual  Conference  of  Blue  Shield 
Plans  in  Los  Angeles  in  April,  its  area  of  study 
and  recommendation  is  logically  related  to  the 
action  of  the  A.M.A.  House  of  Delegates  in  Miami 
on  June  15,  in  reiterating  A.M.A.  support  of  the 
Blue  Shield  Concept  and  providing  for  strength- 
ened liaison  between  A.M.A.  and  Blue  Shield 
Plans. 

“The  job  of  this  new  Blue  Shield  Study  Com- 
mission,” said  Dr.  Stubbs,  “is  to  identify  and  pin- 
point the  specific  problems  that  must  be  solved  and 
the  needs  that  must  be  met  wdthin  Blue  Sbield  if  it 
is  to  be  able  to  extend  tbe  broadest  possible  medical 
prepayment  protection,  under  medical  auspices,  to 
the  greatest  possible  number  of  people,  and  thus 
make  the  maximum  contribution  both  to  the  public 
welfare  and  to  the  free  practice  of  medicine.” 

Chairman  of  the  nine-man  Commission  is  Doctor 
Henry  S.  Blake  of  Topeka,  Kansas. 

Snails  . , . Geiger  Counters  . . . Teeth 

Snails  and  geiger  counters  are  helping  scientists 
learn  why  teeth  decay,  a noted  dental  research 
worker  reported  recently. 

Doctor  George  Paffenbarger,  Washington,  D.C., 
described  the  use  of  snails  and  atomic  radiation  in 
dental  research  studies  now  being  carried  out 
jointly  at  tbe  National  Bureau  of  Standards  and 
the  National  Institute  of  Dental  Research. 

The  long-range  purpose  of  such  studies,  he  said, 
is  to  determine  how  dental  enamel  is  formed  and 
how  it  decays.  He  described  tooth  enamel  as  the 
hardest  substance  in  tbe  human  body  and  yet  the 


one  with  the  least  ability  to  repair  itself. 

Snails  are  being  used  in  tbe  project,  he  said, 
because  of  the  calcium  content  of  their  shells.  They 
are  exposed  to  two  radioactive  compounds  (stron- 
tium 89  and  calcium  45)  and  the  amount  of  uptake 
is  measured  with  geiger  counters  and  other  instru- 
ments. “The  immediate  aim  of  the  study,  which  is 
still  in  its  early  stages,  is  to  learn  how  calcium  car- 
bonate is  incorporated  into  teeth  as  they  develop 
in  the  jaws,”  he  said. 

Doctor  Paffenbarger  is  senior  research  associate 
of  the  American  Dental  Association  and  has  con- 
ducted studies  at  the  Bureau  for  more  than  twenty- 
five  years.  He  reported  on  current  dental  research 
programs  before  the  annual  meeting  of  the  Dental 
Manufacturers  of  America. 


Surgeons  Seek  Improvement  in  Total 
Care  of  Surgical  Patients 

Improvement  in  the  total  care  of  surgical  patients 
will  be  the  goal  of  10,000  doctors  expected  to  attend 
the  46th  annual  Clinical  Congress  of  the  American 
College  of  Surgeons  in  San  Francisco,  California, 
October  10  through  14. 

Doctors  from  all  parts  of  the  nation  and  many 
foreign  countries  will  attend  sessions  at  this  largest 
meeting  of  surgeons.  More  than  1,000  participants 
will  take  part  in  the  various  programs  as  authors 
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of  research  reports,  teachers  of  postgraduate 
courses,  participants  in  panel  discussions,  lecturers, 
and  operating  surgeons  in  motion  pictures  and 
closed-circuit  telecasts. 

Major  addresses  will  be  made  by  Doctor  I.  S. 
Ravdin,  Philadelphia,  chairman,  Board  of  Regents, 
and  incoming  president  of  the  College ; Doctor 
Joseph  Trueta,  Oxford,  England,  will  speak  on 
trauma  and  the  living  cell ; Doctor  Wendell  M. 
Stanley,  director  of  the  virus  laboratory  at  Uni- 
versity of  California,  Berkeley,  and  Nobel  winner 
in  chemistry,  will  deliver  the  Martin  Memorial  Lec- 
ture. named  for  the  College  founder,  Franklin  H. 
Martin,  on  the  subject  of  virus-cancer  relation- 
ships ; Mr.  Leslie  Philip  Le  Quesne,  London, 
England,  will  give  the  annual  Baxter  Lecture, 
speaking  on  body  fluid  disturbances  resulting  from 
stomach  obstruction. 

On  the  final  evening,  October  14,  initiates  will 
be  presented  for  fellowship,  honorary  fellowships 
conferred,  and  officers  inaugurated. 

Foreign  M.D/s  Training  in  U.  S. 

Doubled  Since  1934 

The  number  of  foreign  physicians  training  in 
U.  S.  hospitals  has  almost  doubled  since  1954,  the 
Institute  of  International  Education  reported  in  a 
survey  released  recently. 

This  year  ( 1959-60  ) our  hospitals  reported  9,457 
foreign  physicians  in  training,  an  increase  of  \2>^o 
over  the  previous  year.  Part  of  this  rise,  however, 
resulted  from  a 9.3%  increase  in  the  number  of 
hospitals  reporting  to  the  survey. 

In  light  of  the  recent  action  of  the  Council  on 
Medical  Education  requiring  foreign  interns  and 
residents  to  pass  the  American  Medical  Qualifica- 
tion Examination,  this  annual  increase  of  foreign 
physicians  in  U.  S.  hospitals  may  be  halted  and 
even  reversed  in  the  future. 

Physicians  from  the  Far  East  again  led  the  for- 
eign medical  delegation  this  year  with  38.5%  of 
the  total  number,  followed  by  19.4%  from  Latin 
America.  18.1%  from  the  Near  and  Middle  East, 
and  16.3%  from  Europe.  The  Philippines,  with 
2,319,  was  again  the  largest  single  source  of  for- 
eign men  and  women  studying  medicine  here,  and 
accounted  alone  for  a 337  increase  over  last  year’s 
total  figure. 

These  statistics  are  revealed  in  the  sixth  edition 
of  Open  Doors,  the  Institute's  annual  statistical 
report  on  educational  exchange.  Besides  foreign 
physicians,  the  survey  also  reports  on  the  exchange 
of  U.  S.  and  foreign  students  and  faculty  members. 

Forty-five  states,  the  District  of  Columbia  and 
Puerto  Rico  reported  foreign  physicians  in  their 
hospitals,  with  New  York  claiming  a full  25%  of 
the  total.  Of  the  928  hospitals  reporting  doctors 
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from  abroad,  15  reported  more  than  50.  New 
York's  Bellevue  Hospital  Center  led  the  list  with 
87.  while  the  King’s  County  Medical  Center  in 
Brooklyn.  N.  Y.,  was  second  with  75. 

Open  Doors  1960  reports  that  the  ratio  of  for- 
eign residents  to  interns  remained  much  the  same 
as  in  previous  years,  with  the  1959-60  figures  show- 
ing 6,912  residents  and  2,545  interns  from  abroad 
in  L^.  S.  hospitals.  The  survey,  which  this  year  is 
able  to  report  on  the  fields  of  specialization  of  the 
foreign  resident  physicians,  shows  that  1,401  were 
training  in  general  surgery,  787  in  general  medi- 
cine, 677  in  pathology,  566  in  psychiatry,  and  540 
in  obstetrics  gynecology. 

Disaster  Conference  Set  for  Next  Month 

For  those  interested  in  disaster  preparedness,  all 
roads  will  lead  to  Minneapolis  in  September.  The 
annual  conference  of  the  U.  S.  Civil  Defense  Coun- 
cil, to  be  held  at  the  Leamington  Hotel,  September 
19-23,  1960,  will  be  the  largest  gathering  of  civil 
defense  and  disaster  workers  ever  held  in  the 
L^nited  States.  For  the  first  time,  city,  county  and 
state  civil  defense  directors  will  be  meeting  simul- 
taneously and,  in  some  instances,  jointly. 

The  Medical  and  Health  Committee  of  the 
USCDC  has  prepared  an  outstanding  two-day 
program  divided  into  formal  lectures  and  extensive 
workshops  for  September  21-22.  Highlighted  will 
be  the  latest  information  concerning  chemical  and 
biological  nonmilitary  defense  and  a thorough  anal- 
ysis of  the  health  mobilization  program  of  the  U.  S. 
Public  Health  Service.  A Citation  Banquet  is 
planned  at  which  outstanding  figures  in  the  field 
of  medical  disaster  preparedness  will  be  honored. 
The  Committee  welcomes  nominations  from  med- 
ical and  health  groups  and  other  scientific  organi- 
zations. 

Prizes  for  Clinical  or  Laboratory 
Research  in  Urology 

The  American  Urological  Association  offers  an 
annual  award  of  $1000  (first  prize  of  $500,  second 
prize  $300,  and  third  prize  $200  ) for  essays  on  the 
result  of  some  clinical  or  laboratory  research  in 
urology.  Competition  is  limited  to  urologists  who 
have  been  graduated  not  more  than  ten  years,  and 
to  hospital  interns  and  residents  doing  research 
work  in  urology. 

The  first  prize  essay  will  appear  on  the  program 
of  the  forthcoming  meeting  of  the  American  L^ro- 
logical  Association,  to  be  held  at  the  Hotel  Bilt- 
more,  Los  Angeles,  California,  May  22-25,  1961. 

For  full  particulars  write  the  Executive  Secre- 
tary, William  P.  Didusch,  1120  North  Charles 
Street,  Baltimore,  Maryland.  Essays  must  be  in 
his  hands  before  December  1,  1960. 
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Fringe  Benefits  Get  $3  of  Every  $100 

The  total  cost  of  the  insurance  portion  of  “fringe 
benefit”  packages  is  a little  more  than  five  dollars 
for  each  $100  in  wages  and  salaries,  the  Health 
Insurance  Institute  reported  recently. 

Nearly  $10.5  billion  was  contributed  by  employ- 
ers and  employees  in  1958  to  finance  these  fringe 
benefits,  the  Institute  said  in  an  analysis  of  data 
released  by  the  Government. 

These  contributions  paid  for  health  insurance 
coverage  for  95  million  workers  and  dependents, 
life  insurance  for  42  million  persons,  pension  plans 
for  19  million  employees,  and  other  insurance 
programs. 

The  Institute  said  these  programs  have  shown 
considerable  growth  in  recent  years.  In  1954,  joint 
contributions  of  $6.9  billion  gave  health  coverage 
to  75  million  persons,  life  insurance  to  31  million, 
and  retirement  benefits  to  14  million. 

The  largest  itetn  in  the  1958  bill  for  these  fringe 
benefits  was  the  $4.7  billion  which  went  to  finance 
pensions,  and  employers  contributed  five  times  as 
much  money  in  this  area  as  did  employees.  The 
group  life  insurance  costs  were  $1.3  billion  and  the 
health  insurance  costs  were  $3.3  billion. 

The  Institute  said  pensions  represent  a sizeable 
percentage  of  payroll  because  they  are  designed  to 
provide  substantial  benefits  in  the  future,  and  that 
similarly  life  insurance  provides  big  future  bene- 
fits. On  the  other  hand,  said  the  Institute,  health 
insurance  is  paying  more  benefits  to  more  people 
in  the  short  run. 

Health  insurance  premiums  accounted  for  30  per 
cent  of  the  cost  of  the  fringe  benefit  package,  said 
the  Institute,  and  health  insurance  returned  nearly 
50  per  cent  of  all  benefits  paid  by  these  “fringes.” 

The  Institute  broke  this  down  further  for  two 
categories  of  health  benefits  and  reported  that  hos- 
pitalization insurance  cost  about  19  per  cent  of  the 
full  benefit  package  in  1958,  and  returned  30  per 
cent  of  all  benefits  paid,  while  surgical  and  regular 
medical  insurance  cost  10  per  cent  and  returned 
15  per  cent. 

Claremont  (N.  H.)  Seeks  a Pediatrician 

The  medical  staff  of  the  Claremont  General  Hos- 
pital is  anxious  to  obtain  a pediatrician  to  enter 
into  private  practice  in  Claremont,  New  Hamp- 
shire. 

Claremont  is  a small  industrial  city  of  15,000 
located  in  the  Connecticut  River  Valley  on  the 
Vermont-NewHampshire  border  and  is  30  miles 
south  of  Hanover,  New  Hampshire.  Its  population 
has  increased  from  12,700  in  1950  to  14,800  in 
1957  and  is  seventh  from  the  top  in  growth  of  all 
New  Hampshire  communities.  Economically,  it  is 
a small  industrial  city  with  an  excellent  shopping 
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area  and  is  located  in  a very  scenic  part  of  the  state, 
is  near  a large  ski  center  and  is  surrounded  by  many 
lakes  and  golf  courses.  It  has  unlimited  hunting  and 
fishing  facilities  nearby.  During  the  past  four  years 
it  has  attracted  three  new  industries,  fifteen  new 
businesses,  and  has  built  two  new  schools  accom- 
modating 900  students.  It  has  recently  acquired  a 
state-sponsored  industrial  park  which  will  be  con- 
structed in  the  immediate  future  as  a $300,000.00 
skeletal  building  available  for  industrial  occupancy 
for  a firm  employing  two  to  three  hundred  people. 
It  is  our  feeling  that  this  healthy  economic  climate 
will  be  further  benefited  by  an  interstate  highwav 
program  which  will  have  several  exits  near  Clare- 
mont. 

REPORT  OF  DELEGATES 

concluded  from  page  531 

one  of  medicine’s  highest  honors,  was  given  to  Dr. 
Charles  A.  Doan,  who  will  retire  next  year  as  dean 
of  the  Ohio  State  University  College  of  Medicine 
and  director  of  the  Health  Center  in  Columbus, 
Ohio. 

In  addition  to  Dr.  Larson,  the  new  president- 
elect, the  following  officers  were  named  at  the 
Thursday  session : 

Dr.  W illiam  F.  Costello  of  Dover,  N.  J.,  vice 
president ; Dr.  Norman  A.  Welch  of  Boston,  re- 
elected speaker  of  the  House,  and  Dr.  Milford  O. 
Rouse  of  Dallas,  Texas,  re-elected  vice  speaker. 

Dr.  Gerald  D.  Dorman  of  New  York  City  was 
elected  to  the  Board  of  Trustees  to  succeed  Dr. 
Larson,  and  Dr.  James  Z.  Appel  of  Lancaster,  Pa., 
was  re-elected  to  the  Board. 

Elected  to  the  Judicial  Council,  to  succeed  Dr. 
Louis  A.  Buie  of  Rochester,  Minn.,  was  Dr.  James 
H.  Berge  of  Seattle. 

Named  to  the  Council  on  Medical  Education  and 
Hospitals  were  Dr.  William  R.  Whllard  of  Lex- 
ington, Ky.,  succeeding  Dr.  James  M.  Faulkner  of 
Cambridge,  Mass.,  and  Dr.  Harlan  English  of 
Danville,  111.,  who  was  re-elected. 

On  the  Council  on  Medical  Service,  the  House 
re-elected  Dr.  Russell  B.  Roth  of  Erie,  Pa.,  and 
Dr.  Hoyt  B.  W’oolley  of  Idaho  Falls. 

Dr.  George  D.  Johnson  of  Spartanburg,  S.  C., 
was  named  to  succeed  Dr.  Pickett  on  the  Council 
on  Constitution  and  Bylaws. 

* * * 

Several  other  items  of  lesser  importance  con- 
cerned the  House  and  its  reference  committees  in 
the  four  days  of  deliberation.  These  included  phar- 
maceutical issues,  the  report  of  the  Committee  to 
Study  the  Relationships  of  Medicine  with  Allied 
Health  Professions  and  Services,  and  Occupational 
Health  Programs. 

Full  details  regarding  these  items  will  be  found 
in  the  current  issues  of  the  J.A.M.A. 
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when  judgment  dictates  oral  penicillin,  experience  dictates. 
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that  the  very  great  inajoritv  of  the  so-called  resistant  staphylococci  are  susceptible  to  its  action.1 
In  describing  their  study,  Rebhan  and  Edwards-  state  that  “...only  a small  percentage  of  straii| 
have  shown  resistance...”  to  CHLOROMYCETIN,  despite  steadily  increasing  use  of  the  dnij 
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Fisher^  observes:  “The  over-all  average  incidence  of  resistance,  for  the  31,779  strains  [of  stapl 
ylococci]  through  nine  years  was  about  9%.”  Finland'*  reports  that,  while  the  proportion  (I 
strains  resistant  to  several  newer  antibiotics  has  risen  to  between  10  and  30  per  cent,  such  rcsisi 
ance  to  CHLOROMYCETIN  “...has  been  rare  even  where  this  agent  has  been  used  extensively! 
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M.  W:  Arch.  /nf.  Med.  10.>:413,  1960.  (4)  Finland,  M.,  in  Welch,  H.,  & Finland,  M.:  Antibiotic  Therapy  for  Staphi 
lococcal  Diseases,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  187.  (5)  Bercovitz,  Z.  X;  Geriatrics  15:164.  196| 
(6)  Glas,  W.  W,  & Britt,  E.  M.:  Management  of  Hospital  Injections,  in  Symposium  on  Antibacterial  Theraiiy,  Michigi] 
^ Wayne  County  Acad.  Cen.  Pract.,  Detroit,  September  12,  1959,  p.  7.  (7)  StaphyIt)coccal  Infections  in  Pediatricj 
Scientific  Exhibit,  (’ommission  on  Prolessional  and  Hospital  Activities,  108th  Ann.  Meet.,  A.  M.  A.,  Atlantic  Cit 
June  8-12,  1959.  (8)  Robinson,  H.  M.,  Jr.;  Robinson,  R.  C.  V.,  & Raskin,  J.:  Postgrad.  Med.  27:522,  1960. 


m SENSITIVITY  OF  PYOGENIC  STRAINS  OF  STAPHYLOCOCCI  TO  CHLOROMYCETIN  OVER  A PERIOO  OF  EIGHT  YEARS* 

I 


I cs  were  gathered  over  almost  a decade  on  329  children  with  staphylococcal  pneumonia;  1,663  sensitivity  tests  were  performed. 

^ 1 from  Rebban  & Edwards.^ 
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How  do  they  look 

in  your  Will? 


your  Will,  too.  And  there  may  be  new 
hazards  under  today’s  tax  laws. 

Reviewing  your  Will  from  time  to 
time  is  probably  the  quickest,  most 
economical  means  of  adding  to  your 
family’s  security  — and  your  peace 
of  mind. 

We  suggest  you  see  your  lawjer 
soon. 


Oldest  Trust  Company  in  Neiv  England 


Member  Federal  Deposit  Insurance  Corporation 

Providence  • Bristol  • Wakefield  • Cranston  • East  Greenwich 
East  Providence  • Newport  • Pawtucket  • Woonsocket 


Want  to  test  your  Will  for  up-to-date- 
ness? Look  through  your  photograph 
album  for  a family  snapshot  taken 
the  same  year  you  made  your  Will.  If 
it  bears  little  resemblance  to  your 
family  today,  chances  are  the  "word 
picture’’  you  used  to  provide  for  them 
in  your  Whll  is  also  obsolete. 

Your  estate  may  have  outgrown 
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now-for 
more  comprehensive 

control  of 


INDICATK 

Head:  temporomandibular 
muscfe^giasm  • Neck.;  acute 
torticollis,  osteoarthritis  of  cer- 
vical spine  with  spasm  of  cervical 
muscles,  whiplash  injury  • Trunk  and  Chest:  costochondritis,  intescBtal  myositis,  xiphodynia  • Back: 
acute  and  chronic  lumbar  strains  and  sprains,  acute  low  back  pain  (unspecified),  aeute  lumfer  arthritis 
and  traumatic  injury,  compression  fracture,  herniated  intervertebral  disc,  post-disc  syndrome,  strained 
muscle(s)  • Extremities:  acute  hip  injury  with  muscle  spasm,  ankle-^ain,  arthritis  of  foot  or  knee), 
blow  to  shin  followed  by  muscle  spasm,  bursitis,  spasm  or  strain  of  muscle  or  muscle  group,  old  fraiSure 
with  recurrent  spasm,  Pellegrini-Stieda  disease,  tenosynovitis  with  assocr^ed  pain  and  spasm. 


I 


I 


I 


-pain  due  to 
or  associated  with  • J 
-spasm  of  skeletal  muscle 


Many  conditions,  painful  in  themselves,  often  give  rise  to  spasm  of  skeletal  muscles. 
Rob.AXISAL,  the  new  dual-acting  muscle  relaxant-analgesic,  treats  both  the  pain  and 
the  spasm  with  marked  success;  In  clinical  studies  on  311  patients,  12  investigators* 
reported  satisfactory  results  in  86.5%.  Each  Robaxisal  Tablet  contains: 


• A relaxant  component — Robaxin " — widely  recognized  for  its  prompt,  long-lasting  relief  of 

painful  skeletal  muscle  spasm,  with  unusual  freedom  from  undesired  side  effects 400  mg. 

“ Mcthocarb2mol  Robins.  U.  S.  Pat.  No.  2770649- 

• An  analgesic  component — aspirin — whose  pain-relieving  effect  is  markedly  enhanced  by  Robaxin, 
and  which  has  added  value  as  an  anti-inflammatory  and  anti-rheumatic  agent.  ...  (5  gr.)  325  mg. 


INDICATIONS:  Robaxisal  is  indicated  when  analgesic  as 
well  as  relaxant  action  is  desired  in  the  treatment  of  skeletal 
muscle  spasm  and  severe  concurrent  pain.  Typical  condi- 
tions are  disorders  of  the  back,  whiplash  and  other  trau- 
matic injuries,  myositis,  and  pain  and  spasm  associated  with 
arthritis. 


SUPPLY:  Robaxisal  Tablets  (pink-and-white,  laminated) 
in  bottles  of  100  and  SOO. 

Also  available:  Robaxin  Injectable,  1.0  Gm.  in  10-cc.  am- 
pul. Robaxin  Tablets,  O.S  Gm.  (white,  scored)  in  bottles  of 
50  and  500. 


lical  reports  in  files  of  A.  H.  Robins  Co.,  Inc.,  from:  J.  Allen,  Madison,  Wise..  B.  Billow,  New  York,  N.  Y.,  B.  Decker.  Richmond,  Va., 
gKdgaa,  Jr.,  Augusta,  Ga..  R.  B.  Gordon,  New  York.  N.  Y..  J.  E.  Holmblad,  Schenectady,  N.  Y..  L.  Levy,  New  York.  N.  Y..  N.  LoBue. 
jicago  Heists.  111.,  H.  Nachman,  Richmond,  Va.,  A.  Poindexter,  Los  Angeles,  Cal.,  E.  Rogers,  Brooklyn,  N.  Y.,  K.  H.  Strong,  Fairfield.  la. 


Additional  information  available  upon  request 


A»H*ROBINS,CO.,  INC.,  Richmond  20,  Virginia 


aking  today’s  medianes  withuntegnt^^^^kmg  tomorrow ’s^ith  persistence 
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AN  AMES  CLINIQUICK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY  IS  DIABETES  IN  INFANTS 
SO  DIFFICULT  TO  DIAGNOSE? 

Because  of  the  infrequency  of  the  disease  in 
this  age  group,  its  sudden  onset,  the  profusion 
of  inconsistent  presenting  symptoms,  and  be- 
cause the  accompanying  symptoms  of  anorexia 
and  vomiting  are  also  characteristic  symptoms 
of  many  other  ills  of  infancy. 

^Source:  Traisman,  H.  S.;  Boehm,  J.  J.,  and  Newcomb, 
A.  L.:  Diabetes  «;289,  1959. 

for  those  pediatric  puzzlers... “A  routine  urinalysis 
and  blood  sugar  should  be  done  whenever  the 
possibility  of  diagnosing  diabetes  is  entertained.”* 
the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


DIABETES  MELLITUS  AT  AGES  1 TO  5 


Order  of  Frequency  of 
Patients 

Presenting 

Symptoms  in  110 

No.  Of 

Per  cent  of 

Symptoms 

Patients 

total  group 

Polyuria 

93 

84.5 

Polydipsia 

89 

81.0 

Weight  loss 

47 

42.7 

Polyphagia 

28 

25.4 

Anorexia 

16 

14.5 

Lethargy 

14 

12.7 

Enuresis 

7 

6.4 

Vomiting 

5 

4.5 

Irritability 

3 

2.7 

‘‘Craving  for  sweets" 

3 

2.7 

‘‘Sticky  diaper” 

3 

2.7 

‘‘Strong  odor  to  urine" 

2 

1.8 

Glycosuria 

2 

1.8 

Hypoglycemia 

2 

1.8 

Personality  change 

1 

0.9 

Boils 

1 

0.9 

Headache 

1 

0.9 

Abdominal  cramps 

1 

0.9 

Adapted  from  Traisman, 
comb,  A.  L.” 

H.  S.;  Boehm,  J.  J.,  and  New- 

11  COLOR-CALIBRATED 
^CLINITESr 

BRAND  Reagent  Tablets  baoso 


• full-color  calibration,  clear-cut  color  changes 

• established  “plus”  system  covers  entire  critical  range 

• standard  blue-to-orange  spectrum 

• standardized,  laboratory-controlled  color  scale 

• ‘‘urine-sugar  profile”  graph  for  closer  control 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 


Effective 


for  relief  of  anxiety  and  tension' 


Outstandingly  Safe 

(f  simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

^ no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

@ does  not  produce  ataxia,  change  in  appetite  or  libido 

(f  does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 

Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets ; or  as  meprotabs*—  400  mg.  unmarked,  coated  tablets. 

WALLACE  LABORATORIES /iVcjc  Brunswick,  N.  J. 

' •TRAOE-MA»K 


wherever  there  is  inflammation,  swelling,  pai  ^ 

VARIDASE 

Streptokinase-Streptodornase  Led  | 

condition;! 
for  a fas 
& comfortable 
coinebacb 

Host  reaction  to  injury  or  local  infection  hai 
catabolic  and  an  anabolic  phase.  The  body  respoi’i 
with  inllainmation,  swelling  and  j)ain.  In  tii|, 
the  process  is  reversed.  Varidase  speeds  > 
this  normal  process  of  recove|. 
By  activating  fibrinolytic  factors  Varidase  shortt^ 
the  undesirable  phase,  limits  necrotic  changes  due^ 
inflammatory  infdtration,  and  initiates  the  constructive  ph.’ 
to  speed  total  remission.  Medication  and  body  defen; 

can  readily  penetrate  to  the  affected  si;, 
local  tissue  is  prepared  for  faster  regrowth  of  ce'^ 
In  infection,  the  fibrin  wall  is  breached  win* 
the  infection-limiting  effect  is  retained.  In  aci; 
cases,  response  is  often  dramatic.  In  chroif 
cases,  X'aridase  Buccal  Tablets  can  stiniul.' 
a successfid  response  to  primary  theraf 
previously  consiilered  inade(|uate  or  failiil 

for  routine  use  in  injury  and  infectic] 

. . . neiv  simple  buccal  row 

XTridase  Buccal  Taljlcts  should  be  retained  in  the  bud 
pouch  until  dissolved.  For  maximum  absorpti;', 
patient  shoidd  delay  swallowing  sali . 
Dosage:  One  tablet  four  times  daily  usually  for  five  da'. 
When  infection  is  present,  V'arid.ase  Buccal  Tabli 
should  be  given  in  conjunction  with  .\chrom vcix'^' 
I'etracycline  with  Ciitric  .\c'. 
Each  \TRn)A.SE  Buccal  I'ablet  contains:  1 (),()()()  Un* 
Strcptokina,se  and  2, .500  Lbiits  .Streptodorna'. 
■Supplied:  boxes  of  21  and  100  tabl(|- 

I.  InnerfU'Ici.  I.:  C.  iiiical  report  tit-d  with  permi'-  i 
2.  Clinical  report  cited  with  pernii'  ' 

Cg^LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMP/' 

Pearl  River,  New  Y . 


INFECTED 
LACERATION 
arked  reversal 
in  3 days. . . 

returned 
to  school . . . 
(sure  advanced 


REFRACTORY 
CELLULITIS 
normal  routine 
resumed  after  4 days 
of  VARIDASE' 
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happy  mother,  cheerful  babies 


because  their  physician  has  kept  the 
twins  well  nourished,  healthy,  and 


with 


free  from  diaper  rash 

DESITIN 

OINTMENT 


Protects  against  irritation  of  urine  and  excrement; 
markedly  inhibits  ammonia-producing  bacteria: 
soothes,  lubricates,  stimulates  healing. 

For  samples  of  Desitin  Ointment,  pioneer  external  cod 
liver  oil  therapy,  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 


“I  wouldn't  be  hooting 
all  night  if  I were  able 
to  get  my  beak  on  some 

TRIAMINIC® 

to  clear  up  my 
stuffed  sinuses." 


\ 


. . . and  for  humans 
with  STUFFED-UP 

SINUSES... 


Your  patient  with  sinus  congestion  doesn’t  give  a hoot  about  anything 
but  prompt  relief.  And  TRIAMINIC  has  a pharmacologically  balanced 
formula  designed  to  give  him  just  that.  As  soon  as  he  swallows  the 
tablet,  the  medication  is  transported  systemicaUy  to  all  nasal  and 
paranasal  membranes  — reaching  inaccessible  sinus  cavities  where 
drops  and  sprays  can  never  penetrate.  TRIAMINIC  thereby  brings 
more  complete,  more  effective  relief  without  hazards  of  topical  ther- 
apy, such  as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop 
addiction.’’ 

Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then—  the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

Vz  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

Vi  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 tol2—\  tsp.; 

Children  1 to  6 — Vz  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC 


timed-release  tablets,  juvelets,  and  syrup 

running  noses  fv  and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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LONG-TERM  DISABILITY 
INSURANCE  WHICH  ONLY 
YOU  CAN  CANCEL 
BEFORE  AGE  70* 

is  one  of  the  necessary 
components  of  a 

CERTIFIED 
DISABILITY 
PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
his  staff  assure  the  client  that: 

1 
2 

3 

4 

^provided  you  pay  the  proper  premium  when 
due,  and  do  not  retire. 

s-  R.  A.  DEROSIER  AGENCY 

write  or  22  Cusfom  House  St.,  Providence  3,  R.  I. 

phone  , , , 

TODAY!  oAspee  I-UtI 


nUemsfiial  Saniiamm 

Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 


His  program  "fits"  his  individual  case 

His  policies  are  fhe  best  that  can  be 
obtained  for  the  premiums  paid 
His  INSURABILITY  is  INSURED  (only 
HE  can  cancel) 

He  will  have  speedy  and  efficient 
assistance,  from  one  source,  when  he 
becomes  a claimant. 


THE  JOHN  F.  KENNEY  CLINIC  DAY 
PROGRAM 

Pawtucket  Memorial  Hospital 

W ednesday,  Novetnber  2,  1960 


MORNING 

10:00  a.m.... 

PSYCHIC  ENERGIZERS  IN 
THE  DEPRESSED  PATIENT 
Laurence  A.  Senseman,  m.d. 

10:30  A.M.  . . . 

TOMOGRAPHY  — A ROENTGEN 
DIAGNOSTIC  TOOL 
Louis  Sod,  m.d. 

10:45  A.M.  . . . 

BLADDER  REGENERATION  FOLLOW- 
ING SUBTOTAL  CYSTECTOMY 
Daniel  Liang,  m.d. 

11:15  A.M. . . . 

VASCULAR  INJURY  ASSOCIATED 
WITH  FRACTURES 
Michael  Scala,  m.d. 

11:45  A.M. . . . 

TEN- YEAR  REVIEW  OF 
BRONCHOGENIC  CARCINOMA 
AT  MEMORIAL  HOSPITAL 
John  Yashar,  m.d.,  and 
Thomas  Micolonghi,  m.d. 

12:15  P.M.  . . . 

CONGENITAL  ANOMALIES  OF 
THE  INTESTINAL  TRACT 
Robert  Berger,  m.d., 

Orland  F.  Smith,  m.d., 

AND  Joseph  Doll,  m.d. 


AFTERNOON 

Presented  by  Members  of  the  Medical  Staff 
of  George  W^ashington  University, 

W' ashington,  D.  C. 

2:00  P.M 

DIABETIC  NEPHROPATHY 

Mary  Watt,  m.d. 

SURGICAL  ASPECTS  OF 
PULMONARY  DISEASES 
Paul  Adkins,  m.d. 

ANTIBIOTICS  IN  INFECTIOUS 
DISEASES 

Monroe  J.  Romansky,  m.d. 


Hydroflumethiazide  • Reserpine  • Protoveratrine  A 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Re$erpine  — % tranquilizing  drug  with 

peripheral  vasorelaxant  effects 0.125  mg. 

Protoveratrine  A — z centrally  mediated 

vasorelaxant 0.2  tng. 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 


Comprehensive  information  on  dosage  and  precautions 
in  official  package  circular  or  available  on  request. 

BRISTOL  LABORATORIES  • Syracuse,  New  York 


r 

I 

I 

fi 
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To  give  you  more  time  for  yourseif . . . 
Industriai  Nationai’s  Convertibie  Living  Trust 


If  you  manage  your  own  investments  you  know 
how  much  time  the  details  take  — time  you  could 
use  more  profitably  or  pleasantly. 

Wouldn’t  you  like  to  delegate  the  tedious  and 
time-consuming  mechanics  of  this  job  . . . retaining 
at  the  same  time  investment  control?  You  can  do 
this  through  an  Industrial  National  Convertible 
Living  Trust.  Such  a trust  can  be  set  up  to  serve 
as  your  “financial  secretary”  — giving  you  more 
time  for  your  other  activities. 

Here’s  what  Industrial  National  does  as  Trustee  — 

• Holds  your  securities  in  safekeeping 

• Collects  and  remits  income  to  you 

• Attends  to  details  of  purchases  and  sales 

• Advises  you  of  bond  redemptions  and  maturities 

• Gives  you  information  as  to  stock  "rights” 

• Supplies  detailed  records  of  all  transactions  and 
information  required  for  income-tax  returns. 

But  more  than  this  — the  Convertible  Trust 
through  its  “stand-by”  feature  gives  you  the  peace 


of  mind  that  comes  from  knowing  that  in  the  event 
of  your  incapacity  or  absence,  Industrial  National 
is  prepared  to  assume  complete  investment  manage- 
ment duties  and  responsibility  for  such  period  as 
may  be  required.  Your  investments  are  never  with- 
out active  supervision  and  yet  this  arrangement  is 
a completely  flexible  one  since  such  a trust  is 
revocable  by  you  at  any  time. 

For  full  information  — with  no  obligation,  of 
course  — write  to  our  Trust  Department,  Box  1466, 
Providence,  or  call  JAckson  1-9700,  Extension  534. 


TRUST  DEPARTMENT 

Industrial 

XATIOIVAL  BAIVK 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 
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brand  of  ch/ormezanone 


effective  oral  skeletal 
muscle  relaxant 
and  tranquilizer 


Itwicopal 

relieves  pain  and  spasm 
associated  with  torticollis. 

In  a recent  study  by  Ganz,  Trancopal  brought  considerable 
improvement  or  very  effective  relief  to  20  of  29  patients 
.with  torticollis.^  “The  patients  helped  by  the  drug,”  states 
Ganz,  “were  able  to  carry  the  head  in  the  normal  position 
without  pain.”  Similarly,  Kearney  found  that  in  8 of  13 
patients  with  chronic  torticollis  treated  with  Trancopal] 
improvement  was  excellent  to  good.  “. . . Trancopal  is  the  most 
effective  oral  skeletal  muscle  relaxant  and  mild  tranquilizer 
currently  available.”^ 

Lichtman,  in  a study  of  patients  with  various  musculoskel- 
etal conditions,  noted  that  64  of  70  patients  with  torticollis 
obtained  excellent  to  good  relief  with  Trancopal.® 

In  a comparative  study  of  four  central  nervous  system 
relaxants,  Lichtman  reports  that  26  of  40  patients 
found  Trancopal  to  be  the  most  effective  drug.® 


1.  Ganz,  S.  E.:  J.  Indiana 
52:1134,  July,  1959.  2.  Kearncy-D; 
Current  Therap.  Rea.  2:127,iP'’'l 
1960.  3.  Lichtman,  A.  L.:  K-wk 
Acad.  Gen.  Pract.  J.  4:28,  Oc  IW 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S.  Pat.  Off.  4716 
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Clinical  results  mVtiJrOIlCOpSlh 


Excellent 

Good 

Fair 

Poor 

Tot 

LOW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters’  syndrome’’* 

21 

5 

1 

1 

28 

Pelvic  fractures 

.2 

1 

— 

— 

3 

NECK  SYNDROMES 

Whiplash  injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

OTHER  MUSCLE  SPASM 

j Spasm  related  to  trauma 

15 

6 

1 

— 

22I 

1 Rheumatoid  arthritis 

— 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

— 

9 

TENSION  STATES 

18 

2 

4 

3 

27 

TOTALS 



112 

(51%) 

70 

(32%) 

23 

(10%) 

15 

(7%) 

220 

(1009 

♦Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 


LABORATORIES,  New  York  1 8,  N.  Y. 
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I‘. extraordinarily  effective  diuretic..’!’ 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
"diuretic  of  choice"^  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  o 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  ond  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiozide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 

References;  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H. : Monographs 
on  Theropy  5:60  (Feb.)  1960.  2.  Friend,  D.  H,;  Clin.  Phorm.  & Therop.  1:5 
(Mor.'Apr.)  1960.  3.  Ford,  R.  V.:  Current  Therop.  Res.  2:92  (Mor.)  1960. 


Naturetin  Naturetin^K 


Squibb 


Squibb  SenTydrofluniethiazide  Squibb  Benzydrotlumethiazide  with  Potassium  Chloride 


'NATUACT1N*  19  * 


THADIMAIIK. 


w^o  couglied? 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 

dYCOMINE 

THE  COMPLETE  Rx 
FOR  COUGH  CONTROL 


■ relieves  cough  and  associated  symptoms  in  15-20 
minutes  ■ effective  for  6 hours  or  longer  ■ pro- 
motes expectoration  ■ rarely  constipates  ■ agree- 
ably cherry-flavored 


j-  6.5  mg. 


Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains; 

Hycodan® 

Dihydrocodeinone  Bitartrate 5 mg.*) 

(Warning;  May  be  habit-forming) 

Homatropine  Methylbromide 1.5  mg.. 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at  bedtime. 
May  be  habit-forming.  Federal  law  permits  oral  prescription. 


cough  sedative  / antihistamine 
decongestant  / expectorant 


Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.s.  Pat  2,630,400 
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THE  WASHINGTON  SCENE 

A Report  Prepared  by  the  Washington  Office  of  the 
American  Medical  Association 


VYT  ASHiNGTOX.  D.  C.  — Democrats  and  Repul)- 
licans  are  campaigning  on  opposing  planks 
on  the  issue  of  healtli  care  for  the  aged.  The 
Democratic  party  advocates  the  Social  Security 
approach  ; the  Republican  party  favors  federal  aid 
in  the  field,  but  outside  the  Social  Security  system. 

The  G.O.P.  plank  pledged  : 

“Dex  elopment  of  a health  program  that  will  pro- 
vide the  aged  needing  it,  on  a sound  fiscal  basis  and 
through  a contributory  system,  protection  again.->t 
burdensome  costs  of  health  care.  Such  a program 
should : 

■■ — Provide  the  beneficiaries  with  the  option  of 
intrchasing  private  health  insurance  — a vital  dis- 
tinction lietween  our  approach  and  Democratic 
jiroposals  in  that  it  would  encourage  commercial 
carriers  and  voluntary  insurance  organizations  to 
continue  their  ettorts  to  develop  sound  coverage 
l)lans  for  the  senior  population. 

“ — Protect  the  personal  relationship  of  patient 
and  physician. 

" — Include  state  participation.” 

The  key  paragraph  of  the  Democratic  plank 
stated : 

“The  most  practicable  way  to  provide  health 
])rotection  for  older  people  is  to  use  the  contribu- 
tory machinery  of  the  Social  Security  system  for 
insurance  covering  hospital  hills  and  other  high 
cost  medical  services.  For  those  relatively  few  of 
our  older  people  who  have  never  been  eligible  for 
.'Social  Security  coverage,  we  shall  provide  corre- 
sjionding  benefits  by  appropriations  from  the  gen- 
eral revenue.” 

Charles  H.  Percy,  chairman  of  the  G.O.P.  Plat- 
form Committee,  stated  that  the  reference  to  a 
“contributory  system”  in  the  Republican  plank  did 
not  mean  a Social  Security  tax. 

Presidential  and  vice  presidential  candidates  of 
both  ])arties  went  into  the  election  campaigns 
pledged  to  support  the  health-care-for-the-aged 
])lanks  adopted  by  their  respective  conventions. 
\'ice  President  Richard  M.  Xixon,  the  G.O.P. 
Presidential  nominee,  already  was  on  record  as 
unalterably  oj^posed  to  any  ]:)rogram  of  national 
compulsory  health  insurance.  The  long-established 
])osition  of  Senator  John  F.  Kennedy  of  Massachu- 
setts, the  Democratic  Presidential  candidate,  has 


l)een  “that  only  by  use  of  the  Social  Security  sys- 
tem can  we  have  true  health  insurance.” 

Speaking  for  the  American  Medical  Association, 
Doctor  Edward  R.  Annis  of  ^liama.  Florida,  ap- 
peared before  the  platform-drafting  committee  of 
the  Democratic  convention  at  Los  Angeles,  and 
Doctor  Leonard  W.  Larson,  A.iM.A.  President- 
elect. before  the  Republican  policy  group  at 
Chicago. 

The  A.iM.A.  spokesmen  warned  both  parties  that 
a program  following  the  Social  Security  apj^roach 
“would  he  unpredictahly  costly ; it  would  unneces- 
sarily cover  millions  of  people : it  would  substitute 
service  lienefits  for  cash  benefits ; it  would  lead  to 
poorer  — not  better  — quality  of  medical  care : it 
would  overcrowd  our  hospitals  ; it  would  lead  to  the 
decline,  if  not  the  demise,  of  private  health  insur- 
ance ; and  it  would  interfere  dangerously  with  the 
doctor-patient  relationshij),  which  is  the  solid  foun- 
dation upon  which  eft'ective  medicine  must  he 
based.” 

Doctor  Annis  also  urged  support  of  the  House- 
approved  Mills  plan  to  provide  health  care  for  the 
needy  aged  who  need  help  with  the  federal  govern- 
ment and  the  states  sharing  the  costs  outside  the 
Social  Security  mechanism. 

In  an  advertisement  run  in  some  large  daily  news- 
papers in  mid-August,  the  A.M.A.  outlined  its  rea- 
sons for  supporting  the  Mills  plan,  the  ad  said,  in 
part : 

“The  A.M.A.  believes  our  nation,  as  well  as  its 
senior  citizens,  will  best  he  served  by  a locally 
administered  health  aid  program  designed  to  help 
those  leho  need  help.  . . . 

“.  . . W’e  are  equally  sincere  in  our  ojiposition  to 
legislative  measures  that  ai)proach  the  problem  on  a 
shotgun  basis  — with  the  idea  of  increasing  repeat- 
edly the  Social  Security  tax  in  order  to  finance 
health  benefits  for  everyone  who  is  covered  by  the 
Old  Age,  Survivors  and  Disability  Insurance  pro- 
gram. regardless  of  their  need. 

“There  are  many  serious  hazards  in  using  the 
Social  Security  approach  to  finance  medical  and 
hospital  care  for  our  older  citizens.  When  govern- 
ment starts  telling  the  doctor  how  to  practice  medi- 
cine ; telling  the  nurses  how  to  nurse ; telling  the 
hospital  how  to  handle  its  patients,  the  quality  of 
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THE  ORIGINAL  potassium  phenethicillin 


SYNCILUN 

(Potassium  Penicillin -152) 

A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 

Syncillin  Tablets  — 250  mg.  (400,000  units) . . . Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK  (Onus-ioi* 


Actual  case  summary  from  the  files  of  Bristol  Laboratories’  Medical  Department 


ACUTE  BRONCHITIS 


SYNCILLIN 

250  mg,  t.i.d.  — 6 days 


H.F.  45-year-old  white  female.  First  seen  on 
Aug,  24,  1959  with  acute  bronchitis  of  3 days' 
duration.  Culture  of  the  sputum  revealed  alpha 
hemolytic  streptococci.  A 250  mg.  SYNCILLIN 
tablet  was  administered  3 times  daily.  Another 
sputum  culture  taken  on  Aug.  27  showed  no  growth. 
On  Aug.  30,  the  patient  appeared  much  improved 
and  SYNCILLIN  was  discontinued. 

Recovery  uneventful. 
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How  Efficient  is  Your  Practice? 

NOW 

Positive  Help  in  all  of  the 
Economics  of  your  Practice. 

To  increase  your  Net 
Income  at  Lower  Cost 

Medical  Management 

275  ANGEIL  STREET  • PROVIDENCE  6.  R.  I. 
DExter  1-9141 


"Management  Methods" 

FOR 

Medical  Practices 


THE  WASHINGTON  SCENE 

concluded  from  page  554 

medical  care  is  sure  to  decline.  The  cost  of  such  a 
program  eventually  would  be  staggering  and  would 
make  a serious  dent  in  the  pay  envelopes  of  mil- 
lions of  Americans  covered  by  Social  Securitv. 
Pri\ate.  voluntary  health  insurance,  which  has 
been  doing  such  a magnificent  job,  would  he  under- 
mined and.  in  time,  destroyed. 

“Most  important,  perhaps,  is  the  fact  that  such 
an  approach  would  just  be  the  beginning  of  com- 
pulsory. government-run  medical  care  for  every 
man,  woman  and  child  in  the  United  States.  For  it 
wouldn’t  lie  long  before  the  Federal  government 
would  be  lowering  the  age  at  which  people  would 
he  eligible,  and  adding  one  costly  service  after 
another  to  a program  that  would  place  your  health 
care  under  the  Federal  government’s  thumb.  . . .” 


Monday,  October  3.  Providence  Medical 
Association  meeting.  CPC,  Medical  Li- 
brary (8:30  P.M.). 

Monday -Saturday , October  10-15.  American 
College  of  Surgeons  meeting,  San  Fran- 
cisco, California. 

Wednesday,  October  12.  Columbus  Day. 


(4dtlZfi<  lde>  Ckaffee> 

A non-profit  nursing  home  for 
Convalescent  and  Terminal  Care 
of  CANCER  PATIENTS  EXCLUSIVELY 

Edwin  F.  Morgan,  President 
Eva  M.  Dickson,  Administrator 

Pleasantly  Located  on  7 Acres  at  200  Wampanoag  Trail, 
East  Providence  15,  R.  I.  Tel.  GEneva  4-1520 
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no  irritating  crystals'-  uniform  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HYDEITRASOL 

PREDNISOLONE  2I.PHOSPHATE-NEOMYCIN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop."^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339.  March  1957. 

2.  Gordon.  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO  HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc, 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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WHY 


ALDACTONE' 

IN  EDEMA 


Because  it  acts  by  regulating  a basic  physiologic  imbalance, 
Aldactone  possesses  multiple  therapeutic  advantages  in  treating 
edema. 

Aldactone  inactivates  a crucial  mechanism  producing  and 
maintaining  edema  — the  effect  of  excessive  activity  of  the 
potent  salt-retaining  hormone,  aldosterone.  This  corrective  ac- 
tion produces  a satisfactory  relief  of  edema  even  in  conditions 
wholly  or  partially  refractory  to  other  drugs. 

Also,  Aldactone  acts  in  a different  manner  and  at  a different 
site  in  the  renal  tubules  than  other  drugs.  This  difference  in 
action  permits  a true  synergism  with  mercurial  and  thiazide 
diuretics,  supplementing  and  potentiating  their  beneficial 
effects. 

Further,  Aldactone  minimizes  the  electrolyte  upheaval  often 
caused  by  mercurial  and  thiazide  compounds. 

The  accompanying  graph  shows  a dramatic  but  by  no  means 
unusual  instance  of  the  effect  of  Aldactone  in  refractory  edema. 

The  usual  adult  dosage  of  Aldactone,  brand  of  spironolactone, 
is  400  mg.  daily.  Complete  dosage  information  is  contained  in 
Searle  New  Product  Brochure  No.  52. 

SUPPLIED:  Aldactone  is  supplied  as  compression-coated 
yellow  tablets  of  100  mg. 

g.d.SEARLE  & CO.,  Chicago  80,  Illinois. 

Research  in  the  Service  of  Medicine. 
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DIAGNOSIS  AND  MANAGEMENT  OF  ACUTE 
SMALL  BOWEL  OBSTRUCTION* 

James  T.  Keegan,  m.d. 


The  Author.  James  T.  Keegan,  M.D.,  Resident  in  Sur- 
gery, Rhode  Island  Hospital,  Providence,  Rhode 
Island, 

Acute  small  bowel  obstruction  is  a problem 
of  great  complexity,  not  fully  understood  even 
with  our  great  advances  in  anatomy,  physiology, 
biochemistry,  bacteriology,  and  surgery.  Lives  are 
saved  which,  fifty  years  ago,  would  have  been  lost 
due  to  this  devastating  disease.  Thousands  of  arti- 
cles and  hundreds  of  liooks  have  been  written  on 
the  subject.  This  extensive  investigation  has  re- 
sulted in  great  progress  in  the  diagnosis  and  man- 
agement of  acute  small  bowel  obstruction. 

Prior  to  1800,  clinicians  were  totallv  ignorant  of 
even  the  fundamental  problems  encountered  in  this 
disorder.  Since  then,  the  concepts  relating  to  bowel 
obstruction  have  developed  along  three  lines.  The 
first  of  these  is  the  study  of  the  anatomy  and  path- 
ology of  obstruction  and  the  relation  of  these  to  the 
clinical  picture.  Thus  a valid  and  clear  classifica- 
tion came  into  being.  Secondly,  in  the  late  nine- 
teenth and  early  twentieth  centuries,  a study  of  the 
toxic  factors  involved  advanced  the  understanding 
of  the  problem.  The  third  phase  was  the  acquisition 
of  knowledge  of  the  biochemical  and  physiologic 
alterations  in  the  blood  and  hodv  fluids.® 

Concomitant  with  these  highly  significant  ad- 
vances in  the  basic  sciences  was  the  development  of 
abdominal  surgery,  first  in  technical  methods,  then 
in  the  all-imjiortant  ancillary  fields  closely  related 
to  surgical  practice  which  have  increased  the  scope 
of  surgery.  Many  of  the  great  names  in  surgery 
are  seen  in  the  writings  on  this  subject.  It  is  our 
purpose  to  discuss  the  diagnosis  and  management 
of  acute  small  bowel  obstruction  in  the  light  of 
present-day  knowledge. 

In  establishing  the  diagnosis  a careful  history  is 
essential.  One  can,  with  suprising  frequency, 
localize  the  site  and  determine  the  exact  cause  of 
the  obstruction  on  the  basis  of  history  alone.  Basic- 
ally, a story  of  pain,  vomiting,  and  distention,  is 
highly  suggestive  of  an  obstructive  process  occur- 
ring within  the  intestinal  tract.  They  may  occur 
alone  or  in  combination. 

The  pain  is  usually  of  sudden  onset,  although  it 
^Prize  essay  for  1960  of  the  Providence  Surgical  .Society. 


may  vary  in  this  respect.  It  is  colicky,  occurring  in 
paroxysms  followed  by  intervals  that  are  asympto- 
matic. As  time  passes,  the  pain  becomes  more  in- 
tense and  the  bouts  of  colic  begin  to  occur  more 
frequently.  It  may  he  localized  at  the  site  of  the 
obstruction  hut  more  often  is  generalized.  The 
persistence  of  the  pain  between  attacks  suggests 
the  onset  of  strangulation  obstruction. 

The  vomiting  usually  begins  shortly  after  the 
start  of  the  pain.  It  is  present  early  in  upper,  small 
bowel  obstructions,  hut  occurs  later  if  the  lower 
small  bowel  is  involved.  One  must  determine  its 
frequency,  amount,  and  character,  and  its  effect 
upon  the  patient.  A greenish  or  brownish-green 
vomitus  is  seen  in  jejunal  obstructions,  whereas  it 
is  foul  and  feculent  in  the  ileal  type.  At  the  outset, 
the  vomitus  is  profuse  hut  may  decrease  later  as 
the  illness  progresses.  It  is  estimated  that  about 
four  liters  may  he  lost  in  the  first  thirty-six  hours 
of  the  disease.  The  frequency  of  vomiting  is  quite 
variable  and  has  little  or  no  relation  to  the  type  of 
ohstruction.  However,  knowledge  of  the  degree  of 
vomiting  is  important  in  making  a preliminarv  esti- 
mate of  the  patient's  state  of  hydration. 

The  third  of  the  symptoms  : distention,  is  varia- 
ble, and  usually  occurs  rather  late  in  the  disease.  It 
may  he  absent  if  the  ohstruction  is  high,  hut  is  seen 
to  a greater  or  lesser  degree  if  the  ohstruction  is 
low.-'  ® 

While  the  three  above-mentioned  symptoms  are 
the  most  important  and  crucial  in  diagnosis,  there 
are  other  factors  to  he  considered.  A change  in 
bowel  habits  is  occasionally  noted  hut  is  variable 
and  inconstant.  Low  small  bowel  obstructions  may 
show  a minor  degree  of  constipation.  However,  a 
slight  diarrhea  may  he  seen  in  an  early  case.  Often 
no  change  occurs.  The  type  and  location  of  any 
previous  surgery  is  noted.  A history  of  abdominal 
or  pelvic  inflammation  is  sometimes  obtained,  such 
as  in  diverticulitis  or  pelvic  inflammatory  disease. 
.A  historv  of  previous  gallbladder  disease  is  occa- 
sionally elicited  in  a case  of  gallstone  ileus.  Quite 
often  a long-standing  external  hernia  has  been 
noted.  Previous  heart  disease,  auricular  fibrillation, 
or  myocardial  infarction  may  lead  one  to  consider 
a mesenteric  thrombosis.  M'eight  loss  or  vague 
digestive  complaints  may  he  seen  in  a case  of  small 
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I)o\vel  tumor.  A complete  system  review,  social  and 
family  history  may  yield  useful  information. 

On  physical  examination  one  notes  the  state  of 
hydration,  the  presence  of  edema,  or  gross  color 
change  of  the  skin.  Loose  skin,  pallor,  enophthal- 
mos  and  dry  tongue  signify  dehydration.  One  may 
hear  fine  rales  at  the  lung  bases  secondary  to  ele- 
vation of  the  diaphragms  by  distention.  Ausculta- 
tion of  the  heart  may  reveal  abnormal  rhythms  or 
murmurs  of  cardiac  disease  which  point  to  mes- 
enteric vascular  accidents. 

The  abdomen  is  carefully  palpated  for  areas  of 
tenderness  and  spasm  suggesting  an  inflammatory 
etiology  of  the  obstruction,  or  a possible  site  of 
strangulation.  Gross  distention  is  noted.  Each  of 
the  hernial  orifices  is  carefully  examined,  since  an 
incarcerated  or  strangulated  hernia  may  be  ob- 
scured by  subcutaneous  fat.  Hernia  is  among  the 
commonest  causes  of  small  bowel  obstruction.  An 
incarcerated  femoral  hernia  may  be  difficult  to 
diagnose,  and  if  missed,  lead  to  disaster. 

Auscultation  of  the  abdomen  reveals  the  typical 
high-pitched  bowel  sounds  occurring  in  rushes  and 
reaching  a peak  at  the  height  of  the  patient’s  pain. 
In  the  later  stages  of  the  disease,  the  abdomen  be- 
comes silent.  Occasionally,  hyperperistalsis  may  be 
heard  without  the  aid  of  a stetoscope.  The  succus- 
sion  splash  of  air-fluid  levels  in  distended  bowel  is 
sometimes  heard. 

Temperature  is  normal  early  in  the  disease,  and 
in  the  uncomplicated  case  seldom  rises  more  than 
a degree  or  two.  An  elevation  to  101°  or  more  is 
highly  suggestive  of  strangulation  obstruction.  A 
rise  in  pulse,  a drop  in  blood  pressure,  and  the 
other  signs  of  shock  will  follow.  Rectal  and  pelvic 
examination  may  disclose  inflammatory  masses, 
local  tenderness  or  bloody  stool,  as  is  seen  in  mes- 
enteric vascular  catastrophes  or  in  intussusception. 

Laboratory  studies  are  required  both  for  diag- 
nosis and  management.  A plain  X-ray  film  of  the 
al)domen  is  obtained  in  both  the  recumbent  and 
upright  positions.  The  former  is  more  satisfactory 
for  showing  distended  loops  of  bowel.  In  the  early 
case,  an  isolated  loop  or  two  will  be  seen,  while  the 
typical  “step-ladder”  pattern  is  seen  in  late  cases. 
.'\n  upright  film  is  useful  in  outlining  air-fluid 
levels  and,  by  change  in  position,  may  bring  into 
view  distended  loops  not  seen  in  the  recumbent 
film.  The  upright  film  is  also  useful  in  detecting 
pneumoperitoneum  due  to  perforation  of  bowel.  If 
one  suspects  this,  the  patient  can  be  kept  in  the  up- 
right position  for  several  minutes  to  allow  any  air 
to  migrate  upward.  A chest  film  is  also  taken  at 
this  time  in  order  to  detect  any  disease  in  either 
heart  or  lungs. 

X-ray  studies  are  useful  in  establishing  the  ex- 
istence, location,  degree  and  complications  of  intes- 
tinal obstruction  and  in  observing  the  progress  of 
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the  treatment.  This  holds  true,  however,  only  in 
conjunction  with  a careful  history  and  physical  ! 
examination.  The  information  given  by  the  films 
can  be  quite  misleading  without  them.® 

The  jejunum  can  be  recognized  by  its  greater 
caliber,  thicker  wall,  and  better  developed  plicae 
circulares,  as  contrasted  to  the  narrower,  thinner- 
walled  ileum  with  its  fewer  plicae  proximally  and 
absence  of  them  distally.  X-ray  studies  will  not 
detect  strangulation  or  mesenteric  vascular  occlu-  | 
sion.  Closed  loop  obstruction  may  be  manifested 
either  as  an  air-filled  loop  or  a fluid-filled  loop,  the 
latter  described  as  a pseudotumor.  Certain  signs 
are  highly  suggestive  of  strangulation  obstruction.  , 
The  important  radiological  signs  of  strangulation  I 
obstruction  are  as  follows : gas  in  two  distended 
limbs  of  a loop  of  bowel  separated  by  apposed 
walls,  edematous  and  thicker  than  normal  — the 
so-called  “coft'ee-bean”  sign ; an  oval  soft  tissue 
density  producing  a pseudotumor ; and  fixation  of 
the  involved  loop.  Other  signs  are  a smooth  lumen 
due  to  loss  of  the  plicae  configuration,  scarcity  of  ! 
gas  above  the  involved  loop,  and  inability  to  de- 
compress a single  loop  with  a tube.  Long  fluid- 
levels,  excessive  fluid  and  greatly  distended  soli- 
tary segments  have  also  been  considered  sugges-  i ;■ 
tive  of  strangulation.^® 

A white  blood  cell  count  of  15,000  and  below  is 
usual  in  simple  obstruction.  A count  above  18,000 
is  indicative  of  a strangulation  obstruction.  Ex- 
tremely high  values  — of  the  order  of  30,000  to 
50,000  — are  seen  in  mesenteric  thrombosis.  The  C 
hematocrit  is  normal  in  the  early  phase,  then  rises 
as  the  dehydration  dne  to  vomiting  and  loss  of  fluid 
into  the  bowel  lumen  supervenes.  A urinalysis  may 
detect  occult  renal  disease  and  will  also  show 
ketosis  and  acidosis  if  present.-’  ® 

Blood  chemistries  are  taken  as  base-line  studies 
before  fluid  therapy  is  begun.  The  tests  most  com- 
monly used  are  the  blood  urea  nitrogen,  sodium, 
potassium,  chloride,  and  carbon  dioxide  combin- 
ing power. 

Treatment  should  be  carried  out  in  a well-organ- 
ized manner.  Although  each  phase  will  be  discussed 
individually,  in  practice  they  are  carried  out  simul- 
taneously. The  management  regime  consists  of  de- 
compression, fluid  and  electrolyte  replacement, 
blood  and  plasma  replacement,  surgical  attack  upon 
the  cause  of  the  obstruction  or  the  removal  of  the 
obstructed  segment  of  bowel. 

A most  important  factor  in  reducing  the  mor- 
tality of  intestinal  obstruction  has  been  the  effec- 
tive use  of  intubation  and  decompression.  This 
maintains  the  viability  of  the  bowel,  helps  to  restore 
its  function,  and  reduces  the  risk  of  subsequent 
operation.^®  Bowel  gas,  mainly  swallowed  air,  is 
removed  ; fluid  is  collected  ; and  its  amount  is  accu- 
rately measured  for  purposes  of  replacement.  There 
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has  long  been  a debate  over  the  use  of  the  long 
versus  the  short  tube.  The  latter  efifectively  de- 
compresses the  stomach,  but  does  not  remove  fluid 
and  gas  beyond  the  pylorus.  However,  it  does  re- 
duce the  amount  of  swallowed  air  which,  if  allowed 
to  remain,  may  add  to  the  severity  of  the  obstruc- 
tion. The  long  tubes,  such  as  those  of  the  Miller- 
Abbott,  Harris,  or  Cantor  type,  have  value  in  re- 
lieving distention.  Although  many  techniques  have 
been  devised  to  facilitate  passing  the  tube  beyond 
the  pylorus,  this  still  remains  a difficult  problem. 
Close  fluoroscopic  control  is  needed,  but,  even  with 
this,  the  effort  is  frequently  met  with  failure.  As- 
suming the  tube  is  successfully  passed,  it  will  act 
as  a bolus  and  progress  of  its  own  accord,  remov- 
ing gas  and  fluid  as  it  goes.  Deflation  of  the  stomach 
and  duodenum  alone  will  often  decompress  the 
small  bowel.  Occasionally,  when  the  obstruction  is 
due  to  kinking  by  adhesions  and  is  perpetuated  by 
distention,  decompression  alone  may  relieve  it.  In 
the  usual  case,  the  use  of  the  tube  alone  has  been 
reserved  for  simple  recurrent  obstructions  due  to 
adhesions  or  to  metastatic  carcinoma,  when  stran- 
gulation is  not  a factor.^*’ 

The  use  of  a long  or  a short  tube,  as  a general 
rule,  should  be  subordinate  to  operative  decom- 
pression or  removal  of  the  obstructive  mechanism. 
The  short,  or  Levin  tube,  is  usually  adequate  in 
preliminary  management,  to  check  accumulation  of 
air  and  vomiting. 

As  soon  as  the  diagnosis  is  made,  a Levin  tube 
is  passed  and  suction  is  instituted.  It  is  kept  at  80 
to  100  millimeters  of  mercury  negative  pressure. 
The  tube  is  irrigated  frequently  with  normal  saline 
to  insure  its  patency.  Certain  points  must  be  kept 
in  mind  in  managing  the  tube.  The  mouth  must  be 
carefully  attended  to  because  the  presence  of  the 
tube  in  the  nose  causes  mouth  breathing  and  often 
results  in  a stomatitis.  The  moisture  of  the  oral 
mucosa  must  be  maintained  by  frequent  mouth 
w’ashes  and  the  use  of  hard  candies,  lest  surgical 
parotitis,  a disastrous  complication,  supervene.  The 
presence  of  the  tube  makes  coughing  rather  in- 
effective with  a resulting  significant  increase  in 
pulmonary  complications ; these  must  be  recog- 
nized and  vigorously  treated.  Esophagitis  is  an- 
other possible  complication.  The  tube  should  be 
removed  as  soon  as  the  obstruction  is  corrected 
and  normal  peristalsis  restored.  The  net  physio- 
logic effect  of  intubation  and  suction  is  a subtrac- 
tion alkalosis  and  increased  dehydration,  for  which 
appropriate  fluid  replacement  is  necessary.  Thus, 
effective  use  of  the  tube  requires  the  recognition  of 
its  shortcomings  and  the  minimizing  its  compli- 
cations.^^ 

W hen  efficient  suction  has  been  instituted,  the 
correction  of  the  fluid  and  electrolyte  imbalance 
caused  by  the  obstruction  is  undertaken.  Basically, 


the  functional  extracellular  and  circulating  blood 
volume  and  blood  pressure  must  be  maintained  so 
as  to  support  the  normal  perfusion  and  function  of 
the  kidneys,  heart,  and  brain ; and  also  to  restore 
gradually  the  lost  fluid  and  electrolyte.  Salt  and 
water  depletion  by  loss  into  the  lumen  of  the  dis- 
tended bow'el  and  removal  by  vomiting  or  aspira- 
tion threaten  the  extracellular  fluid  volume. “ 

Salt  replacement  must  not  await  the  results  of 
the  initial  blood  chemistries.  If  possible,  the  pa- 
tient’s weight  is  taken  and  recorded.  A catheter 
may  be  inserted  into  the  urinary  bladder  to  facili- 
tate the  measurement  of  urinary  output.  An  intra- 
venous drip  is  started  using  1,000  ml.  of  5%  dex- 
trose in  saline  followed  by  1,000  ml.  of  5%  dextrose 
in  water  with  40  milliequivalents  of  potassium 
chloride.  This  fluid  should  be  given  rapidly  — at 
about  ten  milliliters  per  minute  — over  a three-hour 
period.  Its  effectiveness  should  be  indicated  by  a 
rise  in  urinary  output  to  an  ideal  of  25  to  50  milli- 
liters per  hour.  Usually  the  output  rises  and  thus 
minimizes  any  risk  of  potassium  intoxication.  Dur- 
ing this  resalting  period  the  laboratory  results  will 
have  been  reported,  and  it  is  then  possible  to  re- 
assess the  situation  and  readjust  the  fluids  accord- 
ing to  the  needs  presented  by  the  case. 

Moore  has  suggested  the  use  of  a “balance  reg- 
imen” which,  in  effect,  is  a recorded  summation  of 
all  the  chemical  and  physiologic  factors  involved  in 
the  management  of  a bowel  obstruction.  It  employs 
the  frequent  determination  of  blood  electrolytes, 
careful  computation  of  intake  and  output,  record- 
ing of  weight,  frequent  review  of  the  hematocrit  to 
act  as  a guide  to  the  state  of  hydration,  and  such 
other  studies  — calorie  charts,  adrenal  function 
tests,  etc.  — as  may  be  useful  in  the  total  care  of 
the  patient.  Fluid  and  salt  losses  are  carefully  re- 
placed according  to  need.^^  Blood  for  typing  and 
cross-matching  is  drawn  as  the  patient  is  made 
ready  for  surgery. 

W hen  strangulation  obstruction  is  diagnosed  or 
suspected,  further  measures  are  essential.  If  the 
patient  is  in  shock,  blood  and  plasma  must  be  given 
in  addition  to  other  fluids.  Antibiotics  are  used  in 
adequate  doses  to  combat  perforation  and  perito- 
nitis. It  has  been  found  that  these  measures  have  a 
definitely  favorable  influence  on  survival. Sur- 
gery should  be  performed  as  soon  as  possible,  even 
while  the  resuscitative  measures  are  being  carried 
out.  It  should  be  kept  in  mind  that  strangulation  is 
much  more  common  in  small  bowel  than  in  large 
bowel  obstructions.  In  such  cases  conservative  ther- 
apy may  mask  the  presence  of  strangulation.  Stran- 
gulated external  herniae  are  often  the  cause  of 
small  bowel  obstruction  in  elderly  patients.  In 
these  cases  immediate  surgery  should  be  per- 
formed. Concomitant  illness  is  not  a contraindica- 
tion since  delay  can  be  extremely  hazardous.^'  * 
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After  the  patient  has  been  prepared,  the  next 
phase  in  management  is  surgical.  Whatever  the 
cause  of  the  obstruction,  the  aims  of  surgery  are 
as  follows : to  release  the  obstruction,  to  re-estab- 
lish the  bowel  continuity,  and  to  resect  any  non- 
^■iable  bowel.^’  “ It  is  not  within  the  scope  of  this 
paper  to  go  into  the  individual  procedures  involved 
or  the  various  technical  details,  except  in  the  most 
general  of  terms.  The  exact  procedure  employed 
depends  upon  the  cause  of  the  obstruction  and  the 
preference  of  the  surgeon.  If  the  cause  is  an  in- 
carcerated hernia,  the  involved  bowel  is  replaced 
in  the  abdomen,  or  resected  if  strangulation  is 
present,  following  which  the  hernia  is  repaired.  In 
the  case  of  adhesions,  following  careful  inspection 
of  the  small  bowel,  lysis  of  adhesions  is  performed. 
The  procedure  employed  depends  upon  the  cause, 
whether  it  be  tumor,  inflammation,  intussusception, 
polyp,  gallstone,  or  foreign  body.  If  there  is  any 
doubt  as  to  the  viability  of  the  bowel,  resection 
should  be  performed.  The  mortality  is  closely  re- 
lated to  the  extent  of  the  surgery  — the  longer  the 
operation,  the  higher  the  mortality.  The  surgery 
should  l)e  adecpiate,  meticulous,  and  complete,  yet 
done  with  dispatch.  Following  surgery  the  patient 
will  continue  to  be  quite  ill.  and  intensive  care 
should  not  be  relaxed  until  the  patient  is  having 
normal  peristalsis  and  is  taking  oral  alimentation.® 

In  most  cases  of  obstruction,  especially  in  the 
presence  of  strangulation,  with  the  patient  desper- 
ately ill,  possibly  in  shock,  and  acutely  dehydrated, 
the  anesthesia  of  choice  is  general  anesthesia  with 
endotracheal  intubation,  utilizing  adequate  oxygen- 
ation and  vigorous  supportive  therapy. 

Following  surgery,  attention  is  again  directed 
toward  hydration  and  electrolyte  replacement.  The 
balance  regime,  outlined  above,  is  maintained. 
Intake  and  output  is  carefully  recorded  to  serve  as 
a guide  to  fluid  replacement.  Antidiuresis  and  phy- 
siologic conservation  of  salt  in  the  immediate  post- 
operative period  require  cautious  use  of  salt  at  this 
time.  However,  by  the  second  day,  attention  is 
again  turned  toward  salt  replacement.  Blood  elec- 
trolyte studies  determine  the  amounts  of  water, 
sodium,  potassium,  and  chloride  to  be  given,  to- 
gether with  the  urine  output,  insensible  losses  due 
to  perspiration,  and  respiration,  and  basic  body 
needs  for  water.  Fluid  requirements  are  calculated 
dailv.  Routine  daily  intravenous  fluid  orders  must 
he  condemned.  In  the  usual  case,  2,500  to  3,000  ml. 
per  day  of  total  fluid  are  sufficient,  hut  if  losses  are 
excessive,  more  fluid  will  have  to  be  given.  Blood 
and  plasma  should  be  used  whenever  necessary  to 
restore  the  osmolarity  and  the  oxygen-carrying 
capacity  of  the  blood,  ^^’hen  strangulation  has  oc- 
curred, postoperative  antibiotics,  usually  a com- 
bination of  pencillin  and  streptomycin  in  large 
doses,  are  employed. 
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The  intestinal  or  nasogastric  tube  is  kept  on  suc- 
tion and  is  managed  as  outlined  above.  Coughing 
is  encouraged  and  aided  to  prevent  atelectasis, 
pneumonia,  or  aspiration.  Endotracheal  suction  is 
used  as  necessary.  The  legs  are  wrapped  in  elastic 
bandages  or  stockings,  and  movement  is  encour- 
aged to  prevent  tbrombo-embolism.  The  patient  is 
ambulated  as  soon  as  possible. 

These  measures  are  effective  in  reducing  post- 
operative morbidity  and  mortality.  Therapy  is 
directed  toward  restoration  of  normal  lx)dy  func- 
tion. When  normal  peristalsis  resumes,  diet  is  in- 
stituted. progressing  from  liquids  to  a normal  food 
intake. 

The  mortality  of  bowel  obstruction  bas  improved 
— now  of  tbe  order  of  10%  — but  should  be  lower. 
Early  surgery,  within  the  first  twenty-four  hours 
of  the  disease,  will  keep  the  mortality  low.  After 
this  time  it  rises  markedly.  Early  diagnosis  and 
prompt  therapy  are  of  paramount  importance  in 
keeping  the  mortality  at  a minimum. 

Acute  small  bowel  obstruction  in  children  pre- 
sents somewhat  different  problems.  The  disease  has 
a considerable  mortality  in  extreme  youth  for  sev- 
eral reasons,  among  them  being  the  inability  of  the 
child  to  tolerate  severe  dehydration  and  the  pres- 
ence of  congenital  anomalies,  which  often  are 
multiple  and  compound  the  therapeutic  problem. 
The  diagnostic  procedures  are  the  same  as  in  the 
adult  case.  The  types  of  obstructions  vary  with 
age.  In  the  neonatal  period  the  causes  are  usually 
congenital  stenosis  and  atresia,  meconium  ileus,  a 
manifestation  of  mucoviscidosis,  and  malrotations. 
The  symptoms  appear  in  the  first  days  of  life  and 
are  characterized  by  vomiting  and  distention.  Eorty 
per  cent  of  these  occur  in  premature  infants.  The 
vomiting  occurs  from  the  first  feeding,  and  dehy- 
dration is  rapid.  Typically  the  X-ray  picture  shows 
distention  of  the  stomach  and  proximal  small  bowel 
up  to  the  obstructed  area,  or  in  meconium  ileus 
many  dilated  loops  of  small  bowel  filled  with  gran- 
ular clumps. 

Obstructions  in  older  children  are  due  to  enteric 
duplications,  intussusception,  herniae,  and  omphal- 
omesenteric duct  anomalies.  The  attack  in  these 
cases  begins  with  pain  and  is  manifested  by  inter- 
mittent irritability  and  crying.  Intussusception  is 
sudden  in  onset,  and  usually  occurs  in  previously 
healthy  and  robust  male  infants,  most  frequently 
between  the  ages  of  four  and  twenty-four  months. 
70%  of  cases  are  ileocolic.  The  X ray  in  most  cases 
will  show  the  picture  of  small  lx)wel  obstruction. 

Management  consists  of  fluid  and  electrolyte 
replacement,  often  through  a catheter  in  a leg  vein, 
transfusion,  antibiotics  when  necessary,  and  in- 
testinal decompression  by  a small  tube,  followed  by 
definitive  surgery.  The  operative  procedure  varies 
with  the  cause  of  the  obstruction.  In  atresia,  anasto- 
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niosis  — end-to-end  or  side-to-side  — is  done  with 
a tube  enterostomy  for  postoperative  decompres- 
sion. Reduction  of  intussusception  by  barium 
enema  is  possible  in  over  80%  of  cases  and  should 
be  attempted  prior  to  surgery.  Duplications  are  re- 
sected ; malrotations  are  corrected ; herniae  are 
repaired.®’ 

Fluids  should  be  given  carefully,  it  has  been 
found  that  slight  undertreatment  is  better  than  too 
vigorous  replacement  with  the  concomitant  risk  of 
circulatory  overload  or  water  intoxication.  Careful 
monitoring  of  electrolyte  values  and  intake  fluid 
volumes  is  necessary.  The  general  principles  of 
fluid  therapy,  as  outlined  above,  apply  in  this  situa- 
tion. When  therapy  is  successful,  recovery  is 
prompt.  The  adverse  effect  of  cardiac  and  renal 
defects,  multiple  atresias,  and  vascular  anomalies 
must  be  kept  in  mind.  They  are  a highly  significant 
factor  in  the  still  high  mortality,  often  over  50%, 
in  intestinal  obstructions  in  newborn  children. 

Another  problem  to  be  considered  is  acute  small 
bowel  obstruction  in  the  postoperative  patient.  The 
symptoms  and  signs  are  slight  or  even  totally  ab- 
sent. They  may  be  mistaken  for  the  usual  post- 
operative pain  and  distention.  Among  the  causes 
are  generalized  adhesions,  adhesions  at  the  opera- 
tive site,  intestinal  incarceration  in  peritoneal 
defects  such  as  pelvic  floor  disruptions  after  ab- 
domino-perineal  resections,  wound  disruptions, 
unclosed  lateral  gutters,  internal  hernias  due  to 
unclosed  mesenteric  defects,  and  failure  of  anas- 
tomotic function.  Mechanical  rather  than  paralytic 
ileus  is  suggested  by  abnormal  distention  occur- 
ring late  in  the  postoperative  period,  profuse  vomit- 
ing, or  profuse  nasogastric  tube  drainage.  The  pain 
is  rhythmic  and  of  greater  severity  than  in  paralytic 
ileus.  The  X-ray  picture  is  suggestive  of  mechan- 
ical obstruction  if  no  large  bowel  gas  is  seen  in  the 
presence  of  distended  small  bowel.  In  paralytic 
ileus,  the  picture  is  one  of  distention  of  both  large 
and  small  bowel.  However,  it  must  be  emphasized 
that  frequently  the  differentiation  cannot  be  made 
by  X ray.  The  diagnosis  must  often  be  made  on 
clinical  evidence  alone,  and  may  be  extremely  diffi- 
cult.^^’ 

Paralytic  ileus  is  usually  characterized  by  less 
vomiting,  less  pain,  higher  fever,  fewer  or  no 
cramps,  and  complete  lack  of  bowel  sounds.  Care- 
ful and  repeated  examinations  of  the  patient  are 
necessary  for  differential  diagnosis  because  of  the 
atypical  picture  so  often  presented. 

The  balance  regimen  respecting  fluid  and  elec- 
trolytes again  is  followed.  Blood  and  plasma  may 
be  needed  because  of  depletion  of  the  red  cell  vol- 
ume and  protein  supply  by  the  preceding  illness. 
Intubation  followed  by  surgery  is  again  indicated. 

If  the  diagnostic  is  unclear,  management  often 
is  conservative  with  the  use  of  fluids  and  tube  de- 


compression, in  the  absence  of  rising  temperature 
and  pulse,  elevation  of  the  base-line  white  blood 
cell  count,  or  the  signs  of  impending  shock  sug- 
gesting strangulation.  Hasty  surgery,  done  for 
paralytic  ileus,  will  make  the  patient  much  sicker 
than  before.  If,  however,  the  patient  has  been  de- 
compressed but  is  still  clinically  obstructed  after 
fourteen  days  of  therapy,  surgery  is  indicated  be- 
cause then  mechanical  factors  are  most  likely. 
Intra-abdominal  abscess  or  other  acute  inflamma- 
tory disease  — acute  appendicitis,  acute  chole- 
cystitis — must  also  be  considered  as  etiologic 
factors. 

Postoperative  distention,  pain,  vomiting,  dehy- 
dration, electrolyte  imbalance,  and  a suspicious 
X ray,  may  be  caused  by  an  intra-abdominal  in- 
flammatory process.  The  pain  is  usually  not 
colicky ; the  process  develops  slowly ; the  diagnosis 
may  be  obscure ; and  the  appearance  may  be  that 
of  an  adynamic  ileus.  Careful  evaluation  of  the 
patient  should  reveal  the  true  cause.  Localized  ten- 
derness, a rise  in  white  count,  and  signs  of  increas- 
ing toxicity  will  indicate  that  surgery  should  be 
performed.  Ureteral  stone,  retroperitoneal  disease, 
aneurysm,  and  pulmonary  disease  should  be  con- 
sidered. 

SUMMARY 

It  has  been  the  purpose  of  this  paper  to  discuss 
the  special  problems  involved  in  the  diagnosis  and 
management  of  acute  small  bowel  obstruction. 
These  factors  have  been  dealt  with  in  detail.  Early 
diagnosis  and  a clear  visualization  of  the  pathologic 
processes  involved  are  of  great  aid  in  subsequent 
management. 

Fluid  and  electrolye  replacement  has  been  dis- 
cussed in  a practical,  clinically  applicable  manner. 
The  use  and  abuse  of  intestinal  decompression  has 
been  discussed.  Surgery  of  the  disease  has  been 
outlined  as  to  its  aims  and  principles,  applicable  to 
all  clinical  situations.  Special  problems,  such  as 
postoperative  obstruction,  obstructions  in  children, 
and  conditions  which  may  simulate  small  bowel 
obstruction,  such  as  intra-abdominal  inflammation 
or  vascular  catastrophes,  have  been  discussed.  All 
factors  which  enable  one  effectively  to  treat  a 
case  of  acute  small  bowel  obstruction  have  been 
evaluated. 
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IX  THIS  AGE  of  violence  and  acceleration,  many 
injuries  to  the  chest  wall  occur.  Unless  specific 
complaints  draw  the  attention  of  the  examiner  at 
the  time  of  the  major  accident,  special  investiga- 
tions with  reference  to  the  cardiac  status  are  very 
infrequently  done.  The  more  obvious  orthopedic 
disabilities  usually  take  precedence  in  the  case  of 
the  injured  patient. 

In  the  recent  medical  literature,  there  have  been 
several  reports  pointing  to  the  reality  of  the  clinical 
diagnosis  of  traumatic  myocarditis  #2,  3.  This 
paper  presents  an  additional  case  of  this  clinical 
entity  — traumatic  myocarditis.  This  term  im- 
plies that  there  must  be  a history  of  trauma  and 
clinical  or  laboratory  evidence  of  heart  injury. 

The  historv  is  as  follows.  Mrs.  E.  S.,  age  fifty- 
three,  was  known  to  one  of  us  for  years.  She  never 
had  symptoms  referable  to  the  heart.  In  1951, 
seven  years  prior  to  the  present  illness,  a routine 
EKG  was  normal.  The  present  illness  dates  from 
5 6/58.  While  at  work  as  a bookkeeper,  she  was 
caught  between  two  men  who  were  fighting.  She 
was  struck  on  several  parts  of  her  body,  resulting 
in  bruises  to  the  shoulders,  arms,  thighs,  face,  and 
dislocation  of  a finger  joint.  She  exjierienced  pains 
in  all  the  injured  areas  and  went  home.  A few 
hours  later  the  pains  in  the  shoulders  and  chest 
became  very  severe.  Deep  breathing  and  extension 
of  the  neck  aggravated  the  pain  in  the  anterior 
chest  and  especially  in  the  suhsternal  region.  She 
was  first  examined  in  the  accident  room  of  a local 
hospital.  Morphine  was  given  hut  no  examination 
of  the  heart  was  done.  The  next  morning  she  was 
seen  in  the  office  of  one  of  us.  At  this  time  she 
appeared  anxious,  pale  and  in  distress.  The  sub- 
sternal  pain  was  severe  enough  to  require  the  use 
of  morjihine.  An  EKG  was  taken  and  showed 
T-wave  inversion.  Since  this  finding  was  not  pres- 
ent in  the  jirevious  record  of  1951,  it  was  sus- 


jiected  that  injury  to  the  heart  muscle  had  occurred. 
She  was  hospitalized  for  further  study  and  treat- 
ment. 

( )n  hospital  admission,  ecchymoses  were  noted 
on  the  arms  and  left  thigh ; the  right  first  meta- 
carpal joint  was  dislocated.  She  complained  of 
severe  suhsternal  pain.  Eaboratory  studies  showed 
a normal  temperature ; normal  blood  picture ; the 
transaminase  level  was  21  units.  The  EKG  was 
almormal  ( Chart  2 ) . 

At  first  a tentative  diagnosis  of  early  myocardial 
infarction  was  made  and  dicumarol  was  started.  A 
few  days  later,  on  further  study  of  the  abnormal 
electrocardiograms  and  because  of  the  finding  of 
a friction  rub,  the  additional  diagnosis  of  contusion 
of  the  myocardium  with  pericarditis  was  made.  At 
this  time  the  anticoagulant  was  omitted  because  of 
the  danger  of  hemopericardium  in  the  presence  of 
pericarditis. 

In  a few  days  the  anterior  chest  pain  diminished 
and  onlv  a relatively  mild  ache  was  complained  of 
intermittently  ; accentuated  by  walking  in  the  room. 
On  discharge  on  5/30  '58,  after  twenty-three  days 
of  hospitalization,  she  was  almost  entirely  free 
from  pain  when  at  rest.  However,  walking  resulted 
in  suhsternal  distress.  Throughout  her  hospital 
stay,  the  white  blood  cell  counts  and  transaminase 
levels  remained  normal.  Also  the  temperature  and 
pulse  rate  were  normal.  However,  the  EKG  showed 
a sharper  and  deeper  inversion  of  the  T- waves  on 
the  second  day  (Chart  2).  Some  improvement  in 
the  EKG  appearance  was  noted  on  the  following 
three  days  (Chart  2)  — and  a tracing  which  was 
onlv  minimally  almormal  was  recorded  on  5 12/58 
(Chart  2).  The  T-waves  were  found  again  to  be 
sharply  and  deeply  inverted  on  5 16/58  — but  no 
further  changes  were  noted  in  the  following  re- 
cordings (Chart  3).  The  pertinent  clinical  and 
laboratorv  findings  are  summarized  in  Chart  1. 

Following  discharge  from  the  hospital,  the  pa- 
tient comidained  of  pain  substernally  on  exertion 
as  well  as  with  emotional  upsets.  The  EKG  re- 
turned to  normal  three  months  after  the  onset.  One 
vear  later  she  still  had  the  same  symptoms  notwith- 
standing normal  findings  including  exercise  tests. 
It  is  felt  hv  some  observers  that  the  patient  had 
developed  a cardiac  neurosis  at  this  time. 
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CHART  I 


Pulse 

Date 

Temp: 

WBC: 

EKG  abnorm. 

Transaminase: 

Pain 

90 

5/7 

N 

93 

-h 

21 

-44- 

70 

5/8 

N 

-h+ 

20 

88 

5/9 

98.8 

96 

+ 

20 

84 

5/10 

N 

84 

+ 

14 

102 

5/11 

98.8 

82 

-h 

14 

76 

5/12 

N 

76 

0 

20 

4- 

68 

5/16 

N 

58 

-h  + 

20 

-4 

70 

5/20 

N 

-h-f 

27 

76 

5/21 

N 

-44- 

20 

4- 

78 

5/23 

N 

4-4- 

18 

76 

5/24 

98.8 

18 

96 

5/25 

N 

-4+ 

20 

?0 

96 

5/26 

N 

+4- 

21 

72 

5/27 

N 

-h-h 

38 

72 

5/28 

N 

++ 

27 

84 

5/29 

N 

4-+ 

18 

+ 

80 

5/30 

98.8 

-h4- 

22 

The  pulse  recorded  is  the  highest  of  the  two  daily  measurements  (7  ;00  A.M.,  3 :00  p.m.). 
Temperature  (N)  denotes  normal  range. 


The  temperature  was  recorded  at  7 a.m.  and  3 
P.M.  daily.  The  value  indicated  is  the  highest  read- 
ing. The  symbol  N signifies  a temperature  of  98.6 
or  less.  The  EKGs  are  classified  according  to  the 
degree  of  abnormality ; 

0 = minimally  abnormal;  +=  moderately  ab- 
normal; markedly  abnormal  (see  text).  The 
pain  is  classified  according  to  its  severity : 0 = no 
pain  or  discomfort 

+ = ache  or  discomfort;  -(--|-=  pain. 

Description  and  Discussion  of  the  Electro- 
cardiographic Findings 

The  tracings  of  the  patient  are  reproduced  in 
Chart  2. 

2/16/1951  (Seven  years  before  the  injury): 
N.S.R.  rate  65,  PR=0.16  sec.,  Electrical  axis=- 
-f-30°,  Relative  QT=110%,  T waves  upright  in 
all  the  leads  except  AVR.  (The  relative  QT  in- 
terval, which  is  a function  of  the  heart  rate  is 
expressed  in  % of  the  normal  values  proposed 
by  Lepeshkin.  A deviation  of  plus  or  minus  15% 
should  be  regarded  as  borderline.® 

5/7/1958  (Day  following  the  injury)  : N.S.R.  rate 
98,  PR=0.16  sec..  Electrical  axis= — 30°,  Rela- 
tive QT=130%.  Compared  to  the  previous  trac- 
ing there  are  several  changes : 

1 ) Shift  in  electrical  axis  of  60  to  the  left. 

2 ) Alarked  prolongation  of  the  relative  QT 
interval. 

3)  Elevation  with  upward  concavity  of  the  ST 
segment  followed  by  an  inverted  T in  leads  I,  II, 
II.  AVL,  V3,  V4,  V5,  V6. 

The  prolongation  of  the  QT  and  the  ST-T 
changes  are  consistent  with  myocardial  injury. 
The  wide  distribution  of  the  ST  elevation  with 
reciprocal  depression  in  AVR  only  is  consistent 
with  pericarditis.^®  The  simultaneous  presence 


of  ST  elevation  and  T inversion  is  an  unusual 
finding  in  pericarditis®  but  it  is  not  inconsistent 
with  such  diagnosis.®'  An  additional  finding 
can  be  noted  in  this  tracing  in  the  dififerential 
diagnosis  between  infarct  and  pericarditis : the 
elevation  of  the  ST  segment  in  V4  and  V5  does 
not  obliterate  the  small  S wave  present  pre- 
viously. According  to  Lepeshkin®  infarction 
obliterates  the  S wave  while  pericarditis  does  not. 

5/8/58:  N.S.R.  rate  85  PR=0.16  sec..  Electrical 
Axis=0°.  Relative  QT=135%.  Compared  to 
the  previous  tracing  the  T waves  are  now  deeply 
inverted  in  all  the  leads  except  AVR  and  VI 
where  they  are  upright.  The  wide  distribution 
of  the  T-wave  inversion  is  consistent  with 
pericarditis.^®  The  time  of  appearance  of  this 
deep  inversion  is  somewhat  unusual  for  typical 
pericarditis  in  which  inversion  usually  occurs  at 
the  end  of  the  2d  or  3d  week.®  These  early  find- 
ings suggest  some  other  acute  damage  — wide- 
spread and  probably  subepicardial  (see  below). 

5/9/58:  N.S.R.  rate  90,  PR=0.16  sec..  Electrical 
axis= — 15°,  relative  QT=120%.  The  tracing 
has  reverted  hack  to  the  pattern  present  the  day 
after  the  injury. 

5/10/58  and  5/11/58  do  not  show  any  significant 
change  as  compared  to  the  one  taken  on  5/9/58. 

5/12/58:  N.S.R.  rate  85,  PR=0.16  sec..  Electrical 
axis= — 45°,  Relative  QT=105%.  Reversion 
toward  normal  is  present  in  this  tracing.  Inter- 
esting, but  probably  without  special  significance, 
is  the  further  shift  to  the  left  of  the  Electrical 
Axis. 

5,  16/58:  N.S.R.  rate  65,  PR=0.16  sec..  Electrical 
axis=: — 45°,  Relative  QT— 120%.  There  are 
marked  changes  in  the  T waves  which  are  now 
deeply  in\  erted  in  all  the  leads  except  AVR  and 
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CHART  3 


2/16  5/7  5/8 

1951  1958  1958 


I 


II 


III  — - 


A'/R 


AVI 

AV? 

VI 


V2 


V3 


V4 


75 


76 


5/9  5/12 

1958  1958 


\’l  where  they  are  upright.  The  tracing  is  now 
similar  to  the  one  taken  on  5/8/58,  but  the  T 
waves  are  even  more  deeply  inverted.  Recurrence 
of  T-wave  inversion  after  they  regained 
normal  configuration  is  not  uncommon  in  peri- 
carditis f a similar  phenomenon  is  visible  in  the 
electrocardiogram  of  the  first  of  the  two  cases  of 
myocardial  trauma  reported  by  Borodkin  and 
iMassey.® 

5/20/58  to  5/30/58:  the  9 tracings  taken  during 
this  interval  do  not  show  siginficant  changes  as 
compared  to  those  taken  on  5/16/58. 

6/7/58:  N.S.R.  rate  70,  Electrical  axis=-t-10°, 
PR=0.16,  Relative  QT=115%.  The  T waves 
are  still  inverted  but  less  deeply  so  than  before. 
This  appears  to  be  so  even  if  we  take  into  account 
the  fact  that  the  tracing  is  understandardized. 

6/21/58:  X.S.R.  rate  75,  PR=0.16  sec.,  Electrical 
axis=0°.  Relative  QT=115%.  The  T waves 


are  now  upright  in  the  limb  leads  except  in 
A\^R ; where  they  are  still  inverted,  though  less 
deeply,  in  the  precordial  leads. 

7/11/58:  N.S.R.  rate  90,  PR=0.16,  Electrical 
axis=0°.  Relative  QT=110%.  The  limb  leads 
are  essentially  unchanged.  The  precordial  leads 
show'  upright  T waves  except  in  VI.  In  V2  a 
terminal  inversion  of  T can  still  be  noted.  This 
does  not  seem  to  be  an  illusion  produced  by  a 
following  U wave. 

8/8/58:  N.S.R.  rate  77,  Electrical  axis  -fl5°. 
Relative  QT=105%,  PR=0.16.  The  tracing  is 
similar  to  the  previous  one  except  for  increase 
in  voltage  of  the  T waves  and  disappearance  of 
the  terminal  inversion  in  V2.  The  tracing  is  now 
normal  and  essentially  identical  with  the  one 
taken  in  1951. 

9, '2/58,  10/15/58,  11/29/58  are  essentially  iden- 
tical with  the  one  taken  on  8/8/58.  On  ll729/58 
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Carcinoma  Developing  in  Psoriatic  Lesions 
"Cpitheliomas  arising  at  the  site  of  old  patches 
^ of  psoriasis  constitute  a rare  complication.  The 
tumor  may  be  of  basal  or  squamous  cell  type.^’-’®''*'^ 
In  most  of  the  reported  examples,  long  continued 
administration  of  arsenic  is  believed  to  be  the  excit- 
ing factor  leading  to  localized  areas  of  malignant 
degeneration.  Since  such  an  incident  is  unusual,  it 
is  felt  that  a case  recently  observed  is  of  interest 
to  report. 

Case  Report 

A.  H.,  a while  male,  age  77,  was  first  seen  on 
January  11,  1960.  His  history  revealed  that  he  had 
been  suffering  of  psoriasis  since  the  age  of  four- 
teen, and  through  the  years,  received  intermittent 
external  therapy.  There  is  no  history  of  oral  medi- 
cation or  physical  therapy. 

Four  years  ago,  he  states  that  he  developed 
lesions  on  both  lower  extremities,  at  the  site  of 
his  psoriatic  eruption.  A biopsy  specimen  taken 
from  one  of  the  lesions  of  the  legs  proved  to  be 
basal  cell  carcinoma.  The  lesions  were  electro- 
desiccated  and  no  recurrence  is  noted  at  present. 

Two  years  ago  he  developed  large  masses  at  the 
site  of  the  psoriatic  patches  on  the  scalp,  but  did 
not  seek  treatment  for  this  at  that  time. 

On  examination  the  entire  body,  including  the 
extremities  and  scalp,  showed  erythematous,  thick, 
scaly  lesions  with  excoriations  (Figure  1).  No 
lesions  were  found  on  palms  and  soles.  The  scalp 
and  the  left  temporal  region  revealed  fungoid,  oozy 
masses  ranging  from  3 cm.  to  5 cm.  in  diameter 
(Figure  2).  A biopsy  specimen  taken  from  each 
tumor  of  the  scalp  was  reported  as  squamous  cell 
carcinoma.  All  were  surgically  removed. 

Comment 

The  cause  of  psoriatic  lesions  undergoing  malig- 
nant changes  is  just  as  obscure  as  the  cause  of 

*From  the  Department  of  Dermatology,  Boston  Univer- 
sity School  of  Medicine  (Herbert  Mascon,  M.D., 
Professor) . 


psoriasis  itself.  Many  observers  feel  that  extra- 
neous factors  such  as  therapeutically  administrated 
arsenic  and  X ray  therapy  contribute  to  the  devel- 
opment of  these  changes.  Allen®  feels  that  the  car- 
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FIGURE  1 


Showing  psoriatic  lesions  on  forearms  and  hands. 


Squamous  cell  carcinoma  in  old  psoriatic  patches 
of  the  scalp. 
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cinomatous  changes  in  psoriasis  are  coincidental. 
This  could  possibly  explain  malignancies  develop- 
ing on  the  normal  skin  in  psoriasis,  but  does  not 
explain  such  changes  when  they  occur  only  in  the 
psoriatic  patches. 

The  carcinogenic  vulnerability  of  psoriasis  must 
await  more  statistical  evidence. 

SUMMARY 

A case  of  squamous  cell  carcinoma  developing  in 
psoriatic  lesions,  without  history  of  oral  ingestion 
of  arsenic  or  X ray  therapy,  is  herewith  reported. 
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the  relative  QT  was  again  105%  and  the  Elec- 
trical axis  -|-15°. 

The  serial  changes  noted  in  these  tracings  are 
certainly  consistent  with  myocardial  injury.  They 
resemble  more  closely  the  changes  found  in  peri- 
carditis than  those  seen  in  myocardial  infarction  in 
the  following  points : 

1 ) Except  for  axis  shifts  and  minor  QRS  changes 
in  the  precordial  leads,  the  QRS  complex  remained 
the  same  as  it  was  in  1951.  At  no  time  were  Q 
waves  seen.  If  present,  they  would  have  pointed 
to  the  diagnosis  of  myocardial  infarction.  In  addi- 
tion, the  R waves  show  a progressive  increase  in 
voltage  from  V-1  to  V-4,  which  is  a sign  other 
than  the  usual  in  the  development  of  the  anterior 
myocardial  infarction.  The  minor  changes  in  the 
precordial  leads  are  easily  explained  by  the  differ- 
ent reciprocal  position  of  the  exploring  electrode 
and  the  zero  point  from  day  to  day.^^ 

2 ) ST  elevation  and  T-wave  in\  ersion  was  pres- 
ent in  almost  all  the  leads  with  reciprocal  changes 
only  in  AYR.  (Depression  of  ST  and  upright  T). 

3 ) Obliteration  of  the  S wave  did  not  occur  in  V4 
and  V5  and  the  other  leads  where  the  ST  segment 
was  elevated.** 

Xo  one  of  these  criteria  is  by  itself  of  absolute 
value  in  the  differential  diagnosis  of  pericarditis 
versus  myocardial  infarction.^-  However  the  simul- 
taneous i)resence  of  these  three  EKG  findings  in 
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our  case  is  strongly  suggestive  that  they  were  pro- 
duced by  direct  mechanical  injury  involving  only 
the  subepicardial  muscle  layers ; and  not  to  a trau- 
matic injury  to  a coronary  artery  with  consequent 
infarction.  Subepicardial  injury  and  pericarditis 
should  show  similar  EKG  patterns  because  it  has 
been  shown  that  the  abnormal  findings  of  pericar- 
ditis occur  when  involvement  of  the  muscle  layer 
occurs. 

It  is  hoped  that  physicians  will  be  alerted  to  the 
possibility  of  heart  damage  at  the  time  of  associated 
injuries  to  other  parts  of  the  body.  Careful  diff'er- 
ential  diagnosis  between  myocardial  infarction  and 
subepicardial  injury  with  pericarditis  must  be 
made.  The  almost  universal  use  of  anticoagulants 
presents  an  element  of  danger.  In  the  presence  of 
active  pericarditis  serious  or  even  fatal  hemoperi- 
cardium  may  result  from  the  use  of  anticoagulants. 

SUMMARY 

In  summary,  a case  report  has  been  presented  to 
add  to  the  literature  of  “traumatic  myocarditis.”  It 
is  felt  that  the  possession  of  previously  normal 
EKG  and  normal  history,  as  well  as  the  enumerated 
clinical  and  EKG  data,  places  this  record  in  this 
clinical  group.  It  has  been  pointed  out  that  the  EKG 
findings  are  similar  to  those  of  the  clinical  condition 
of  pericarditis.  References  show  abnormal  T-wave 
findings  depend  on  the  existence  of  subepicardial 
muscle  injury.  This  case  satisfies  the  EKG  criteria 
for  the  diagnosis  of  myocardial  damage. 
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The  No.  1 target  of  medical  research  is  cancer, 
according  to  Federal  medical  research  expendi- 
tures cited  in  Patterns  of  Disease,  a Parke,  Davis  & 
Company  publication  for  the  medical  profession. 
This  year’s  appropriations  for  the  National  Insti- 
tutes of  Health,  through  which  most  of  the  Federal 
funds  for  medical  research  are  channeled,  show 
that  $91,257,000  is  being  allocated  for  cancer  re- 
search. Mental  health,  with  $68,090,000  allotted, 
has  second  priority,  followed  by  research  into 
heart  conditions,  with  $62,237,000. 
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"Clective:  cardiac  arrest  could  be  an  advan- 
tageous  adjunct  in  open-heart  surgery.  It  would 
provide  good  exposure  with  a dry  and  motionless 
surgical  field,  and  would  reduce  the  operative  time 
for  satisfactory  repair  of  intracardiac  pathology. 

The  original  report  of  Melrose  and  associates  on 
experimental  production  of  elective  cardiac  arrest 
aroused  a great  deal  of  interest  in  this  field. ^ Their 
approach  was  based  on  basic  observations  made  by 
Ringer  in  1883,“  Hocker  in  1929,^  and  Wiggers 
in  1930.'*  Since  then  the  so-called  “potassium 
arrest”  has  been  utilized  with  fair  success  in  asso- 
ciation with  extracorporeal  circulation  for  the  cor- 
rection of  some  complicated  intracardiac  defects. 

Although  substances  such  as  potassium  citrate 
and  acetylcholine  have  been  reported  as  being  safe 
cardioplegic  agents,^,  ® our  results  along  with 
those  of  other  investigators  do  not  indicate  the 
reliability  of  these  substances  for  routine  use.  The 
major  complications  are  difficulty  in  restoring  heart 
beat,*^  ventricular  fibrillation  and  arrhythmias,  re- 
sistance to  electrical  stimulation,*  myocardial  dam- 
age,**’  *'*  and  prolonged  hypotension  in  the  post- 
operative period.** 

The  ideal  cardioplegic  agent  should  be  able  to 
produce  a prompt  and  effective  cardiac  arrest  that 
will  continue  for  a period  of  time  sufficient  for  cor- 
rection of  complicated  intracardiac  pathology.  It 
should  be  nontoxic  to  the  myocardium  and  other 
tissues  and  recovery  from  the  arrest  should  be 
rapid,  safe,  and  of  utmost  reliability.** 

*Aided  by  a grant  from  the  Rhode  Island  Heart  Associa- 

tion. From  the  Cardio-pnlmonary  Laboratory,  Miriam 
Hospital,  Providence,  and  the  Department  of  Pharma- 
cology, University  of  Rhode  Island,  Kingston,  Rhode 
Island. 


The  purpose  of  this  paper  is  to  present  some  of 
our  observations  with  some  of  the  agents  which 
have  been  used  experimentally  to  produce  car- 
dioplegia. 

Materials  and  Methods 

Mongrel  dogs  weighing  8-24  kilograms  were 
anesthetized  with  30  mg/kg  of  pentobarbital  sodium 
administered  intravenously.  Ventilation  was  main- 
tained through  a large  endotracheal  tube  con- 
nected to  a mechanical  respirator.  The  chest  was 
opened  either  through  a right  thoracotomy  incision 
at  the  level  of  the  fourth  intercostal  space  or  through 
a midsternotomy  incision.  Superior  and  inferior 
vena  cavae  were  cannulated  through  the  azygos 
vein  and  right  atrial  appendage  respectively,  and 
the  venous  blood  was  collected  by  gravity.  Oxy- 
genation of  the  blood  was  achieved  with  a mixture 
of  98%  O2  and  2%  COo  in  a modified  Kay-Cross 
oxygenator.  The  arterial  blood  was  pumped  by  a 
DeBakey  pump  into  a femoral  artery.  Total  body 
perfusion  at  a rate  of  80-100  cc  per  kg  of  body 
weight  was  maintained  for  a period  of  10-40  min- 
utes. The  temperature  of  the  blood  in  the  oxy- 
genator was  maintained  at  35-37°  C. 

Electrocardiograms,  arterial  blood  pH,  pOo,  and 
free  hemoglobin  were  monitored  during  the  pro- 
cedures. After  four  to  five  minutes  of  total  body 
perfusion  and  while  maintaining  a satisfactory 
blood  pressure  a non-crushing  occlusion  clamp  was 
placed  across  the  ascending  aorta  and  cardiac  arrest 
was  induced  by  a slow  intra-aortic  injection  (#22 
needle ) of  the  cardioplegic  agents  mixed  with  blood 
(Fig.  #1  ).  After  varying  periods  of  cardiac  arrest 
(5-25  minutes)  the  aortic  clamp  was  released,  and 
the  coronary  arteries  were  perfused  with  arterial- 
ized  blood. 

The  agents  used  were ; Potassium  Citrate  ; Sodi- 
um Citrate  ; Acetylcholine  Bromide ; Potassium 
Chloride ; Sodium  Phytate,  and  Methacboline 
Chloride  (Mecholyl  ). 

Results 

Complete  cardiac  arrest  with  sodium  citrate  was 
obtained  in  all  animals.  (Table  1 ).  The  duration  of 
arrest  in  these  experiments  varied  between  five  to 
twenty  minutes.  The  amount  of  injected  drug 
varied  between  25  to  46.1  mg  per  kilogram  body 
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TABLE  I* 


Substance 

Dose 
(mg  kg) 

Efifect 

Arrest 

Duration 

(Min.) 

Recovery 

Remarks 

Sodium 

41.5 

Complete 

13 

X.S.R.** 

Fibrillation  Overcome 

Citrate 

46.1 

Complete 

5 

Xone 

with  Calcium 
Fibrillation 

25 

Complete 

14 

X.S.R. 

Elec.  Defibrillation 

30 

Complete 

11 

Xone 

Fibrillation 

42 

Complete 

20 

X.S.R. 

Potassium 

48 

Complete 

20 

X.S.R. 

Citrate 

114 

Complete 

6 

Xone 

Fibrillation 

24 

Complete 

5 

X'one 

Fibrillation 

65 

Complete 

25 

X.S.R. 

Elec.  Defibrillation 

Potassium 

60 

Complete 

8 

Xone 

Eibrillation 

Chloride 

48.2 

Complete 

5 

Xone 

Eibrillation 

125 

Complete 

3 

Xone 

Eibrillation 

35.0 

Complete 

5 

Xone 

Eibrillation 

Sodium 

19.5 

Partial 

Xone 

Fibrillation 

Phvtate 

15.6 

Complete 

8 

X.S.R. 

Elec.  Defibrillation 

10.0 

Complete 

6 

Xone 

Eibrillation 

*Each  result  represents  work  on  one  dog  only. 
■**X.S.R.  — Xormal  Sinus  Rhythm. 


FIGURE  1 

Method  of  producing  induced  cardiac  arrest  by  the 
injection  of  the  cardioplegic  agent  into  the  root  of  the 
clamped  aorta. 

weight.  In  one  experiment,  after  twenty  minutes  of 
cardiac  arrest,  normal  heart  beats  were  resumed 
shortly  after  coronary  perfusion  with  arterialized 
aortic  blood.  In  four  other  experiments  ventricular 
fibrillation  occurred  soon  after  the  release  of  the 
aortic  clamp.  Fibrillation  in  two  instances  re- 
sponded to  electric  shock. 

Cardiac  arrest  with  potassium  citrate  was  com- 
plete in  every  experiment  (Table  1.)  The  required 
amount  varied  between  24  to  114  mg/kg  body 
weight,  and  the  duration  of  the  arrest  was  between 


five  and  twenty-five  minutes.  In  one  experiment 
regular  sinus  rhythm  was  obtained  after  twenty 
minutes  of  cardiac  arrest.  In  the  other  three  ex- 
periments, ventricular  fibrillation  followed  shortly 
after  coronary  perfusion.  In  one  of  these  experi- 
ments regular  sinus  rhythm  was  established  by 
electric  shock,  and  in  the  others  ventricular  fibrilla- 
tion was  persistent  and  did  not  respond  to  counter 
shock. 

Complete  cardiac  arrest  (three  to  eight  min- 
utes) was  produced  in  four  experiments  with  in- 
jections of  potassium  chloride  varying  from  35  to 
125  mg  kg  body  weight.  The  recovery  period  in 
every  instance  after  coronary  perfusion  with  arte- 
rialized blood  was  short  and  followed  by  ventricular 
fibrillation  not  responding  to  electric  stimuli  and 
cardiac  massage. 

Complete  cardiac  arrest  was  obtained  in  two 
dogs  with  the  injection  of  10.0  and  15.6  mg/kg 
bodv  weight  of  sodium  phytate  respectively  (Table 
1).  In  both  experiments  ventricular  fibrillation 
followed  shortly  after  the  release  of  the  aortic 
clamp  and  coronary  perfusion,  in  one  case  respond- 
ing to  electric  shock  and  cardiac  massage.  In  another 
experiment  complete  arrest  could  not  be  obtained 
and  shortly  after  injection  of  19.5  mg/kg  of  sodium 
phvtate  persistent  ventricular  fibrillation  occurred 
which  did  not  respond  to  electric  shock. 

Cardiac  arrest  with  acetylcholine  was  carried  out 
in  four  experiments.  Although  during  the  arrest 
the  myocardium  appeared  to  be  flabby,  it  responded 
to  the  stimulus  and  ventricular  handling.  The  arrest 
in  three  experiments  appeared  to  be  complete  with 
the  injection  of  6.1,  7.3,  and  9.7  mg/kg  body 
weight  of  acetylcboline  respectively.  Xormal  beats 
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resumed  in  one  dog  after  seven  minutes  of  cardiac 
arrest.  In  the  other  two,  ventricular  fibrillation 
followed  shortly  after  seven  to  ten  minutes  of 
cardiac  arrest  and  coronary  perfusion  with  arte- 
rialized  blood.  Light  electric  shock  converted  one 
of  these  to  a normal  rhythm  and  in  the  other,  the 
heart  beat  could  not  be  restored  to  normal.  Com- 
plete arrest  could  not  be  obtained  after  injection 
of  7.8  mg/kg  body  weight  of  acetylcholine  in  one 
dog.  The  ventricles  fibrillated  and  did  not  respond 
to  counter  shock. 

Methacholine  chloride  was  used  in  three  experi- 
ments. The  duration  of  arrest  produced  by  1.5 
mg/kg  was  short  in  two  experiments  and  spon- 
taneous heart  beats  were  resumed  after  one  minute 
of  arrest  while  the  aortic  clamp  was  still  in  place. 
In  the  third  experiment  cardiac  arrest  could  not  be 
produced  even  after  a dose  of  27  mg/kg  was  in- 
jected. Soon  after  the  release  of  the  aortic  clamp, 
parasympathomimetic  reactions  wdth  severe  hypo- 
tension were  observed  in  every  case. 

Discussion 

One  finds  in  the  literature  no  uniformity  of  opin- 
ion regarding  the  clinical  use  of  cardioplegic  agents 
in  open-heart  surgery.  Opinion  varies  from  total 
skepticism  to  advocacy  of  routine  employment 
during  open-heart  surgery. 

Our  results  indicate  that  the  heart  can  be  arrested 
with  ^•arious  cardioplegic  agents  besides  potassium 
citrate  and  acetylcholine.  In  our  experiments,  com- 
plete cardiac  arrest  was  obtained  with  sodium 
citrate,  sodium  phytate,  methacholine,  and  potas- 
sium chloride.  There  appeared  to  be  no  predictable 
relationship  between  the  dosage  of  the  drugs  used 
and  the  production  of  cardiac  arrest.  Only  a mini- 
mum amount  of  drug  was  necessary  in  some  of  our 
experiments,  while  in  others  considerably  more 
was  required.  Yet  recovery  was  satisfactory  after 
even  twenty  to  twenty-five  minutes  of  cardiac 
arrest  (potassium  citrate.  Table  1 ). 

The  recovery  rate  after  production  of  cardiac 
arrest  followed  by  perfusion  of  coronary  arteries 
was  not  predictable.  Ventricular  fibrillation  and 
incompetent  myocardium  were  the  major  problems. 
Ventricular  fibrillation  was  converted  to  regular 
sinus  rhythm  with  a light  electric  shock  in  some 
cases.  In  others,  however,  the  fibrillation  was  irre- 
versible and  did  not  respond  to  any  stimuli  or  car- 
diac massage.  The  duration  of  arrest  seemed  to 
have  no  relationship  either  to  the  rate  of  recovery 
or  the  dosage  of  the  drug  injected.  In  some  experi- 
ments, the  heart  beat  did  not  resume  after  as  little 
as  one  minute  of  cardiac  arrest.  Yet  under  exactly 
similar  conditions  a normal  heart  beat  in  other 
instances  returned  after  twenty  minutes  of  cardiac 
standstill. 


Our  results  are  in  agreement  with  those  of 
Kaplan  et  al,^-  in  that  washing  out  of  the  cardio- 
plegic agents  from  the  circulation  by  aspiration  of 
the  blood  from  the  right  auricle  does  not  appear  to 
change  the  pattern  of  recovery.  In  our  last  fifteen 
experiments  the  blood  was  aspirated  from  the 
auricle  shortly  after  production  of  cardiac  arrest. 
The  rate  of  recovery  in  these  experiments  was 
about  the  same  as  for  those  of  our  earlier  experi- 
ments. 

With  the  use  of  methacholine  chloride  the  para- 
sympathomimetic and  hypotensive  reactions  were 
seen  in  every  instance  shortly  after  release  of  the 
aortic  clamp.  These  reactions  coupled  with  the 
short  period  of  cardiac  arrest  make  the  drug  to- 
tally unsafe  and  impractical  for  clinical  use. 

The  cause  of  cardiac  arrest  is  a matter  for  dis- 
cussion. Almost  all  of  the  cardioplegic  agents  which 
have  been  used,  with  the  exception  of  the  chol- 
inergic drugs  and  potassium  chloride,  have  the 
ability  to  bind  ionized  calcium.  We  feel  that  arrest 
with  these  agents  is  due  to  the  binding  of  ionized 
calcium  thus  upsetting  the  calcium-potassium  ratio. 
As  further  evidence  supporting  this  hypothesis, 
cardiac  arrest  has  been  produced  experimentally 
by  continuous  perfusion  of  tbe  heart  with  hypo- 
calcemic  blood  ( Clark). Investigations  are  pres- 
ently under  way  to  determine  the  amount  of  ionized 
calcium  which  is  bound  in  the  myocardium  by  the 
cardioplegic  agents. 

SUMMARY  AND  CONCLUSIONS 

In  thirty  dogs  subjected  to  cardio-pulmonary 
bypass,  cardiac  arrest  was  achieved  by  means  of 
various  cardioplegic  agents.  The  following  obser- 
vations were  made : 

1.  Cardiac  arrest  was  easily  induced  with  sev- 
eral cardioplegic  agents  in  addition  to  potas- 
sium citrate  and  acetylcholine,  previously 
reported.  These  are  sodium  citrate,  sodium 
phytate,  methacholine,  and  potassium  chlo- 
ride. 

2.  The  binding  of  ionized  calcium  as  well  as  tbe 
increase  of  potassium  ion  concentration  pro- 
duced cardiac  arrest. 

3.  The  rate  of  recovery  after  cardiac  arrest  and 
perfusion  of  the  coronary  arteries  with  arte- 
rialized  blood  was  not  predictable. 

4.  There  was  no  relationship  between  the 
amount  of  cardioplegic  agent  injected  and 
the  duration  of  cardiac  arrest  or  the  rate  of 
recovery. 

5.  None  of  the  cardioplegic  agents  tested  ap- 
peared safe  for  routine  clinical  use,  under 
the  conditions  of  these  experiments. 
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Advances  in  cardiovascular  surger}-  have  led  to 
‘ the  successful  correction  of  a growing  num- 
ber and  variety  of  congenital  cardiac  lesions.  Effec- 
tive treatment  depends  upon  accurate  identification 
of  the  cardiac  defect  and  evaluation  of  the  hemo- 
dynamic alterations  resulting  from  the  abnormal- 
itv.  Cardiac  catheterization  data  correlated  with 
the  clinical  study  of  the  patient  will  provide  this 
information  in  most  cases.  ^Morphological  demon- 
stration of  the  cardiac  lesion  or  abnormal  great 
vessels,  however,  requires  the  use  of  contrast  roent- 
genographic  techniques. 

The  first  X-ray  studies  of  the  cardiac  chambers 
were  made  in  1931  by  IMoniz,  DeCarvalho  and 
Lima.^  Their  method  was  further  refined  and  pop- 
ularized in  the  Enited  States  by  Robb  and  Stein- 
berg- in  1938.  Since  then  a number  of  modifica- 
tions and  improvements  in  the  technique  of  angio- 
cardiography have  occurred. 

Contrast  media  of  greater  density  and  less  tissue 
toxicity  have  been  developed.^  Selective  injection 
of  opaque  media  through  accurately  positioned  in- 
tracardiac catheters  as  described  by  Chavez^  has 
resulted  in  better  diagnostic  films  by  eliminating 
the  problem  of  overlapping  opacified  chambers.  To 
overcome  resistance  to  flow  of  viscous  iodinated 
compounds  in  long  catheter  systems,  high  pressure 
injection  devices  have  been  used.^’  Expensive 
rapid  film  changers  for  use  with  conventional 
X-ray  machines  utilizing  roll  or  cut  film  have 
evolved.  The  maximum  speed  of  the  more  popular 
model*  generally  used  is  six  films  per  second.  A 
device  recently  designed  in  Sweden  has  a maxi- 
mum capacity  of  12  exposures  per  second.**  While 
the  study  of  single  frame  angiocardiograms  ob- 

*From the  Departments  of  Radiology  and  Surgery,  and 
the  Cardiovascular  Diagnostic  Laboratory  of  the  Rhode 
Island  Hospital. 

Presented  at  the  Seventh  .Annual  Rhode  Island  Hos- 
pital Research  Day,  April  16,  1960.  Supported  by  a grant 
from  the  John  .A.  Hartford  Foundation,  Inc. 


tained  with  the  techniques  and  equipment  described 
above  has  provided  much  useful  information,  the 
full  potential  of  this  diagnostic  method  has  been 
limited  by  the  relatively  slow  speeds  of  the  film 
changers.  Fleeting  pathological  events  occurring 
in  the  rapidly  beating  hearts  of  children  have  been 
frequently  missed. 

Although  it  was  recognized  for  a long  time  that 
a motion  picture  photographic  technique  was  ideal 
for  recording  rapid  motion,  the  method  when  uti- 
lized with  conventional  fluoroscopy  was  limited  be- 
cause of  the  excess  radiation  hazard  to  the  patient. 
The  development  of  X-ray  image  intensification 
with  a field  size  large  enough  to  include  the  entire 
adult  cardiac  shadow  made  possible  the  routine 
clinical  use  of  cinematography  for  recording  the 
moving  fluoroscopic  image.  By  this  method  a 
fluoroscopic  image  is  intensified  750  to  1,000  times 
in  brightness  by  electronic  means.  It  is  beyond  the 
scope  of  this  paper  to  review  the  physical  princi- 
ples of  X-ray  image  intensification  and  the  inter- 
ested reader  is  referred  to  the  excellent  reviews  by 
Hodges  and  Skaggs’^  and  by  Morgan  and  Roach.® 
It  is  our  purpose  to  describe  a technique  of  angio- 
cardiography utilizing  high  speed  cineradiography 
and  to  discuss  our  experience  with  this  method  in 
the  diagnosis  of  congenital  heart  disease.  M'e  have 
employed  the  method  in  fifty-three  patients  since 
Januarv  1,  1960.  There  has  been  no  morbidity  or 
mortality. 

Description  of  Apparatus 
The  apparatus  (Fig.  l)t  consists  of  a fixed 
horizontal  X-ray  table  under  which  is  mounted  a 
200  M A rotating  anode  tube  with  a fixed  focal  spot 
to  table  top  distance  of  30  inches.  An  eight-inch 
image  amplifier  tube  is  mounted  on  a fluoroscopic 
carriage  attached  to  the  table.  The  X-ray  image  is 
intensified  more  than  750  times  greater  than  that 
available  with  a conventional  fluoroscope.  A televi- 
sion pickup  and  a 16  mm.  cineradiographic  camera 
are  mounted  in  a common  head,  focused  upon  the 
♦Manufactured  by  Georg  Schonander  Co.,  Stockholm, 
Sweden. 

♦♦Manufactured  by  Elema-Jarnh,  Stockholm.  Sweden. 
tThe  Picker  Cardiological  X-ray  Unit,  Manufactured  by 
The  Picker  X-Ray  Corporation,  25  South  Broadway, 
White  Plains,  X.  A’. 
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Figure  1.  Cardiological  X-ray  apparatus  with 
television  and  electronic  monitoring  devices  in 
the  cardiac  catheterization  laboratory. 


output  phosphor  of  the  image  amplifier  tube.  Either 
can  be  brought  into  play  at  will.  A mirror  optical 
system  also  permits  direct  viewing  of  the  image. 
The  signal  from  the  television  pickup  is  trans- 
mitted to  a 17-inch  conventional  receiver  for  use 
during  cardiac  catheterization.  This  same  image  is 
transmitted  through  a closed  circuit  to  an  adjacent 
room  for  teaching  purposes.  The  cineradiographic 
camera  is  accurately  synchronized  with  the  X-ray 
tube  which  is  energized  only  when  the  camera  shut- 
ter is  open.  In  this  way  radiation  exposure  to  the 
patient  is  reduced  by  one-half.  Film  speeds  of  7}^, 
15,  30  or  60  frames  per  second  can  be  selected.  In 
angiocardiography,  an  exposure  rate  of  60  frames 
per  second  is  routinely  employed. 

Exposed  film  is  developed  rapidly  in  an  auto- 
matic processing  unit  at  the  rate  of  three  feet  per 
minute.  An  angiocardiogram  obtained  in  this  way 
is  available  for  diagnostic  viewing  within  30 
minutes. 

A modified  version  of  the  Kodak  Analyst  Pro- 
jector* is  utilized  for  film  viewing  through  a wide 
range  of  speeds.  The  film  can  be  reversed  at  will 
or  stopped  for  single  frame  study. 

T echnique 

General  anesthesia  is  not  employed.  Patients  are 
sedated  one  hour  before  the  study  wdth  phenergan, 
meperidine  and  scopolamine.  Under  local  anesthe- 
sia, the  left  median  basilic  vein  is  exposed  through 
a one  centimeter  skin  incision.  In  smaller  children, 
the  saphenous  vein  is  isolated  in  the  groin.  The 
vein  is  then  cannulated  with  a cardiac  catheter  of 
suitable  size.  The  choice  of  the  catheter  is  impor- 
tant. Early  in  our  experience,  we  employed  special 
Lehman  catheters  whose  inside  diameters  were 
*\Veinberg-Watson  Projector  Modification. 


larger  than  those  of  Cotirnand  catheters  custom- 
arily employed  for  routine  cardiac  catheterization. 
A significant  disadvantage  of  this  type  of  catheter 
was  that  it  had  an  end  opening.  The  jet-effect  of 
the  injection  frequently  caused  the  catheter  to 
“whip”  or  recoil  out  of  the  chamber  being  studied. 
W’e  now  use  a catheter  developed  by  Rodriguez- 
Alvarez®  with  a closed  end  and  six  laterally  directed 
openings.  Recoil  has  not  been  observed  with  this 
catheter.  A catheter  size  less  than  a No.  7 French 
is  never  employed  since  the  resistance  to  flow  by 
smaller  inside  diameters  precludes  the  delivery  of 
an  adequate  bolus  of  dye.  The  catheter  is  threaded 
through  the  vein  into  the  heart  and  guided  through 
the  right  heart  chambers  and  pulmonary  artery 
with  the  aid  of  television  monitoring  of  the  fluor- 
oscopic image.  Appropriate  pressures  are  recorded 
and  blood  samples  are  drawn  for  the  determination 
of  ox3^gen  saturations.  The  catheter  is  then  posi- 
tioned accurately  in  the  region  to  be  studied  by 
angiocardiography  and  a bolus  of  radiopaque  medi- 
um injected.  For  the  study  of  most  congenital  car- 
diac lesions  an  injection  into  the  right  ventricle  is 
preferred. 

The  contrast  medium  of  choice  in  our  laboratory 
is  ninety  per  cent  sodium  diatrizoate  (Hypaque 
M).®  This  preparation  has  radiographic  qualities 
superior  to  other  media^  and  has  exhibited  less 
tissue  toxicity  in  the  laboratory.  At  room  temper- 
ature this  medium  separates  into  crystalline  and 
fluid  fractions  and  requires  heating  to  body  tem- 
perature before  it  can  he  used.  This  is  accomplished 
in  a syringe  heater  of  our  own  design. 

We  have  employed  a lever  Injector  described  by 
Lehman'^  which  in  our  experience  has  proved 
adequate.  The  pressures  developed  b\"  this  device 
are  comparable  to  the  Gidlund  power  injector®  set 
at  6 kg.  per  square  cm.  Beyond  this  pressure  many 
catheters  rupture.  For  this  reason  we  have  avoided 
the  more  elaborate  high  pressure  devices.  The 
amount  of  opaque  media  for  any  given  injection 
is  calculated  upon  basis  of  the  patient’s  weight, 
heart  size  and  rate.  This  usually  amounts  to  one 
cc.  per  kilo  of  body  weight  per  injection.  When 
necessarv,  several  injections  of  fractionated 
amounts  of  opaque  medium  are  employed.  How- 
ever, the  total  dosage  administered  in  any  given 
study  usually  does  not  exceed  two  ccs.  per  kilogram 
of  body  weight.  The  injection  of  the  radiopaque 
medium  is  continuously  monitored  by  the  radiolo- 
gist during  the  motion  picture  filming  by  means 
of  a light-splitting  mirror. 

Following  the  completion  of  the  study,  the 
catheter  is  withdrawn  and  the  vein  ligated.  The 
skin  incision  is  closed  with  a suture  of  fine  silk  and 
an  adhesive  bandage  is  applied. 
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Figure  2.  Motion  picture  film  strip  Figure  3.  Film  strip  demonstrat-  Figure  4.  Severe  infundibular 
showing  a right  to  left  shunt  in  Tetral-  ing  the  jet  observed  in  pulmonary  stenosis  of  the  right  ventricle, 
ogy  of  Fallot.  valvular  stenosis. 
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Discussion 

High  speed  cinematography  combined  with 
fluoroscopic  image  intensification  is  a metliod  which 
makes  possible  the  study  of  cardiac  dynamics  as 
well  as  morphology.  Events  occurring  during  the 
injection  of  opaque  media  w'hich  before  were  re- 
corded only  fortuitously  by  serial  radiographs  can 
now  be  routinely  observed  when  filmed  at  the  rate 
of  60  exposures  per  second.  This  is  of  particular 
importance  in  the  diagnosis  of  congenital  heart 
disease  where  the  infant  heart  may  be  beating  at  a 
rate  of  180  strokes  per  minute.  The  ability  to 
project  the  recorded  film  at  \arious  speeds  for 
study  makes  possible  the  appreciation  of  valve  mo- 
tion, the  direction  of  shunts,  atrial  and  ventricular 
changes  during  the  cardiac  cycle,  and  alterations 
in  the  great  vessels. 

Cyanotic  anomalies  of  the  heart  resulting  from 
right  to  left  shunts  can  be  diagnosed  with  a high 
degree  of  accuracy  when  right  heart  injections  of 
opaque  media  are  employed  (Figure  2 ).  With  left 
to  right  shunts,  atrial  and  ventricular  septal  defects 
can  be  readily  identified  either  by  negative  jets 
(areas  of  blanching)  of  non-opacified  left  heart 
blood  during  the  early  phases  of  injection  and  by 
reopacification  later  during  the  left  heart  filling 
phase.  W e have  also  been  impressed  with  the  fre- 
quency with  which  ventricular  septal  defects  with 
predominantly  left  to  right  shunts  are  transiently 
reversed  during  the  injection  phase  permitting  an 
accurate  diagnosis.  In  patent  ductus  arteriosus  a 
blanching  defect  in  the  pulmonary  artery  and  late 
reopacification  of  this  vessel  are  clearly  seen. 

Abnormalities  of  the  pulmonary  valve  and  the 
jiulmonary  outflow  tract  of  the  right  ventricle  are 
consistently  demonstrated  (Figures  3 & 4).  More- 
over, it  is  possible  to  study  these  anomalies  in  mo- 
tion. Thus  in  pure  pulmonary  valvular  stenosis,  the 
width  and  direction  of  a jet  of  opaque  medium  into 
the  dilated  pulmonary  artery  provides  the  surgeon 
with  an  estimate  of  the  valve  orifice  size  and  its 
relative  position  in  the  valve  complex.  Similarly, 
subvalvular  muscular  hypertrophy  which  if  studied 
in  a single  frame  during  systole  might  be  considered 
significant  is  frequently  found  to  dilate  adequately 
when  studied  in  motion  during  diastole. 

In  general,  the  abnormalities  discovered  by  cine- 
angiocardiography  correlate  well  with  data  ob- 
tained by  cardiac  catheterization.  In  some  instances 
the  findings  obtained  with  cineangiocardiography 
have  served  to  elucidate  perplexing  catheterization 
data.  This  method,  however,  furnishes  data  con- 
cerning the  site,  shape,  and  extent  of  the  lesion 
essential  in  planning  the  surgical  procedure  which 


cannot  be  obtained  in  any  other  way. 

The  image  obtained  on  motion  picture  film  (16 
or  35  mm ) can  never  be  as  sharj)ly  resolved  or 
detailed  as  one  recorded  by  tbe  still  radiograph. 
When  a single  frame  of  a motion  picture  film  is 
studied,  increased  graininess  may  be  disturbing. 
However,  with  motion,  the  eye  of  the  observer  in- 
tegrates the  image  on  several  succeeding  frames 
so  that  a greater  amount  of  detail  is  visible  than  on 
any  single  frame.  This  feature  together  with  an 
ai)preciation  of  the  dynamics  of  cardiac  action  in- 
creases the  diagnostic  accuracy  of  the  method. 

SUMMARY 

Cineangiocardiography  is  now  possible  as  the 
result  of  improvements  in  fluoroscopic  image  inten- 
sification of  sufficient  field  size  to  include  the  adult 
cardiac  shadow.  It  affords  an  accurate  method  of 
studying  the  anatomy  and  dynamics  of  heart  action 
essential  in  planning  effective  heart  surgery.  The 
technique  for  performing  selective  cineangiocar- 
diography at  the  Rhode  Island  Hospital  is  described 
in  detail.  This  method  has  been  employed  in  fifty- 
three  patients  without  morbidity  or  mortality. 
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SOCIETY  STATES  POSITION  TO  DEMOCRATIC 
PLATEORM  COMMITTEE 

(Statement  of  Earl  J.  Mara,  m.d.,  President  of  the  Rhode  Island  Medical  Society, 
at  the  Advance  Platform  Hearing  of  the  I960  Democratic  National  Platform  and 
Resolutions  Committee,  at  Providence,  Rhode  Island,  June  30,  I960) 


The  Rhode  Island  Medical  Society  is  fully  aware 
of  the  tremendous  political  implications  of  a 
federally  subsidized  health  care  program  for  citi- 
zens over  the  age  of  sixty-five  years.  As  citizens, 
the  doctors  of  Rhode  Island  are  equally  concerned 
with  all  residents  of  our  community  with  the  ever 
increasing  tax  burden  that  is  placed  upon  everyone 
while  there  is  little  or  no  effort  made  by  our  national 
and  state  governments  to  halt  inflation  of  the  dollar 
which  deprives  the  wage  earner,  or  the  retired 
worker,  adequate  funds  to  meet  the  ever  rising 
costs  of  living. 

The  medical  profession  maintains  that  personal 
medical  care  is  primarily  the  responsibility  of  the 
individual.  When  he  is  unable  to  provide  this  care 
for  himself,  the  responsibility  should  properly  pass 
to  his  family,  the  community,  the  state,  and  only 
when  all  these  fail,  the  federal  government,  and 
then  only  in  conjunction  with  the  other  levels  of 
government,  in  the  same  order. 

We  call  to  the  attention  of  this  Committee  that 
Rhode  Islanders  have  an  outstanding  record  in 
resolving  their  hospital  and  medical  care  needs. 
The  program  of  the  Division  of  Public  Assistance 
in  the  State  Department  of  Welfare  has  devel- 
oped, with  the  aid  of  the  medical  profession,  one  of 
the  truly  outstanding  medical  care  plans  among  the 
states  of  the  country.  The  liberal  provisions  of 
that  program  are  well  documented  in  the  reports 
readily  available  to  this  Democratic  legislative 
committee. 

We  also  submit  for  your  consideration  the  recent 
report  compiled  through  the  Research  Department 
of  the  Blue  Cross  and  Physicians  Service  of  Rhode 
Island  which  shows  that  better  than  93%  of  the 
self-supporting  (those  not  institutionalized  nor  re- 
ceiving medical  care  through  public  assistance) 
persons  over  the  age  of  sixty-five  years  have  Blue 
Cross  coverage,  and  nearly  77%  of  persons  over 
sixty-five  have  Physicians  Service  coverage. 

W'e  also  call  to  your  attention  that  under  the 
Physicians  Service  program  the  participating  doc- 
tors accept  the  payments  from  the  insurance  as  the 
complete  fee  for  the  surgical  and  anesthetic  service 
rendered  for  all  persons  with  less  than  a $6,000 
income. 


These  facts  bear  out  clearly  that  the  older  age 
persons  in  Rhode  Island  recognize  the  advantage 
of  the  voluntary  insurance  programs,  and  have 
willingly  subscribed  to  them.  The  co-operation  of 
the  doctors  of  this  state  in  making  this  program  one 
of  the  most  liberal  in  the  nation  is  further  evidence 
that  the  problem,  if  such  it  is  or  ever  becomes  in 
this  state,  can  be  resolved  at  the  local  level  with  our 
own  community  resources. 

We  submit  that  the  determination  of  medical 
need  should  be  made  by  physicians,  and  the  deter- 
mination of  eligibility  for  assistance  through  public 
funds  should  be  made  at  the  local  level  with  local 
administration  and  control.  The  principle  of  free- 
dom of  choice  of  physician  should  be  preserved  at 
all  times. 
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Editorials 


GERIATRICS  — A MAJOR  PHASE  OE 


MODERN  MEDICINE 


ONE  HAS  BUT  TO  walk  through  the  medical  wards 
of  a general  hospital  today  to  realize  that  geri- 
atrics is  no  longer  a narrow  field  in  which  a few 
physicians  may  find  an  interest,  but  rather  that  it 
constitutes  a very  large  part  of  the  practice  of  the 
family  physician  and  the  internist.  In  such  a ward 
the  age  of  the  average  patient  is  often  found  to  be 
between  sixty-five  and  seventy-five  years.  Had 
these  individuals  been  born  fifty  years  earlier  many 
of  them  would  have  succumbed  to  lobar  pneumonia, 
typhoid  fever  and  other  infections.  Modern  sanita- 
tion, prophylaxis,  and  treatment  have  allowed  them 
to  survive,  and  today  we  find  them  suffering  from 
conditions  many  of  which  are  dependent  upon 
cardiovascular,  renal,  and  pulmonary  damage 
which,  as  knowledge  increases,  will  be  found  to 
be  to  an  extent  preventable.  As  Doctor  Basylewycz^ 
has  pointed  out  in  his  classical  studies  of  the  aged, 
the  normal  life  span  of  a human  being  may  well  be 
110  to  120  years,  and  a large  portion  of  the  factors 
which  now  preclude  its  attainment  are  probably 
preventable. 

Geriatrics,  then,  is  no  longer  to  be  considered  a 
specialty,  but  rather  it  is  a phase  of  general  medi- 
cine which  now  must  occupy  a major  part  of  the 
interest  of  the  medical  profession.  Studies  in  this 
field,  however,  have  occupied  the  particular  atten- 
tion of  certain  groups.  Of  these,  the  results  of  the 
recent  meeting  of  the  American  Geriatric  Society, 
held  on  June  9 and  10  of  this  year,  and  released  to 
the  lay  press  in  the  form  of  summaries  are  of  con- 
siderable interest. 

Atherosclerosis  and  its  relation  to  a diet  high  in 
animal  fats,  a subject  of  the  greatest  interest  and 
on  which  there  appears  to  be  a great  deal  of  con- 
flicting opinion,  was  discussed  by  Doctor  Laurance 
Kinsell  who  stated  that  “increasing  evidence  points 
to  a sufficiently  close  relationship  to  warrant  spe- 
cific recommendations  on  the  composition  of  the 
average  American  diet.”  The  substitution  of  the 
polyunsaturated  fats  of  vegetable  origin  (not 
simply  the  addition  of  such  substances)  has  been 
shown  to  lower  blood  cholesterol  and  other  fatty 
^Rhode  Island  Medical  Joiirml,  December,  1951,  page  641 


materials  in  the  plasma,  and  a diet  so  modified 
should  be  an  effective  factor  in  the  prevention  of 
such  conditions  as  strokes,  coronary  heart  disease 
and  the  even  more  grim  occurrence  of  chronic 
cerebral  deterioration  and  resultant  senility.” 

Other  presentations,  including  discussions  of  the 
treatment  of  various  cardiovascular  conditions  and 
the  socio-economic  status  of  the  elderly,  were  also 
of  interest.  The  assets  of  the  aged  were  stressed  by 
several  speakers.  The  use  of  tranquilizers  and  of 
diuretics  were  the  subjects  of  two  papers  and  in 
another  the  conservative  treatment  of  hypertension 
in  these  patients  was  discussed. 

The  program  of  the  meeting  did  not  include  any- 
thing on  the  subject  of  chronic  pulmonary  disease, 
a condition  by  which  a large  number  of  our  elderly 
citizens  are  incapacitated.  This  is  a broad  field  in- 
cluding chronic  bronchiectasis  and  asthma,  but  the 
most  prevalent  condition,  especially  in  elderly  men, 
appears  to  be  chronic  obstructive  emphysema.  Pul- 
monary cripples  from  this  latter  condition  have  to 
be  admitted  to  the  hospital  whenever  slight  inter- 
current respiratory  infection  further  compromises 
their  respiration.  This  condition,  according  to  the 
available  evidence,  results  from  chronic  irritation 
of  the  bronchioles  by  long  exposure  to  various 
agents  by  far  the  most  important  of  which  is 
inhaled  tobacco  smoke. 

The  importance  of  all  these  conditions,  cardio- 
vascular, cerebral  and  pulmonary,  particularly  in 
elderly  individuals,  needs  no  further  emphasis. 
Their  prevention,  which  should  begin  early  in  life, 
will  depend  upon  effective  health  education.  A large 
part  of  the  future  work  of  the  profession  will  be  to 
attempt  by  precept  and  example  to  carry  out  such 
education  and  thus  to  accomplish  two  main  objec- 
tives, the  increasing  of  the  length  of  life  and,  more 
important,  the  avoidance  of  crippling  invalidism 
which  leaves  the  patient  alive,  but  so  damaged 
that  life  is  not  worth  living.  Thus  there  will  be 
preserved  for  our  elderly  citizens  an  increased 
opportunity  for  an  effective  life  and  the  continued 
pursuit  of  happiness. 
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WHAT  IS  PARTICIPATION? 


A STUDY  earlier  this  year  by  the  administrative 
staff  of  Rhode  Island  Medical  Society  Physi- 
cians Service  revealed  the  rather  surprising  fact 
that  only  277,  or  considerably  less  than  one  third 
of  the  total  of  917  participating  physicians  as  of 
that  time,  provided  all  of  the  service  rendered  by 
physicians  on  a “service”  basis  during  the  preced- 
ing year.  The  total  membership  of  the  Society  was 
961.  In  other  words  the  important  responsibility 
and  obligation  of  making  possible  this  attractive 
feature  of  Physicians  Service  devolves  upon  some 
29%  of  the  physicians  of  Rhode  Island. 

Ser\ice  rendered  on  a service  basis  may  in 
essence  be  defined  as  surgerv  and  anaesthesia  per- 
formed on  under-income  patients  by  participating 
physicians.  Participating  physicians  are  those  who 
have  signed  a contract  to  provide  such  service 
benefits.  Because  of  the  nonsurgical  nature  of  their 
practice,  and  because  medical  in-hospital  care, 
obstetrics,  and  X ray  are  not  provided  to  anyone 
on  a “service”  basis  (the  doctor  may  charge  a fee 
not  predicated  upon  income  limit)  nonsurgical  spe- 
cialists and  general  practitioners  are  not  in  general 
called  upon  to  provide  service  benefits,  even  if  they 
are  contractually  “participating”  physicians.  The 
practical  effect  of  this  situation  is  that  the  71%  of 
physicians  constituting  the  latter  groups  control 
internal  policy  in  physicians  service,  and  in  par- 
ticular policy  affecting  service  benefits  which  they 
do  not  provide. 

To  conform  to  the  requirements  of  the  recently 
instituted  Federal  Employees  Health  Benefit  Plan, 
adjustments  were  made  in  the  income  limits  of  both 
the  A and  B plans.  The  required  increases  in  in- 
come limits  were  made  without  countervailing  in- 
creases in  the  fee  schedules.  The  income  limits  in 
the  A plan  were  raised  in  the  various  categories 
from  $400  to  as  much  as  $1000.  These  generous 
changes  were  made  in  a plan  that  had  already  been 
in  operation  for  many  years  with  satisfactory  ac- 
ceptance by  the  public.  The  B plan  indemnity 
schedule,  predicated  on  a $5000  income  limit  and 


adopted  after  many  months  of  painstaking  and 
laborious  negotiation,  was  activated  on  the  basis  of 
a $5500  limit  but  without  adjusting  the  benefits  to 
take  into  account  the  higher  income  limits.  This 
generous  compromise  was  accepted  in  response  to 
an  earnest  and  eloquent  plea  by  industrial  repre- 
sentatives. 

The  most  recent  increase  in  income  limits  of  the 
B plan  to  conform  to  Federal  Requirements  (again 
without  counter\  ailing  alterations  in  the  fee  sched- 
ule) involves  total  increases  in  income  limits  from 
those  originally  negotiated  of  $700  to  $1800!  It 
should  be  pointed  out  that  these  new  advantageous 
and  generous  provisions  granted  to  Federal  em- 
ployees have  become  generally  available  to  all  sub- 
scribers without  increase  in  cost,  again  made  pos- 
sible through  the  participation  of  those  physicians 
constituting  less  than  one  third  of  the  profession, 
who  provide  service  benefits. 

Often  in  explanations  of  income  limits  in  the 
press,  it  is  stated  somewhat  erroneously  that  for 
patients  under  these  income  limits  physicians  have 
to  accept  the  amount  provided  in  the  fee  schedule. 
It  should  be  pointed  out  that  participation  by  phy- 
sicians is  voluntary,  and  no  one  has  to  provide 
service  benefits. 

There  is  a further  common  misconception  that 
participating  surgeons  and  physicians  are  required 
to  provide  service  benefits  for  everyone.  The  con- 
tract provides  that  patients  occupying  private 
rooms,  those  over  the  income  limits,  and  those  hav- 
ing additional  forms  of  medical  payment  insurance 
are  not  entitled  to  service  on  a participating  ph)'- 
sician  service  basis. 

A legitimate  fear  now  expressed  by  many  phy- 
sicians in  Rhode  Island  is  that  freedom  of  action 
will  be  seriously  abridged  with  the  entrance  of  the 
Federal  government  into  our  local  plans.  Partici- 
pation or  nonparticipation  notwithstanding,  the  fee 
the  physician  charges  will  he  dictated  by  govern- 
ment. This  is  a serious  and  foreboding  change  in 
the  philosophy  of  medical  practice. 


CADILLACS  AND  CARDIACS 

In  a nation  in  which  daily  living  has  become  too 
soft  and  easy  and  where  the  control  of  infections 
has  stretched  the  average  life  expectancy  to  the 
biblical  fourscore  years  and  ten,  there  are.  perhaps 
fortunately,  factors  that  still  can  and  do  cut  down 
those  who  will  not  make  the  effort  to  keep  fit.  The 
rather  over-nourished  business  or  professional  man 
who  regularly  uses  his  automobile  to  travel  three 
or  four  blocks,  has  almost  forgotten  how  to  walk 


because  to  use  his  car  is  quicker  and  easier.  As  the 
car  is  one  of  the  large  showy  affairs,  Cadillac  or 
something  of  similar  grade,  it  gives  him  “status” 
whatever  that  means.  He  puffs  a little  on  going 
upstairs  perhaps,  and,  instead  of  keeping  at  it 
and  acquiring  the  normal  exercise  tolerance  that 
nature  intended  he  should  have,  he  concludes  that 
at  his  age  it’s  “bad  for  his  heart.”  W't  may  even  see 
his  doctor  doing  the  same  thing.  He  ought  to  knozv 
better! 
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It  is  certainly  not  intended  to  imply  a criticism 
of  Cadillacs  or  other  fine  automobiles,  hut,  like 
good  liquor,  they  are  often  misused. 

It  is  natural  that  those  who  have  had  heart  at- 
tacks of  one  sort  or  another  should  be  fearful  lest 
physical  overdoing  luring  on  recurrences.  They 
will  do  well,  however,  to  find  out  by  careful  trial 
under  medical  supervision  what  their  limits  of  tol- 
erance are.  Having  done  so,  they  should  keep 
themselves  and  their  hearts  in  optimum  condition 
hv  regular  exercise  within  those  limits.  The  man 
who  thoughtlessly  fights  snowdrifts  in  the  winter 
and  ])recipitates  an  attack  (which  no  doubt  would 
soon  have  come  on  anyway)  is  not  using  reasonable 
judgment,  but  the  same  is  true  of  him  who  persists 
in  taking  the  elevator  to  go  up  one  flight  and  will 
not  walk  a few  blocks  or  up  a hill. 

Emergencies  are  bound  to  arise  and  when  they 
do  he  will  he  found  wanting. 

A VERY  SPECIAL  GIFT 

Each  fall  millions  of  Americans  respond  gener- 
ously to  the  call  of  their  United  Fund,  Community 
Chest,  Good  Neighbor  Fund,  or  similarly  named 
United  way  campaign.  Last  year  they  gave  a com- 
bined total  of  455  million  dollars  to  support  28,000 
voluntary  health  and  welfare  agencies  ser\  ing  81.3 
million  men,  women  and  children. 

Those  are  impressive  figures.  They  verify  our 
belief  that  Americans  are  truly  warmhearted.  W'e 
feel  particularly  strongly  about  this  right  now  be- 
cause we’ve  been  listening  to  cynics  who  tell  us  how 
remote  we  are  from  each  other,  how  little  we  care 
about  our  fellow  man. 

Researchers  have  dug  up  cold-blooded  facts  that 
charge  us  with  giving  from  habit,  from  social  pres- 
sure, from  desire  for  community  status,  guilt  feel- 
ings, or  for  “insurance”  against  the  time  we  our- 
selves need  help.  That  may  be  true  of  some  of  us, 
hut  we’re  sure  there’s  more  to  it  than  that. 

The  habit  of  kindness  does  not  die  easily.  We’ve 
had  it  instilled  in  us  too  long.  It’s  deeply  rooted  in 
our  heritage. 

Personally,  we  should  give  because  the  warmth 
and  satisfaction  of  giving  is  unmatched  by  any 
other  feeling  we  know. 

A MAN  TO  REMEMBER 

W hen  I was  Gyn  intern  at  the  Rhode  Island  hos- 
pital during  the  winter,  1922-1923,  Doctor  Herman 
Pitts  told  me  he  wanted  me  to  help  him  with  some 
sixty  private  cases  during  the  month  of  January 
because  he  wanted  to  attend  the  International  Col- 
lege of  Surgeons  congress  in  South  America  during 
the  month  of  February.  As  a matter  of  fact  he  did 
sixty-six  cases  and  most  of  them  were  hysterec- 
tomies. Four  hysterectomies  each  morning  was 


routine  procedure,  beginning  at  8 ;00  and  end- 
ing at  12  :00  xoox  — and  all  done  in  the  same  room. 

When  the  noon  whistles  were  blowing  over  the 
city  of  Providence,  Doctor  Pitts  would  he  taking 
oft'  his  rubber  gloves  after  finishing  his  fourth  case, 
and  he  would  he  “fresh  as  a dai.sy.”  He  had  no 
acquaintanceship  with  physical  or  nervous  exhaus- 
tion. His  cases  never  seemed  to  go  into  shock  be- 
cause his  operating  time  was  always  at  a minimum. 
Doctor  Pitts  was  ambidextrous  with  the  scalpel, 
scissors,  clamps  and  knots.  No  wasted  motion  nor 
idle  chatter  for  him  — he  was  always  moving 
ahead. 

(3n  another  occasion  while  I was  scrubbing  to 
assist  a doctor  with  a hysterectomy  ojieration  Doc- 
tor Pitts  wanted  to  know  how  soon  I could  help 
him  with  a ruptured  ectopic  that  he  had  just  sent 
into  the  hospital.  I told  him  it  would  be  at  least  an 
hour.  He  said  he  had  a hysterectomy  scheduled  at 
the  Jane  Brown  hospital  and  he  would  try  to  operate 
at  once  and  come  hack  later.  About  one  hour  later 
as  we  were  just  completing  our  operation.  Doctor 
Pitts  reappeared,  having  completed  his  operation, 
and  he  was  back  in  civilian  clothes.  A hat  a man ! 
A master  surgeon ! A Man  to  Remember. 
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THE  MANAGEMENT  OF  MULTIPLE  INJURIES*  ; 
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'^HE  CORRECT  CARE  and  management  of  the 
severely  traumatized  patient  has  progressively 
become  a subject  of  considerable  discussion,  in- 
creasing importance  and  widespread  educational 
interest.  This  is  reflected  on  a national  scale  by  the 
organization  of  various  courses  in  trauma,  scientific 
investigation,^  creation  of  local  and  national  trauma 
committees  and  increasing  literature  devoted  to 
this  subject. 

The  reasons  for  this  are  multiple.  The  popula- 
tion of  today  has  more  leisure  time  available  for 
recreation  and  travel,  both  increasing  the  exposure 
to  injury.  Automotive  vehicles  are  much  more 
numerous  and  of  such  size  and  power  to  produce 
more  accidents  of  far  greater  severity.  Then  too, 
we  have  passed  into  an  era  of  rapid  and  efficient 
ambulance  service,  available  blood  banks,  scientific 
fluid  and  electrolyte  replacement,  antibiotic  control 
of  secondary  infections  and  practical  and  efficient 
methods  of  internal  fixation  of  fractured  hones. 
All  of  these  factors  have  greatly  increased  the 
chances  of  survival  and  a more  satisfactory  recov- 
ery of  the  acutely  injured  patient. 

Everyone  concerned  with  the  early  care  of  the 
injured  should  have  a basic  foundation  in  the 
proper  management  and  handling  of  this  type  of 
patient.  This  should  include  not  only  the  ortho- 
pedists, but  general  surgeons,  neurosurgeons,  urol- 
ogists, pediatricians,  general  practitioners  and  med- 
ical consultants.  “Trauma  cuts  across  all  branches 
of  medicine  with  a superb  disdain  for  the  man- 
made boundaries  of  the  different  specialties.”^ 

It  is  not  the  purpose  of  this  paper  to  describe  any 
particular  method  or  surgical  technique,  but  merely 
to  outline  what  we  believe  to  be  a correct,  over-all 
early  management  and  continued  care  of  the  se- 
verely injured. 

I.  Principles 

A.  Adequate  patient  ventilation  should  be  of 

*From  the  Department  of  Fractures,  Rhode  Island  Hos- 
pital, Providence,  Rhode  Island. 


paramount  importance.  It  is  not  enough  to  consider 
the  patency  of  the  respiratory  passages,  but  also  to 
evaluate  the  status  of  the  lungs  and  musculoskeletal 
cage.  This  can  be  quickly  and  efficiently  determined 
by  direct  inspection  of  the  chest  wall,  noting  its 
excursions  and  symmetry.  Gentle  palpation  will 
easily  discover  subcutaneous  emphysema  and  help 
to  localize  fracture  sites  about  the  rib  cage.  W’e  have 
found  vocal  fremitus  to  he  a very  quick  and  accu- 
rate diagnostic  sign  in  the  search  for  an  early 
pneumo-  or  hemothorax.  The  examining  physician 
should  not  forget  the  humble  stethoscope  in  order 
to  listen  for  the  presence  of  equal  breath  sounds, 
the  snap  of  broken  ribs,  and  the  diagnostic  crackle 
of  subcutaneous  emphysema  before  it  becomes 
palpable. 

B.  Control  of  hemorrhage  can  nearly  always  be 
accomplished  quickly  by  pressure  dressings.  Only 
rarely  is  there  a necessity  to  use  a hemostatic  snap 
on  a particularly  brisk  arterial  bleeder.  All  tourni- 
quets should  be  promptly  removed  because  of  their 
possible  effect  of  producing  ischemic  changes,  neu- 
rovascular injury  or  excessive  bleeding  by  hinder- 
ing venous  return  only. 

C.  Evaluation  of  shoek  can  be  quickly  per- 
formed by  feeling  the  skin  of  the  forehead  and 
chest.  The  presence  of  cool,  moist  skin  will  quickly 
confirm  the  presence  of  shock  or  impending  cir- 
culatory collapse.  Blood  pressure,  and  particularly 
the  pulse  (and  its  quality),  should  be  recorded  fre- 
quently, preferably  by  one  person.  Typing  and 
cross-matching  must  he  done  promptly  to  obtain 
whole  blood  as  needed. 

Intravenous  saline  should  be  started  with  the 
same  venipuncture.  Plasma  or  plasma  expanders 
can  he  started  immediately  while  waiting  for  the 
whole  blood  to  arrive.  Under  no  eireumstances 
should  the  patient  be  moved  or  treated  extensively 
until  the  eireulatory  status  is  fully  restored.  Hemo- 
globin determinations  are  only  misleading  and  time 
consuming. 

D.  Open  'ivounds  should  be  cleansed  with  saline 
or  aqueous  zepharin  and  co\  ered  with  sterile  pres- 
sure dressing  until  definitive  treatment  may  safely 
be  given.  We  strongly  believe  that  all  open  frac- 
tures and  dislocations  should  be  cleansed,  debrided 
and  closed  in  the  operating  room.  However,  if  it 
becomes  apparent  that  considerable  time  will  elapse 
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before  this  can  be  done  (4  to  6 hours),  we  have 
treated  these  wounds  in  the  emergency  ward.  Thor- 
ough propping,  irrigations  with  normal  saline,  and 
debridement  should  be  done  carefully  by  a masked 
and  gloved  surgeon.  One-half  per  cent  novocain 
may  be  used  safely  for  local  infiltration  anesthesia. 
To  date  we  have  not  regretted  doing  this  when 
indicated. 

E.  Complete  and  accurate  evaluation  of  intra- 
cranial, visceral  or  spinal  cord  injury  must  be  made. 
We  have  found  that  complete  undressing  of  the 
patient  will  expedite  the  examination  and  make  it 
more  thorough.  One  should  never  hesitate  to  cut 
off  clothing  if  need  be.  A severely  injured  patient 
must  be  kept  warm,  and  this  is  well  done  with  the 
use  of  blankets.  We  have  employed  abdominal  para- 
centesis, without  adverse  effects,  to  determine  the 
presence  of  intra-abdominal  bleeding  when  indi- 
cated. An  indwelling  catheter  should  be  inserted 
to  determine  urethral  patency,  bladder  integrity  or 
urinary  tract  bleeding.  Appropriate  consultations 
should  be  obtained  promptly  whenever  indicated. 

F.  Fractures  with  displacement  or  angulation 
should  be  grossly  aligned  and  firmly  splinted  until 
definitive  reduction  and  immobilization  can  be  car- 
ried out. 

Suspected  fractures  must  also  be  adequately 
splinted  to  prevent  further  damage.  Dislocations 
should  be  reduced  as  promptly  as  possible.  We 
have  observed  the  prompt  emergence  from  shock 
when  a major  dislocation,  such  as  the  hip,  is 
reduced. 

G.  Control  of  pain  and  restlessness,  possibly  pro- 
ducing further  injury,  can  be  safely  accomplished 
by  giving  small  doses  of  analgesics.  We  prefer 
Demerol  or  morphine  in  small  intravenous  doses 
as  needed.  We  hesitate  to  use  barbiturates  or  the 
chlorpromazine  derivatives  because  of  the  central 
depressant  features  of  the  former  and  the  occa- 
sional severe  hypotensive  reaction  of  the  latter 
especially  after  acute  blood  loss  has  occurred. 

H.  Prevention  of  further  injury  especially  to 
the  spinal  cord  and  soft  tissues,  must  be  attempted 
by  avoiding  needless  sitting,  turning  or  standing 
of  the  patient  until  proper  splinting,  examination, 
and  diagnostic  X rays  can  be  safely  done.  It  is  best 
to  keep  the  patient  supine  on  a firm  surface  with 
the  head  sandbagged  in  a neutral  position  if  an}' 
question  of  spinal  injury  exists. 

7.  Rapid  and  direct  transportation  to  the  oper- 
ating room  or  unit  must  be  available  and  attempted 
only  when  the  patient’s  condition  is  stable.  It  is 
frequently  wise  to  notify  the  unit  of  the  patient’s 
incipient  arrival  so  that  adequate  help,  and  any 
necessary  equipment  may  be  on  hand.  Sometimes 
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it  may  be  much  wiser  to  proceed  directly  to  the 
operating  room. 

/.  Diagnostic  X-ray  studies  should  only  be  at- 
tempted when  the  patient  is  out  of  shock  and  sta- 
ble. It  is  not  always  a medical  necessity  to  X ray 
an  obvious  fracture  or  dislocation  if  in  so  doing  it 
could  jeopardize  the  patient’s  condition.  However, 
there  are  medico-legal  implications  involved  in  this 
situation,  and  when  it  is  best  not  to  X ray,  one 
should  be  sure  of  the  indications  and  should  have 
this  clearly  recorded  on  the  medical  record. 

K.  Teamzvork  is  frequently  the  key  to  success. 
This  is  of  vital  interest  between  the  physician  and 
the  auxiliary  personnel.  One  doctor  should  assume 
complete  charge  and  direct  others  to  specific  tasks. 
The  patient  should  be  admitted,  without  hesita- 
tion, to  the  most  appropriate  service,  surgical,  frac- 
ture or  neurosurgical,  as  the  most  serious  aspects 
of  the  injury  dictate.  Close  and  willing  co-opera- 
tion must  be  present  betw'een  consulting  services. 

L.  Miscellaneous  adjuvants  necessary  for  suc- 
cessful treatment  must  be  available.  These  include; 
nasal  oxygen,  suction  catheters,  tracheotomy  set- 
up, intravenous  materials,  venous  cut-down  equip- 
ment, compressive  wraps,  pillow  splints  and 
Thomas  splints.  Frequently  one  or  two  small,  easily 
overlooked  items  may  spell  the  difference  between 
success  or  failure. 

II.  Case  Presentation 

The  following  case  history  is  presented  as  an 
example  of  what  we  feel  to  be  the  proper  early  and 
continued  management  of  an  acutely  and  severely 
injured  patient.  This  case  represents  as  severely 
traumatized  an  individual  as  we  have  seen  in  sev- 
eral years.  It  can  well  compare  with  the  “record” 
case  described  by  Watson-Jones.^ 

R.  A.,  Rhode  Island  Hospital  ff-587344 

This  tw'enty-year-old  white  male  was  brought  to 
the  accident  room  at  11  ;55  p.m.  on  12/20/57.  He 
was  ejected  about  twenty  feet  from  an  automobile 
which  had  collided  with  a tree.  (Figure  1) 

On  admission  he  was  barely  responsive.  The 
blood  pressure  was  not  obtainable.  The  pulse  was 
140,  faint  and  thready.  Precursory  examination 
revealed  an  open  fracture  of  the  left  lower  leg 
(Figure  2) . An  8-inch,  vertical  laceration  exposing 
the  right  tibia  was  present  on  the  right  lower  leg. 
A 4-inch  laceration  was  present  extending  deeply 
into  the  perineum. 

The  right  leg  was  held  in  adduction  and  external 
rotation,  the  right  femoral  head  being  palpable  in 
the  groin,  diagnostic  of  an  interior  dislocation  of 
the  hip  (Figure  3).  An  obvious  fracture  of  the  left 
mid-humerus  (Figure  4)  was  present.  A 3-inch 

continued  on  next  page 
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Figure  1 — The  extensively  damaged  automo- 
bile from  which  the  patient  was  thrown. 


Figure  2 — Spiral,  open  fracture  of  the  left  tibia 
and  fibula. 


F/gwre  3 — Classical  anterior  (obturator)  dis- 
location of  the  right  hip. 

laceration  on  the  medial  aspect  of  the  right  elhow 
was  present.  Palpation  of  the  thoracic  cage  revealed 
definite  bone  crepitus,  with  respiration  diagnostic 
of  multiple  rib  fractures.  Deep  pressure  on  the 
pubic  bones  produced  severe  pain  indicating  prob- 
able fractures,  later  confirmed  by  X ray.  The  right 
and  the  left  frontal  sinus  were  opened  by  large 
punctate  wounds.  These  cavities  were  filled  with 
grass  and  dirt. 
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The  patient  was  placed  in  a single  room  on  a 
movable  stretcher.  Adequate  help  was  assembled, 
including  one  nurse  who  was  assigned  to  the  pa- 
tient for  the  night.  His  clothes  were  cut  off.  Blood 
for  typing  was  drawn  immediately  and  intravenous 
saline  started.  Plasma  was  promptly  added  and 
then  a total  of  2,000  cc.  of  whole  blood  was  given. 
Xasal  oxygen  was  administered.  The  patient  be- 
came more  responsive,  his  blood  pressure  returned 
and  rose  to  100/60.  The  pulse  dropped  to  100  and 
his  skin  became  warm  and  dry.  A ^16  Foley 
catheter  was  passed  easily,  and  grossly  bloody  urine 
was  obtained.  Therefore,  the  catheter  was  left  in 
place.  Small  doses  (10  mg)  of  morphine  were  given 
intravenously  to  control  restlessness. 

As  the  patient’s  condition  responded  it  was  de- 
cided to  attempt  to  carry  out  definite  treatment. 
The  operating  room  was  alerted,  anesthesia  ar- 
ranged and  necessary  help  called  in.  At  7 ;00  .\.m. 
the  patient  was  taken  to  the  X-ray  department  on 
his  way  to  the  operating  room.  Only  simple  X rays 
(pelvis,  legs,  and  right  arm  ) were  done. 

Pander  general  (cyclopropane)  anesthesia,  all 
wounds  were  cleansed  and  closed.  The  right  hip 
was  reduced.  The  left  lower  leg  was  aligned  and 
placed  in  plaster. 

The  patient  was  then  returned  to  the  ward.  The 
left  humerus  was  treated  by  traction.  EXT,  neuro- 
surgical, and  G.U.  consultations  were  promptly 
obtained.  Antibiotics  and  tetanus  antitoxin  were 
given.  A right  foot  drop  was  treated  by  a posterior 
plaster  shell.  concluded  on  page  584 

Figure  4 —Tiansyerse  fracture  of  the  left 
humerus. 
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concluded  from  page  582 

The  patient  did  well  until  his  sixth  day  when  he 
developed  classical  signs  and  symptoms  of  a mas- 
sive pulmonary  infarct.  ^Medical  and  surgical  con- 
sultations were  obtained,  and  anticoagulant  ther- 
apy was  agreed  upon,  despite  the  risks  of  urinary 
or  occult  intra-abdominal  bleeding.  Therefore, 
Heparin  was  the  drug  of  choice  because  of  its 
immediate  reversibility  with  Protamine  Sulfate. 
Fresh  blood  was  kept  available  on  the  floor  as  was 
the  Protamine.  His  course  thereafter  was  benign 
and  he  was  discharged  on  his  47th  hospital  day  to 
the  clinic.  Some  months  later  he  developed  a blad- 
der calculus  requiring  surgical  removal.  It  is  now 
two  years  post-injury.  The  patient  is  asymptomatic 
and  planning  to  enlist  in  the  armed  services.  Final 
X rays  reveal  solid  fracture  healing  and  a viable 
right  femoral  head  (Figures  5,  6.  7). 

SUMMARY  AND  CONCLUSION 

Injury  and  trauma  are  increasing.  Every  phy- 
sician, whether  a specialist  or  not,  should  com- 
prehend the  basic  established  principles  of  care 
of  the  injured,  and  have  a sound  program  to  fol- 
low. These  must  be  adaptable  to  the  changing 
situations  that  may  occur. 

Here  at  the  Rhode  Island  Hospital  our  teaching 
centers  on  a program  which  highlights  the  patient’s 
immediate  survival,  with  later  attention  to  the  defi- 
nite handling  of  fractures  and  soft  tissue  injuries. 
Reference  is  made  to  the  necessity  of  close  team- 
work between  various  departments,  the  need  of 


Figure  5 — At  two  years  there  is  solid  healing  of 
the  left  tibia. 
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rapidly  available  help,  emergency  splinting  and 
measures  to  combat  shock. 

If  a carefully  planned  program  is  followed,  with 
improvisations  and  changes  made  as  necessarv,  our 
results  can  only  improve. 
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Figure  6 — Solid  healing  of  the  humerus  taken 
at  two  years  after  injury. 


Figure  7 — Normal  appearance  of  the  right 
femoral  head  at  two  years  after  injury. 
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RHODE  ISLAND  VOLUNTARY  PLANS  LEAD  NATION  IN 
ENROLLMENT  OE  CITIZENS  OVER  AGE  OE  SIXTY-EIVE 


Nine  out  of  ten  of  the  self-supporting  Rhode 
Islanders  age  sixty-five  and  over  are  enrolled 
in  Blue  Cross,  according  to  a research  report  re- 
leased recently  by  the  Rhode  Island  Blue  Cross  and 
Blue  Shield  (Physicians  Service)  Plans. 

The  study  disclosed  the  following  facts : 

1.  The  Rhode  Island  Plans  have  the  highest 
percentage  of  enrollment  in  the  nation  among  old- 
sters, with  93.4  per  cent  in  Blue  Cross  and  77  per 
cent  in  Blue  Shield. 

2.  A higher  percentage  of  people  sixty-five  and 
over  are  enrolled  than  those  under  age  sixty-five. 

3.  Oldsters  go  to  the  hospital  much  more  often, 
and  stay  much  longer,  than  younger  people  — a 
recognized  theory  supported  clearly  by  the  report. 

4.  Older  members  select  and  pay  for  higher 
Blue  Cross  benefits  the  same  as  younger  people. 

5.  The  use  of  hospital  care  increases  with  the 
amount  of  protection  provided  by  Blue  Cross  — 
the  higher  the  benefits,  the  greater  the  use. 

The  research  study  was  prepared  by  Edgar  H. 
Clapp,  associate  director  of  Blue  Cross-Blue  Shield, 
and  was  compiled  from  the  records  of  265,000  Blue 
Cross  contracts  covering  645,000  members.  The 
1960  United  States  census  reports  and  records  of 
the  State  Department  of  Social  Welfare  were  also 
included  in  the  study. 

“Actually,  Blue  Cross  and  Blue  Shield  have  done 
a better  job  of  enrolling  oldsters  than  it  has  enroll- 
ing younger  people,”  Stanley  H.  Saunders,  execu- 
tive director,  commented.  The  report  showed  that 
79  per  cent  of  those  under  sixty-five  had  member- 
ship, compared  to  93.4  per  cent  of  those  age  sixty- 
five  and  over. 

Mr.  Saunders  attributed  the  high  percentage  of 
enrollment  among  oldsters  in  Rhode  Island  to  the 
fact  that  the  local  plan  has  pioneered  in  making 
membership  available  to  persons  over  sixty-five 
through  special  company-sponsored  retiree  groups 
and  open  enrollment  programs,  as  well  as 
allowing  members  leaving  a group  to  continue  on  a 
direct  payment  basis  regardless  of  age. 

“The  importance  of  the  age  factor  in  the  use  of 
hospital  care  was  clearly  eviclenced  by  the  report,” 
Mr.  Saunders  pointed  out.  “On  the  average,  a per- 
son over  eighty  years  old  will  use  almost  four  times 
as  many  days  of  hospital  care  as  a person  under 
forty,  and  three  times  as  many  days  as  a person 


under  sixty-five.” 

The  number  of  hospital  admissions  and  the  aver- 
age length  of  stay  in  the  hospital  also  increases  with 
the  age  of  the  member.  Tbe  average  person  over 
age  sixty-five  goes  to  the  hospital  more  than  twice 
as  often  and  stays  more  than  twice  as  long  as  a 
person  under  twenty-five  according  to  the  report. 

“However,  Blue  Cross  has  never  segregated  the 
oldsters  and  charged  them  a higher  rate  because  of 
their  greater  use  of  hospitalization  as  a group,” 
Mr.  Saunders  said.  “Instead,  the  experience  of  all 
age  groups  has  been  blended  so  that  protection  can 
be  made  available  on  a voluntary  basis  for  our 
senior  citizens  at  a reasonable  cost.” 

In  general,  oldsters  select  and  pay  for  the  higher 
cost  membership  the  same  as  younger  people,  ac- 
cording to  the  report.  For  instance,  the  proportion 
of  members  selecting  the  $20  Blue  Cross  Plan  who 
are  sixty-five  or  over  was  approximately  the  same 
as  those  selecting  the  lower  benefits  and  lower  cost 
plans. 

“This  would  indicate  that  the  cost  of  Blue  Cross 
membership  is  not  a deterring  factor  for  oldsters 
any  more  than  it  is  for  younger  people,”  Air. 
Saunders  commented. 

Approximately  one  third  of  the  members  sixty- 
fi\  e and  over  are  included  in  group  plans,  and  two 
thirds  pay  direct  to  Blue  Cross.  Mr.  Saunders  ex- 
plainecl  that  group  memberships  are  available  when 
the  company  provides  for  retirees  through  a com- 
pany group,  such  as  the  program  recently  an- 
nounced by  the  State  of  Rhode  Island  for  active 
and  retired  employees. 

Another  fact  revealed  by  the  comprehensive 
study  was  that  the  use  and  length  of  stay  in  the 
hospital  increased  in  proportion  to  the  benefits 
provided  under  the  membership.  For  example,  sub- 
scribers with  the  $20  Blue  Cross  Plan  went  to  the 
hospital  almost  twice  as  often,  stayed  slightly 
longer,  and  used  twice  as  many  days  of  hospital 
care  as  subscribers  under  the  $8  Blue  Cross  Plan. 

“In  short.  Blue  Cross  has  enrolled  a higher  per- 
centage of  oldsters  than  younger  people,  and  leads 
the  nation  in  this  respect.  Oldsters  use  the  hospital 
more,  stay  longer,  and  in  general  select  the  same 
types  of  benefits  as  younger  people.  And  the  higher 
tiie  benefits,  tbe  greater  the  use  of  hospital  care, 
Mr.  Saunders  summed  up. 

concluded  on  page  589 
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^^Daddy,  Whafs  Penicillin?” 

“What’s  penicillin?”  There,  in  two  words,  is  the  merest  hint  of  a tremen- 
dously exciting  story  — the  advances  in  modern  medicine. 

Penicillin  typifies  what  has  happened  in  the  field  of  medication  — a whole 
family  of  new  drugs  has  been  found,  reducing  infections  and  curing  diseases 
heretofore  incurable. 

And  what  of  the  doctor  who  prescribes  it?  There  again  is  a story  of  a new 
type  professional  man  — a man  who  reaches  you  more  quickly  . . . does  more 
for  you  . . . than  any  doctor  before  ever  did. 

Yesterday’s  medicine  has  developed  into  today’s  just  as  surely  and  effectively 
as  kerosene  lamps  and  coal  shovels  have  been  exchanged  for  electric  lights 
and  thermostats. 

Armed  with  improved  knowledge,  techniques,  skill  and  medicines,  today’s 
physician  is  returning  more  people  to  health,  more  surely  than  ever  before. 

For  instance,  delicate  operations  on  the  heart  muscle  — unheard  of  a few 
years  ago — are  now  an  established  fact  — opening  up  new  hope  for  many 
who  a short  time  ago  could  not  be  helped. 

Each  year.  Physicians  Service  does  its  part  by  bringing  the  modern  doctor’s 
sure  touch  to  more  thousands  who  otherwise  might  not  receive  it. 


Better  Health  Care  for  More  People  Through 

Physicians  Service 
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RHODE  ISLAND  PLANS  LEAD  NATION 

concluded  from  page  586 

Statistics  for  Physicians  Service,  the  Rhode 
Island  Blue  Shield  Plan,  showed  trends  and  utili- 
zation of  services  similar  to  the  Blue  Cross  report. 
The  Blue  Shield  study  included  231,000  contracts 
covering  567,000  members. 

Mr.  Saunders  concluded  that  the  extensive  re- 
search report  should  have  particular  significance 
in  the  health  economics  field  since  the  Rhode  Island 
Blue  Cross  represents  80  per  cent  of  the  total 
eligible  population  in  the  state,  and  Blue  Shield 
represents  70  per  cent.  Both  records  lead  the  na- 
tion in  the  percentage  of  population  enrolled. 


DIAGNOSIS  AND  MANAGEMENT  OF  ACUTE 
SMALL  BOWEL  OBSTRUCTION 

concluded  from  page  563 

^Gross,  R.  E. : The  Surgery  of  Infancy  and  Childhood, 
pp.  150  et  seq.,  Saunders,  Philadelphia,  1953 

®Hodges,  P.  C. : Miller,  R.  E. : Intestinal  Obstruction, 
Am.  J.  Roent.,  74 :1015-1022,  1955 

’^McCune,  W.  S. ; Keshishian,  J.  M. : Post-operative  In- 
testinal Obstruction,  Surg.,  Gyn.,  Obst.,  96 :567-572,  1953 

SMcIver,  M.  A.:  Acute  Intestinal  Obstruction,  pp.  1-12, 
Hoeber,  New  York,  1934 

®McKittrick,  L.  S. ; Sarris,  S.  P. : Acute  Mechanical 
Obstruction  of  the  Small  Bowel,  New  England  J.  Med., 
222:611-621,  1940 

lOMellins,  H.  Z. ; Rigler,  L.  G. ; The  Roentgen  Findings 
in  Strangulating  Obstructions  of  the  Small  Intestine, 
Am.  J.  Roent.,  71 :404-415,  1954 
iiMoore,  F. : Metabolic  Care  of  the  Surgical  Patient,  pp. 

522  et  seq.,  Saunders,  Philadelphia,  1959 
i^Moore,  T.  C. ; Stokes,  G.  E. : Congenital  Stenosis  and 
Atresia  of  Small  Intestine,  Surg.,  Gyn.,  Obst.,  97  :719- 
730, 1953 

i^Nemir,  P.,  Jr.;  Hawthorne,  H.  R. ; Cohn,  I.,  Jr.;  Drab- 
kin,  D.  L. : The  Cause  of  Death  in  Strangulation  Ob- 
struction; An  Experimental  Study,  Ann.  Surg.,  130:857- 
879,  1949 

i *Nordentoft,  J.  M. ; Hansen,  H. : Treatment  of  Intus- 
susception in  Children,  Surgery,  38:311-320,  1955 
^^Smith,  G.  A.:  Long  Intestinal  Tubes  for  Operative  De- 
compression and  Post-operative  Ileus,  J.A.M.A.,  160:- 
266-268,  1956 

i<>Smith,  G.  A. ; Perry,  J.  F. ; Yonehiro,  E.  G. : Mechanical 
Intestinal  Obstructions,  Surg.,  Gyn.,  Obst.,  100:651-660, 
1955 

i^Wangensteen,  O.  H.;  Paine,  J.  R. : Treatment  of  Acute 
Intestinal  Obstruction  by  Suction  with  a Duodenal  Tube, 
J.A.M.A.,  101 :1532-1539,  1933 
^^Wangensteen,  O.  H. ; Rea,  C.  E. ; Smith,  B.  A.;  Schwy- 
zer,  H.  C. : Experiences  with  Employment  of  Suction  in 
the  Treatment  of  Acute  Intestinal  Obstruction,  Surg., 
Gyn.,  Obst.,  68:851-868,  1939 


Patronize  Journal  Advertisers 


EXPERIMENTAL  USE  OF  CARDIOPLEGIC 
AGENTS  IN  OPEN-HEART  SURGERY 
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Papa,  r.n.  from  the  Cardio-pulmonary  Depart- 
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739.000  Rhode  Islanders  Possess  Health  Insurance 

The  number  of  persons  in  Rhode  Island  with 

health  insurance  reached  a new  high  of  739,000  at 
the  end  of  1959,  the  Health  Insurance  Institute 
reported  recently.  This  was  an  increase  of  4.7  per 
cent  over  the  1958  year-end  total. 

The  report  was  based  on  the  14th  annual  Health 
Insurance  Council  survey  of  health  insurance  cov- 
erage in  the  U.S.,  which  revealed  that  nearly  128 
million  Americans,  or  72  per  cent  of  the  total 
civilian  population,  were  protected  by  health  insur- 
ance as  of  December  31,  1959. 

The  survey  of  reports  from  insurance  compa- 
nies, Blue  Cross-Blue  Shield  and  other  health  care 
plans,  disclosed  that  the  number  of  persons  in  the 
state  with  hospital  expense  insurance  increased  by 

33.000  during  the  year  to  reach  a total  of  739,000 
at  the  end  of  1959. 

The  number  of  persons  with  surgical  expense 
insurance  climbed  from  597,000  at  the  end  of  1958 
to  655,000  at  the  end  of  last  year.  Persons  pro- 
tected by  regular  medical  expense  insurance,  which 
helps  pay  for  doctor  visits  for  nonsurgical  care, 
increased  from  556,000  to  615,000. 

Blue  Plans  W'in  Approval  of  36%  of 
Federal  Employees 

At  least  1,450,000  employees  have  enrolled  in 
the  Federal  employees  health  benefits  program  ac- 
cording to  preliminary  and  incomplete  registration 
figures  received  from  35  of  the  38  carriers  of 
participating  health  benefit  plans,  the  Civil  Service 
Commission  announced  today.  The  new  program 
went  into  effect  early  in  July. 

The  enrollment  figures  are  based  on  the  number 
of  registration  forms  received  by  participating  car- 
riers by  the  close  of  business  July  15.  Because  on 
that  date  all  registration  forms  had  not  yet  been 
processed  by  Federal  agencies  and  received  by  the 
carriers,  final  figures  on  employee  enrollment  will 
not  be  available  for  another  two  or  three  weeks, 
the  Commission  said.  Figures  on  the  number  of 
employee  dependents  enrolled  will  also  he  available 
at  a later  date. 


The  1,453,600  preliminary  enrollment  figure 
breaks  down  as  follows : Government-wide  Serv- 
ice Benefit  Plan  (Blue  Cross-Blue  Shield)  — 
805.000,  or  56  per  cent  of  total  enrollment  received ; 
Government-wide  Indemnity  Benefit  Plan  (Aetna 
Life  Insurance  Company)  — 400,000,  or  27  per 
cent  of  the  total ; Federal  employee  organization 
plans  — 159,400,  or  11  per  cent  of  the  total;  and 
comprehensive  medical  plans  — 89,200,  or  6 per 
cent  of  the  total. 

According  to  samplings  made  of  the  four  cate- 
gories of  plans  offered,  selection  of  high  and  low 
options  were : Government-wide  Service  Benefit 
Plan  — 82  per  cent  high  and  18  per  cent  low  ; Gov- 
ernment-wide Indemnity  Benefit  Plan  — 82  per 
cent  high  and  18  per  cent  low  ; employee  organiza- 
tion plans  — 60  per  cent  high  and  40  per  cent  low, 
and  comprehensive  medical  plans  — 85  per  cent 
high  and  1 5 per  cent  low. 

The  new  program,  which  is  administered  by  the 
Commission’s  Bureau  of  Retirement  and  Insur- 
ance. was  authorized  by  the  Federal  Employees 
Health  Benefits  Act  of  1959.  It  is  a voluntary,  con- 
tributory health  benefits  program  with  the  Federal 
government  paying  up  to  one-half  the  cost  of  the 
subscription  charges  and  employees  paying  the 
remainder  through  payroll  deductions. 

Regular  TV  Channels  to  Carry  Weekly 
Medical  News  Review 

A weekly  review  of  medical  news  for  physicians, 
using  regular  commercial  television  channels,  will 
go  on  the  air  October  30  over  a nationwide  net- 
work. Medical  Xews  Inc.  of  Xew  York  City,  an- 
nounced recently. 

The  fifteen-minute  program.  This  Jf^cek  in 
Medicine,  will  be  broadcast  on  Sunday  afternoons. 
The  selection  of  the  broadcast  time  was  based  on 
preferences  expressed  by  physicians  in  cities  where 
the  program  was  tested  with  the  co-operation  of 
county  medical  societies. 

Tests  in  four  cities  — Dallas.  Kansas  City, 
Miami  and  Binghamton  — showed  that  even 
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a promise  fulfilled 


All  corticosteroids  provide  symptomatic  control  in  rheumatoid  arthritis,  inflammatory  derma- 
toses, and  bronchial  asthma.  They  differ  in  the  frequency  and  severity  of  side  effects.  Introduced 
in  1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efficacy  and  relative  safety. 


Physicians  today  recognize  that  the  promise  has  been  fulfilled  ...  as  evidenced  by  the  high  rate 
of  refilled  Aristocort  prescriptions. 


Triamcinolone 


LEDERLE 


I.EDERLE  LABORATORIES,  A nivision  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 
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continued  from  page  590 

though  This  Week  in  Medicine  could  be  seen  by 
the  public  over  regular  channels,  the  technical  lan- 
guage and  subject  matter  limited  the  audience  to 
physicians  and  members  of  allied  health  professions. 

Using  video  tape  and  film,  each  program  will 
include  a world-wide  summary  of  medical  news 
and  a filmed  feature  on  some  aspect  of  research, 
clinical  medicine  or  surgery.  It  will  mark  the  first 
use  of  regular  television  channels  to  reach  a nation- 
wide medical  audience  on  a professional  level. 

The  series  will  be  sponsored  by  Cl  BA  Phar- 
maceutical Products  Inc.,  and  produced  by  the 
editorial  stall  and  medical  consultants  of  Medical 
News.  News  will  be  gathered  by  tbe  Medical 
News  network  of  contributing  editors  and  corre- 
spondents in  this  country  and  abroad.  As  in  the 
biweekly  newspaper,  also  sponsored  by  Cl  BA,  the 
news  and  feature  content  will  be  controlled  by  the 
editorial  stall  and  medical  consultants  independ- 
ently of  the  pharmaceutical  company. 

The  program  will  also  complement  ]Medic.\l 
Xews  in  giving  the  highlights  of  major  scientific 
meetings  and  in  calling  the  attention  of  physicians 
to  important  editorial  content  of  scientific  journals. 

Information  on  prescription  pharmaceutical 
products  will  be  gi\en  in  scientific  terms  and  will 
be  confined  to  pharmacological  properties.  Clinical 
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indications  for  use  of  Cl  BA  drugs  will  not  be 
cited,  but  will  be  made  available  to  physicians 
through  normal  channels.  Xonprescription  drugs 
will  not  be  mentioned. 

Sports  Injury  Conference  to  be  Held  During 
A.AI.A.  Clinical  Session 

The  Second  Xational  Conference  on  the  Med- 
ical Aspects  of  Sports  sponsored  by  the  American 
Medical  Association,  under  the  auspices  of  the 
A.M.A.  Committee  on  the  Aledical  Aspects  of 
Sports,  will  be  held  in  \\'ashington,  D.  C.,  at  the 
Statler  Hotel  on  Xovember  27,  1960.  The  confer- 
ence will  immediately  precede  the  annual  Clinical 
Meeting  of  the  American  Medical  Association, 
Xovember  28  — December  1,  1960. 

.\s  was  true  of  the  first  meeting  on  this  subject 
at  Dallas,  Texas,  in  X'ovember,  1959,  the  second 
conference  will  cover  a wide  range  of  subjects.  In- 
cluded will  be  papers,  panels,  and  discussions  re- 
lating to  training  and  conditioning,  prevention  of 
injuries,  recognition  referral  and  treatment  of 
injuries,  the  psychology  of  sports  participation  and 
other  subjects. 

Those  interested  in  receiving  announcements 
concerning  the  conference  should  address  the  sec- 
retary. Committee  on  the  Medical  Aspects  of 
Sports.  American  Medical  Association,  535  Xorth 
Dearborn,  Chicago  10,  Illinois. 

Prescription  Drug  Industry  Reports  on 
Funds  for  Research 

The  prescription  drug  industry  disclosed  last 
month  that  it  spent  197  million  dollars  on  research 
and  development  last  year  in  the  biggest  privately 
financed  assault  on  ill  health  in  history. 

The  expenditure  - — 16  per  cent  higher  than  in 
1958  — amounted  to  7.8  per  cent  of  the  companies’ 
pharmaceutical  sales  of  more  than  2.5  billion 
dollars. 

Doctor  Austin  Smith,  president  of  the  nation- 
wide trade  association  of  140  ethical  drug  firms, 
hailed  the  expenditure  as  “a  typically  American 
example  of  the  force  of  private  enterprise  at  work 
for  the  betterment  of  bumanity.” 

Doctor  Smith  said  his  organization  has  com- 
pleted the  third  annual  survey  of  research  activities 
of  the  industrv  in  co-operation  with  the  Xational 
Institutes  of  Health.  It  disclosed,  among  other 
facts,  the  following: 

Drug  industry  research  spending  in  lO.iO  was  7 
million  dollars  more  than  the  companies  estimated 
a year  ago  that  it  would  be. 

Over  18  million  dollars  of  the  total  was  spent 
outside  of  pharmaceutical  house  laboratories  in  tbe 
form  of  grants  and  contracts  to  medical  schools, 
hospitals,  research  institutes  and  other  institutions. 

.■\n  estimated  100,200  chemicals,  compounds  and 
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buttons  are  to  keep  people  warm 


cats  are  so  you  can  have  kittens 


REDISOLg,  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children's  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25,  50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injection  USP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1, 5 and  10-cc.  vials). 


Drawings  reproduced  from  "A  Hole  Is  to  Dig",  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  & Brothers. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 

MERCK  SHARP  8c  DOHME,  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  I,  PA. 


REDISOL  IS  A TRADEMARK  OF  MERCK.&  CO.,  INC. 
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The  A.  B.  Munroe  Dairy 
Laboratory,  where  milk  is 
subjected  to  constant  testing, 
using  the  most  modern  methods 
of  milk  analysis. 


Through  every  step  in 
processing,  from  the  immaculate 
receiving  room  to  pasteurizing 
and  homogenizing,  on  through 
bottling  and  refrigeration,  the 
A.  B.  Munroe  Dairy  observes 
the  strictest  standards  of 
dairy  hygiene.  The  spotless 
surroundings  and  rigid  quality 
control  are  so  designed  that  all 
A.  B.  Munroe  Dairy  products 
that  reach  your  table  are  as 
fresh,  wholesome  and  pure  as 
modern  science  can  make  them. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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other  siil)stances  were  prepared,  obtained  and  bio- 
logically tested  by  the  industry  in  1959  in  its  search 
for  new  and  more  specific  medicinals. 

Of  these  substances.  36,600  were  in  the  field  of 
cancer  chemotherapy.  The  second  heaviest  concen- 
tration was  28,200  substances  pertaining  to  aller- 
gies and  infectious  diseases. 

The  140  producer  members  of  the  Pharmaceu- 
tical Manufacturers  .Association,  responsible  for 
more  than  95  per  cent  of  ethical  drug  production  in 
the  United  States,  estimate  research  and  develop- 
ment spending  of  214  million  dollars  in  1960. 

PG  Course  on  Diseases  of  the  Chest 
Scheduled  for  November 

The  Council  on  Postgraduate  iMedical  Educa- 
tion of  the  .American  College  of  Chest  Physicians 
has  announced  a course  on  Recent  Advances  in  the 
Diagnosis  and  Treatment  of  Diseases  of  the  Heart 
and  Lungs  to  he  held  at  the  Park-Sheraton  hotel 
in  Xew  A'ork  City.  Xovember  14-18.  Tuition  for 
each  five-day  course  will  be  $100,  including  round- 
table luncheon  discussions.  The  course  was  ar- 
ranged under  the  co-chairmanship  of  Doctor  Edgar 
layer,  clinical  professor  of  medicine,  Xew  A'ork 
Universitv  Postgraduate  Aledical  Center ; Doctor 
.Alfred  S.  Dooneief,  lecturer  in  medicine,  Columbia 
University  College  of  Physicians  and  Surgeons ; 
and  Doctor  Emil  .A.  Xaclerio,  chief,  thoracic  sur- 
gical ser\ices.  Harlem  and  Columbus  hospitals, 
X'ew  A'ork  City. 

Rhode  Island  Fourth  in  State  Enrolbnents  for 
Health  Insurance 

Eourteen  states  now  have  more  than  75  per  cent 
of  their  population  covered  by  health  insurance, 
the  Health  Insurance  Institute  reported  recently. 

Xew  A'ork  State,  with  a coverage  figure  of  90.7 
per  cent  based  on  more  than  15  million  insured 
residents,  leads  all  50  states.  The  Institute  said 
other  states  in  the  75  per  cent  or  higher  group  are 
Connecticut  (88.0),  Pennsylvania  (87.0),  Rhode 
Island  ( 86.3  i,  Ohio  (85.8),  A’ermont  (85.-0),  Illi- 
nois (81.3).  Alissouri  (79.9),  Alichigan  (79.3), 
^Massachusetts  (79.0),  Minnesota  (78.3),  Indiana 
(77.7),  Delaware  (77.1),  and  Colorado  (76.3). 

There  are  29  states  which  have  between  50  and 
75  per  cent  of  tbeir  populations  covered  by  health 
insurance,  and  seven  states  which  have  less  than  aO 
per  cent  of  their  residents  so  insured,  said  the 
Institute. 

On  a regional  basis,  the  nine  Xortheast  states  of 
Xew  A'ork.  X'ew  Jersey,  Pennsylvania,  Connec- 
ticut, Massachusetts.  Rhode  Island.  Vermont,  Xew 
Hampshire  and  Maine  boasted  the  greatest  per- 
centage of  population  with  health  insurance,  84.5 
per  cent,  based  on  37  million  insured  persons  out 
of  the  region’s  total  population  of  44  million. 
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Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASIl! 

(reserpine  ciba) 
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One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J.  A.:  J.  South  Carolina 
Complete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  . . in  about  70 
per  cent  of  cases . . .”* 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  antihypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  anti  hypertensives, 
Serpasil  minimizes  the  incidence  and  severity^ 
of  their  side  effects. 


M.  A.  51:417  (Dec.)  1955. 
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THROUGH  THE  MICROSCOPE 
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The  Midwest  followed  with  78.1  per  cent  cov- 
erage based  on  almost  41  million  persons  with 
health  insurance  out  of  52  million  population  in 
the  12  regional  states  of  Ohio,  Indiana,  Illinois, 
Michigan,  Wisconsin,  Minnesota,  Iowa,  Missouri, 
North  Dakota,  South  Dakota,  Nebraska  and 
Kansas. 

West  Third:  The  \\'est  ranked  third  with  66.3 
per  cent.  More  than  17  million  persons  have  health 
insurance  out  of  the  better  than  26  million  persons 
living  in  the  13  states  of  IMontana,  Idaho,  Wyo- 
ming, Utah,  Colorado,  Nevada,  New  Mexico, 
Arizona,  ^\’ashington,  Oregon,  California,  Alaska 
and  Hawaii. 

The  South  had  60.0  per  cent  coverage  with  more 
than  32  million  insured  persons  out  of  the  54  mil- 
lion residing  in  the  16  regional  states  of  Delaware, 
Maryland,  \"irginia,  \\Tst  Virginia,  Kentucky, 
N’orth  Carolina,  South  Carolina,  Tennessee,  Flor- 
ida, Georgia,  Alabama,  Mississippi,  Louisiana, 
.\rkansas,  Oklahoma  and  Texas. 

.-\t  the  close  of  last  year,  127,896,000  persons 
(4.8  million  more  than  at  the  end  of  1958)  had 
health  insurance  for  a national  health  insurance 
coverage  figure  of  72  per  cent,  said  the  Institute. 

From  1958  to  1959,  all  four  regions  showed  an 


RHODE  ISLAND  MEDICAL  JOURNAL 

increase  in  the  number  of  insured  persons  with  the 
South  leading  the  way.  The  South  gained  1.6  mil- 
lion covered  persons  while  the  Midwest’s  total 
increased  by  1.2  million,  the  West’s  by  1.1  million 
and  the  Northeast  by  .9  million. 

One  of  the  nation’s  newer  states,  Alaska,  had  the 
lowest  coverage  figure,  31.0  per  cent,  which,  how- 
ever, was  up  from  the  1958  figure  of  24.6  per  cent. 
Hawaii’s  coverage  figure  was  45.9  per  cent,  said 
the  Institute. 


DID  YOU  KNOWP 

• That  June  is  the  peak  month  for  tonsillectomies 
and  that  July,  August  and  September  are  the  low 
months. 

• That  tonsillectomy  patients  are  usually  be- 
tween the  ages  of  three  and  eight,  and  that  these 
operations  are  more  common  among  girls  than 
boys. 

• That  tonsillectomies  are  reasonably  safe  pro- 
cedures; One  out  of  32  cases  experiences  excessive 
bleeding,  two  cases  in  1,000  result  in  infection, 
and  in  a recent  study  of  9,240  tonsillectomies  only 
one  death,  that  of  a 3Tyear-old  man,  was  reported. 

• That  an  analysis  of  claims  paid  by  group  health 
insurers  shows  that  18  per  cent  of  all  surgical 
claims,  excluding  maternity,  were  for  the  removal 
of  tonsils. 
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'B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


® Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


r 

The  combined  spectrum 
HH  of  three  overlapping 
■■  antibiotics  v/ill  eradicate 
virtually  all  known  top- 
ical  bacteria. 

Wl 


‘NEOSPORIN’ 


brand  Antibiotic  Ointment 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


® A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

'Aerosporin'®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 

(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  Va  oz. 

(with  ophthalmic  tip) 

Tubes  of  V2  oz.  and 

Ya  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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BOOK  REVIEWS 


YOUR  HEART:  A Handbook  for  Laymen  by 

H.  ]\Iarvin,  Doubleday  & Co.,  Inc., 

Garden  City,  X.  Y.,  1960.  $4.50 

This  moderately  priced  ($4.50)  book  of  335 
pages  is  a reliable  and  remarkably  complete  source 
of  information  about  the  heart  for  laymen.  There 
are  26  chapters  and  the  titles  of  those  containing 
more  than  10  pages  are  as  follows : Irregularities 
of  the  Heart;  Hypertension ; Congestive  Heart 
Failure;  Angina;  Heart  Attack;  What  Causes 
Coronary  Sclerosisf ; Anticoagulants ; Stress  and 
Strain;  Obesity;  The  Electrocardiogram ; Patients 
and  Doctors.  Many  other  topics  are  discussed  in 
the  shorter  chapters,  and  throughout  there  is  a 
lively  seasoning  of  medical  history  and  brief  sum- 
maries of  some  of  the  major  medical  articles  on 
which  current  concepts  of  medical  or  surgical  opin- 
ion and  treatment  are  based.  In  general,  this  refer- 
ence material  is  wisely  chosen  and  supplemented 
by  comments  based  upon  the  author’s  own  wide 
and  perceptive  experience. 

The  general  tone  is  one  of  optimism  without  re- 
treat from  honesty,  and  through  the  pages  shines 
the  author’s  obvious  interest  in  his  patients  as 
human  beings,  with  their  weaknesses,  follies,  and 
foibles,  hut  also  with  their  frequent  examples  of 
unquenchable  courage.  Doctor  IMarvin  gives  both 
sides  of  controversial  questions  hut  does  not  hesi- 
tate to  give  us  his  opinion.  For  example,  contrary 
to  Doctor  Paul  D.  M’hite,  he  is  unconvinced  of  the 
value  of  exercise  in  preventing  coronary  artery 
disease  and.  admitting  his  personal  bias,  takes  de- 
light in  quoting  Santayana,  “The  need  of  exercise 
is  a modern  superstition,  invented  by  people  who 
ate  too  much  and  had  nothing  to  think  about.” 

Here  then  is  a book  by  a wise  and  friendly  phy- 
sician, an  astute  observer  of  human  beings  and  one 
who  has  clearly  enjoyed  and  been  enriched  by  his 
nonmedical  reading.  Laymen  can  read  this  book 
with  confidence  and  benefit,  though  not  without 
some  mental  effort,  eased  somewhat  by  an  excellent 
glossary  of  terms  at  the  end  of  the  book.  There  is 
something  of  value  to  be  derived  by  physicians,  too, 
in  browsing  through  this  book  and  most  of  us 
would  be  wiser  and  more  tolerant  after  reading  in 
detail  the  chapter  on  Patients  and  Doctors. 

Frank  Pj.  Cutts,  m.d. 


DISEASES  OF  THE  NAILS  by  \h  Pardo-Cas- 
tello  and  O.  A.  Pardo,  Charles  C Thomas, 
Springfield,  111.,  1960,  3d  edition,  pp.  277,  113 
illustrations,  $8.50. 

This  is  the  third  edition  of  a classic.  It  is  re- 
markable bow  the  authors  have  succeeded  in  con- 
densing so  much  material  in  a relatively  small 
book,  devoted  to  an  important,  although  limited, 
branch  of  dermatology.  Notable  additions  have 
been  made  to  anatomy,  histologvq  histopathologv^ 
chemical  composition  and  the  rate  of  growth  of 
nails. 

In  the  chapter  pertaining  to  aff'ections  peculiar 
to  the  nails,  onychiae  and  paronychiae  of  various 
kinds,  bacterial  and  mycotic,  are  discussed.  The  in- 
dispensability of  the  laboratory  in  reaching  a diag- 
nosis is  stressed.  Details  of  technique  for  such 
examination  are  given. 

The  therapy  of  onychomycosis,  almost  hopeless 
a short  while  ago,  has  taken  a most  important  step 
forward  very  recently,  with  the  discovery  of 
Griseofulvin.  The  large  personal  experience  of  the 
authors  in  this  therapy  is  discussed  at  length. 

Onycholysis  resulting  from  nail  base  coats,  and 
the  improvement  of  the  nail,  parallel  with  the  im- 
provement of  the  hair  in  alopecia  totalis  following 
corticosteroid  therapy,  are  mentioned.  Tumors, 
onychodystrophyes,  congenital  ectodermal  defects, 
occupational  affections,  ungual  symptoms  due  to 
drugs  and  poisons  are  discussed.  L’ngual  disorders 
related  to  systemic  diseases  (psoriasis,  eczema, 
svphilis,  anemia,  avitaminoses,  endocrinopathies) 
should  be  of  particular  interest  to  the  internist. 

References  number  462  and  are  international, 
making  the  book  invaluable  to  the  researcher. 

The  authors  deserve  to  be  highly  commended 
for  a fine  piece  of  work. 

F.  Ronchese,  m.d. 

FUNDAMENTALS  OF  CLINICAL  HEMA- 
TOLOGY by  Byrd  S.  Leavell  and  Oscar  A. 
Thorup,  Tr.  \\'.  B.  Saunders  Co.,  Pbil.,  1960. 
$10.00 

Tills  book  encompasses  the  field  of  present-day 
hematology  in  481  pages,  and  is  thus  a good  deal 
smaller  than  most  standard  textbooks  in  the  field. 
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A brief  first  chapter  deals  with  basic  morphology 
and  chemistry  leaving  more  details  to  standard 
texts  in  physiology  and  biochemistry.  Chapter  2 
is  an  excellent  review  of  red  cell  physiology  and 
Chapter  3 deals  with  the  classification,  mechanism, 
and  the  diagnosis  of  the  anemias.  The  next  eight 
chapters  cover  the  description  of  specific  diseases 
and  syndromes  and  the  last  chapter  deals  with  tech- 
nicjues.  There  are  excellent  case  reports  illustrat- 
ing the  various  disease  entities  described.  The  book 
is  highly  up  to  date.  The  authors  have  shown  ex- 
cellent judgment  in  what  subjects  to  emphasize  and 
which  ones  to  play  down.  In  consequence,  the  text 
makes  pleasant  reading  and  both  the  beginner  and 
advanced  student  should  find  it  instructive  and 
refreshing. 

If  one  were  to  look  for  flaws,  it  w'ould  be  that 
there  are  few  illustrations,  particularly  when  it 
comes  to  blood  and  bone  marrow  morphology. 
Since  excellent  atlases  on  morphology  are  avail- 
able, this  should  not  be  too  much  of  a drawback. 

This  book  is  highly  recommended. 

Erwin  O.  Hirsch,  m.d. 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  I -33 1 5 


SAVE 


W ednesday,  November  9 

^ ^ ^ 


Interim  Meeting 
of  the 

Rhode  Island  Medical  Society 


THE  RHODE  ISLAND 
MEDICAL  SOCIETY 
ADDITIONAL  COMMITTEE 
APPOINTMENTS 

Child-School  Health  Committee 
Ruth  Appleton.  M.D. 

Briand  Beaudin,  M.D. 

William  Leet,  M.D. 

William  L.  Mauran,  Jr.,  M.D. 

Diabetes  Committee 
Edward  Zamil,  M.D. 

Thomas  Murphy,  M.D. 

Maternal  Health  Committee 
John  G.  M’alsh,  M.D. 

Alvin  G.  Gendreau,  M.D. 

Guyon  Dupre,  M.D. 

Samuel  Nathans,  IM.D. 

J.  Kenneth  Beezer,  M.D. 

Mental  Health  Committee 
Joseph  Wittig,  M.D. 

Sesqnicentennial 
(General  Committee) 

Arthur  E.  Hardy,  M.D. 


One  Caution  V/hen 
You  Buy  Mink...<::^^ 

M 


Consult  a reliable  furrier  who  is 
interested  in  protecting  your  in- 
terests, with  honest  value  and 
guaranteed  quality.  Come  to 
Harris,  and  buy  with  confidence! 

WILLIAM  H.. 


New  England’s  Largest  Exclusive  Furrier 
400  Westminster  Street 

Our  2nd  Half-Century  of  Fine  Fur  Tradition 
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( drinking  a glass  of  pure  Florida 
re  juice.  And  that’s  important  to 
r hysician  for  several  reasons. 

I w your  patients  obtain  their  vita- 
ijor  any  of  the  other  nutrients  found 
Jjrus  fruits  is  of  great  medical  inter- 
(•:onsidering  the  fact  there  are  so 
M wrong  ways  of  doing  it,  so  many 
bj  tutes  and  imitations  for  the  real 

/tually,  there’s  no  better  way  for 
M oung  lady  to  obtain  her  vitamin  C 
B by  doing  just  what  she  is  doing, 


for  there’s  no  better  source  than  oranges 
and  grapefruit  ripened  in  the  Florida 
sunshine.  There’s  no  substitute  for  the 
result  of  nature’s  own  mj'sterious  chem- 
istry, flourishing  in  the  warmth  of  this 
luxurious  peninsula. 

An  obvious  truth,  you  might  say,  but 
not  so  obvious  to  the  parents  of  many 
teen-agers. 

We  know  that  a tall  glass  of  orange 
juice  is  just  about  the  best  thing  they 
can  reach  for  when  they  raid  the  refrig- 
erator. We  also  know  that  if  you  en- 


courage this  refreshing  and  healthful 
habit  among  your  young  patients  — and 
for  that  matter,  your  patients  of  any  age 
— you’ll  be  helping  them  to  the  finest 
between-meals  drink  there  is. 

Nothing  has  ever  matched  the  quality 
of  Florida  citrus— watched  over  as  it 
is  by  a State  Commission  that  enforces 
the  world’s  highest  standards  for  quality 
in  fresh,  frozen,  canned  or  cartoned 
citrus  fruits  and  juices. 

That’s  why  the  young  lady’s  activities 
are  of  medical  interest. 

©Florida  Citrus  Commission,  Lakeland,  Florida 
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in  chronic  alcoholics  • Compazine® 

brand  of  prochlorperazine 


reduces  the  urge  to  drink — by  controlling  the  anxieties  and  frustrations 
from  which  patients  seek  escape  in  alcohol.  On  ‘Compazine’,  patients  become 
more  amenable  to  counselling,  and  therapy  may  be  continued  with 
remarkable  safety  . . . for  months,  if  necessary. 
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Interim  Meeting  at  the 
Squantum  Club  — Wednes- 
day, November  9 . . . See 

page  606  Volume  XLIII,  No.  10 

Table  of  Contents,  page  603 
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. . . in  a more  acid-stable  form  ...  for  greater  therapeutic  activity 


• more  antibiotic  available  for  absorption 

• new  prescribing  convenience 

• same  unsurpassed  safety 

Puivules  • Suspension  • Drops 

llosone®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 


032639 


one  businessman  has  epilepsy.. .even  his  colleagues 
leed  not  know- if  his  seizures  are  adequately  controlled 

i^ith  proper  medication,  epileptics  may  achieve  success  in  a wide  variety  of  professions.^ 


))■  imlnoved  seizure  control 

® SODIUM  >. pul  standingly  effective  in  grand  vial  and  psychoniotor  seiz- 

ures: “DILANTIN  is  an  effective  anticonvidsant  which  is  useful  in  controlling 

_ epileptic  attacks  of  any  type  with  the  exception  of  idiopathic  petit  mal.”^  "It 

Idilantin]  is  one  of  the  few  useful  anticonvidsants  in  which  oversedation  is  not  a common  problem  when 
idl  therapeutic  doses  are  employed.’’^  Dilantin  Sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  avail- 
ble  in  several  forms,  including  Kapseals  of  0.03  Gm.  and  of  0.1  Gm.,  in  bottles  of  100  and  1,000. 


DILANTIN 


ther  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

or  grand  mal  and  psychomotor  seizures:  PHELANTlN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
esoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit  mal  triad:  milontin®'  Kapseals  (phen- 
iiximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  7ng.  per  U cc.,  16-ounce  bottles 
, CELONTIN®  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 


\dTERATURE  SUPPLYING  DETAILS  OF  DOSAGE  AND  ADMINISTRATION  AVAILABLE  ON  REQUEST. 
1)  Abraham,  W.,  in  Green,  J.  R.,  & Steelman,  H.  F.:  Epileptic  Seizures,  Baltimore,  Williams  <6  Wilkins  Company, 
956,  p.  132.  (2)  Crawley,  J.  W.:  M.  Clin.  North  America  42:317  (March)  1958.(3)  Bray,  P.  F.:  Pediatrics  23:151, 1959. 


PARKE,  DAVIS  & COMPANY 
Detroit  32,  Michigan  27660 
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y4nd  No  Dollar N Year^  Eitherl 

Behind  Physicians  Service  is  a board  of  directors  made  up  of  laymen  and 
doctors.  All  of  them  are  outstanding  men  in  our  State.  They  plan  the  surgical 
benefits  to  be  administered  to  over  half  a million  Rhode  Island  members. 

Physicians  Service  is  run  like  a business,  because  that’s  what  it  is.  Created 
by  legislative  authority,  the  board  of  directors  sits  — as  does  any  similar 
group  in  industry  — to  direct  policies  and  keep  things  running  smoothly. 

There  is  a difference,  however:  these  directors  serve  without  pay.  They 
give  voluntarily  of  their  time  and  fulfill  their  duties  as  conscientiously  as 
if  they  were  earning  high  salaries. 

These  men  serve  willingly  without  pay  because  Physicians  Service  is  a 
community  project.  It  is  a non-profit  organization.  It  was  created  to  help 
prepay  the  costs  of  surgical,  medical,  or  obstetrical  care.  It  provides  for 
medical  visits  in  the  hospital  and  covers  surgery  in  your  home,  doctor’s 
office  or  the  hospital. 

How  well  this  board  operates  in  the  public  interest  is  shown  by  these  two 
facts:  1.)  The  Rhode  Island  Physicians  Service  Plan  has  the  greatest  per- 
centage of  persons  covered  of  any  state  in  the  union  j 2.)  It  operates  more 
economically  than  any  other  plan. 

From  this  firm  basis  have  come  extensive  benefits.  In  addition,  the  directors 
of  Physicians  Service  pledge  to  continue  to  offer  new  benefits  whenever 
studies  prove  they  are  needed  and  are  economically  feasible. 


Better  Health  Care  for  More  People  Through 

Physicians  Service 


TABLE  OF  CONTENTS 


603 


rTTTrTTTTTTTTTTTTTTTTTrrTTTTTTTTTTTTT'TTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTTT 


The  RHODE  ISLAND  MEDIEAL  JOlIRML 

Editorial  and  Business  Office:  106  Francis  Street,  Providence,  R.  I. 

Editor-in-Chief:  Seebert  J.  Goldowsky,  m.d. 

Associate  Editors-in-Chief 

Alex  M.  Burgess,  Sr.,  m.d.  Henri  E.  Gauthier,  m.d. 

Managing  Editor:  John  E.  Farrell 
Committee  on  Publications 
(in  addition  to  editors  listed  above) 

John  A.  Dillon,  m.d.  Charles  L.  Farrell,  m.d.  Robert  V.  Lewis,  m.d. 
Peter  L.  Mathieu,  m.d.  Jose  M.  Ramos,  m.d.  Bencel  L.  Schiff,  m.d. 

Owned  and  Published  Monthly  by 
THE  RHODE  ISLAND  MEDICAL  SOCIETY 
Second-class  postage  paid  at  Providence,  Rhode  Island 
Copyright,  1960,  the  Rhode  Island  Medical  Society,  106  Francis  Street,  Providence  3,  Rhode  Island 
Single  copies,  25  cents  . . . Subscription,  $2.00  per  year. 


Volume  XLIII,  No.  10 


October,  I960 


TABLE  OF  CONTENTS 


LOW  BACK  PAIN  FROM  THE  ORTHOPEDIC  STANDPOINT, 

Americo  A.  Savastano,  M.D. 

GYNECOLOGICAL  CAUSES  OF  BACKACHE,  Henry  C.  McDuff,  Jr.,  m.d. 
UROLOGICAL  CAUSES  OF  BACK  PAIN,  Ernest  K.  Landsteiner,  M.D 

WESTERN  EQUINE  ENCEPHALOMYELITIS  IN  RHODE  ISLAND, 

Alton  M.  Pauli,  m.d.,  and  Raymond  Young,  ph.d. 

LOCAL  INJECTION  THERAPY  OF  RHEUMATIC  DISEASES  WITH  A 
NEW  SYNTHETIC  CORTICOID  SUSPENSION,  Stanley  D.  Simon,  m.d., 
AND  Caroll  M.  Silver,  m.d. 

THE  USE  OF  AN  ALDOSTERONE  ANTAGONIST  IN  PATIENTS  WITH 
RESISTANT  EDEMA,  Mieczyslaw  Garber,  m.d. 

EDITORIALS 

John  E.  Donley,  M.D. 

Infant  Mortality  Trends 
An  Independent  Newspaper 


PAGE 

625 

629 

631 

633 


DEPARTMENTS 


The  Washington  Scene 
Through  the  Microscope 
Book  Reviews 


MISCELLANEOUS 

Interim  Meeting,  Rhode  Island  Medical  Society  Program 
Provisional  Vital  Statistics,  Rhode  Island  Department  of  Health 
Photograph.  John  E.  Donley,  m.d. 

A.M.A.  Interim  Session  at  Washington,  D.C. 

Index  of  Advertisers 


636 

646 

643 

644 
644 

620 

656 

666 

606 

640 

642 

652 

668 


highly  elfectiv' 


Substantiated  by  published  reports  of  leading  clinicians 


• effective  control 
of  iMllammatoiy  and 

II  . 1-3,7,8.12-15,17,18 

allergic  symptoms 


biochemical  and  psychic 
balance  disturbance 

• • 1 1, 4-18 

minimal 


Fell-tolerated  control 


Friamcmolbhe  LEDERLE 


A Promise  Fulfilled 

All  corticosteroids  provide  symptomatic  control  in  rheumatoid 
arthritis,  bronchial  asthma  and  inflammatory  dermatoses.  They 
differ  in  the  frequency  and  severity  of  side  effects.  Introduced  in 
1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efhcacy 
and  relative  safety. 

Physicians  today  recognize  that  the  promise  has  been  fulfilled ...  as 
evidenced  by  the  high  rate  of  refilled  Aristocort  prescriptions. 

List  of  References  1-18  supplied  on  request. 


Precautions:  With  Aristocort  all  precautions 
traditional  to  corticosteroid  therapy  should  be 
observed.  Dosage  should  always  be  carefully 
adjusted  to  the  smallest  amount  which  will  sup- 
press symptoms. 

Supplied: 

1 mg.  scored  tablets  (yellow) 

2 mg.  scored  tablets  (pink) 

4 mg.  scored  tablets  ( white) 

16  mg.  scored  tablets  (white) 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAIVIID  COMPANY,  Pearl  River,  N.Y. 
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INTERIM  MEETING 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Wednesday,  November  9,  I960 


AT  THE  SQUANTUM  CLUB 
EAST  PROVIDENCE,  RHODE  ISLAND 


Program 

3:00  p.m.  Panel  Presentation 

“SURGICAL-MEDICAL  MAXAGE:\IEXT  OF  THE  AGED" 

Moderator: 

Richard  J.  Kraemer,  m.d. 
of  Greenwood.  Rhode  Island 
Secretary,  American  Geriatrics  Society 


Panelists 


William  H.  Harridge,  m.d. 
of  Chicago,  Illinois 

Clinical  Assistant  Professor  of  Surgery,  University  of  Illinois  College  of  I^Iedicine ; Associate  Attending 
Surgeon,  St.  Francis  Hospital,  Evanston,  Illinois. 


Thomas  H.  McGavack,  m.d. 

of  Martinsburg,  West  Virginia 

Intermediate  Service.  \'A  Center,  Martinsburg:  Professorial  Lecturer,  George  M’ashington  University 
School  of  Medicine;  formerly  member  of  Medical  Faculty  at  University  of  California,  Associate  Professor 
of  Medicine,  and  Professor  of  Clinical  Medicine,  New  York  Medical  College ; Director  and  Past  President, 
American  Geriatrics  Society. 


Edward  Henderson,  m.d. 
of  Bloomfield,  New  Jersey 

Editor-in-Chief,  Journal  of  the  American  Geriatrics  Society;  Director  and  Past  President  of  the  Society. 


General  Discussion.  Audience  Participation. 
5:30-6:30  p.m.  Social  Hour  and  Reception 
6:30  P.M.  Dinner  at  the  Squantum  Club 


FiommL 


relieves  pain, 
muscle  spasm, 
nervous  tension 


rapid  action  • non-narcotic  • economical 


“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 
'and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 
effective  medicaments  for  the  symptomatic  treatment  of  lieadache  due  to  tension.” 

Friedman,  A.  P.,  and  Merritt,  H.  H. : J.A.M.A.  :1  111  (Mar.  30 ) 1957. 


Availal)lc:  Finrinal  Tablets  and 
N"e\v  Form  — Fiorinal  Capsules 


1 


Each  contains:  Sancloptal  ( Allylbarbituric  Acid  N.F.  X) 

50  mg.  ( 3/4  gr. ) , caffeine  40  mg.  ( 2/3  gr. ) , acetylsalicylic  acid 
200  mg.  ( 3 gr. ) , acetophenetidin  130  mg.  ( 2 gr.  I . 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


SANDOZ 
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When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Wherever  you  go 
forget  your  telephone 
calls.  We^ll  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


saLur 

sustained-action  hydroflumethiazide  'Bristol’ 


as  an  antihypertensive:  “a  distinct  advantage  in  the  manifestations  of  hypertension”* 

...  a superior  foundation  drug  for  an  antihypertensive  regimen  . . . often  the 
only  drug  required  ...  in  other  cases,  enhances  the  effect  of  tranquilizers, 
sympathetic  depressants,  and  ganglionic  blockers. 

as  a saluretic:  “a  marked  advancement  in  the  field  of  diuretic  therapy”^ 

. . . prompt  sodium  excretion,  with  “a  duration  of  at  least  18  hours”  on  a single 
50-mg.  tablet*. . . repetitively  effective.*-^ 

INDICATIONS:  Hypertension  and  hypertensive  cardiovascular  disease.  Edema,  associated  with  cardiac  or 
renal  insufficiency,  hepatic  cirrhosis,  pregnancy,  premenstrual  syndrome,  or  steroid  administration. 

DOSAGE:  Usually  1 tablet  daily.  Full  information  in  official  package  circular. 

SUPPLY : Scored  50-mg.  tablets ; bottles  of  50.  Syrup,  containing  50  mg.  per  5-ml.  teaspoonful ; bottles  of  8 fl.  oz. 

P REFERENCES:  1.  Ford,  R.  V.,  and  Nickell,  J.:  Ant.  Med.  & Clin.  Ther.  6:461,  1959.  2.  Fuchs,  M., 

^ and  Mallin,  S.  R.:  Int.  Rec.  Med.  172:438,  1959.  3.  Ford,  R.  V.:  Int.  Rec.  Med.  172:434,  1959. 


Bristol 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

(f  simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

# no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

# does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

9 does  not  impair  mental  efficiency  or  normal  behavior 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets ; or  as  meprotabs*—  400  mg.  unmarked,  coated  tablets. 

W WALLACE  LABORATORIES /Cra»/7nn,  N.  ]. 


•TRAOC'HAMK 


outstanding 
nutritional 
research 
achievement 


MAZOLA 


MARGARINE 

scientifically  formulated  with 
pure  liquid  non -hydrogenated 
MAZOLA  Corn  Oil. 


Mazola  Margarine  is  an  economical  tablespread  and 
serves  as  a solid  shortening,  rich  in  linoleic  acid  and  low 
in  the  more  saturated  fatty  acids  — making  it  an  ideal 
dietary  adjunct  in  the  management  of  serum  cholesterol. 
It  contains  2 to  3 times  as  much  linoleic  acid  as  any  other 
margarine  in  the  grocery  store,  and  5 to  8 times  as  much 
as  butter.  It  contains  no  dairy  or  animal  fats,  no  coconut 
oil,  and  no  cholesterol. 

Mazola  Margarine  is  indistinguishable  from  other 
quality  margarines  as  to  taste,  aroma  and  handling 
characteristics.  Thus,  it  can  be  part  of  the  regular  diet 
for  the  whole  family,  including  the  hypercholesterolemic 
patient.  The  major  ingredient  in  Mazola  Margarine  — 
liquid  Mazola  Corn  Oil— is  NOT  hydrogenated,  thereby 
preserving  its  rich  content  of  linoleates. 

Send  for  free  booklet:  / j 

"Recent  Advances  in  the  Dietary  Control  / Ij 

of  Hypercholesterolemia."  / [I 


! 


I 


Two  ounces  or  56.8  Gm.  (4  tablespoons)  of 
MAZOLA  Margarine  supply: 


Linoleic  acid  

Oleic  acid  

Saturated  fatty  acids 

Plant  sterols  (sitosterols) 

Natural  tocopherols 

Vitamin  A 

Vitamin  0 

Calories  


12  Gm. 

23  Gm. 

8 Gm. 

215  mg. 

30  mg. 

,1870  USP  units 
. 250  USP  units 
415 


Available  in  the  refrigerator  sections  of  grocery 
stores  in  the  same  general  price  range  as  other 
premium  quality  margarines,  in  1-lb.  packages  (four 
V4  lb.  sticks). 


BEST  FOODS  • Division  of  Corn  Procducts  Co.,  NEW  YORK  22,  N.  Y. 
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tf^EDDING 


Give  her  a breathtakingly  beau- 
tiful Harris  Mink  scarf,  cape, 
stole,  jacket  or  coat . . in  flatter- 
ing remembrance  of  years  past, 
forever  cherished  through  all  the 
years  ahead. 


WILLIAM  H., 


New  England’s  Largest  Exclusive  Furrier 
400  Westminster  Street 

Our  2nd  Half-Century  of  Fine  Fur  Tradition 


m 


m 


How  Efficient  is  Your  Practice? 

NOW 

Positive  Help  in  all  of  the 
Economics  of  your  Practice. 

To  increase  your  Net 
Income  at  Lower  Cost 

Mediral  Management 

275  ANGELL  STREET  • PROVIDENCE  6,  R.  I. 
DExter  1-9141 


"Management  Methods" 

FOR 

Medical  Practices 
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very  good 
health” 


EAST  POOVIOENCE  P.t 


Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 


Call  GE  8-4450 
for  Home  Delivery 


a mustache  is  to  wear  on  Halloween 


dogs  are  to  kiss  people 


REDISOL,  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children’s  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25,  50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injection  USP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1,  5 and  10-cc.  vials). 


Drawings  reproduced  from  "A  Hole  Is  to  Dig",  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  & Brothers. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


MERCK  SHARP  & DOHME, 


DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1,  PA. 


RCOtSOL  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 
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• softens  feces 
rjm  '■  Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


emulsifies  fats 
. Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility  fll 
by  unsplit  fats 


• increases  bile 
Dechotyl  stimulates 
the  flow  of  bile  — 
a natural  bowel 
regulator 


. _ _ _ _ • improves  motility 
Dechotyl  gently  stimulates 
intestinal  peristalsis 


helps  free  your  patient  from  both . . . 
constipation  and  laxatives 


DECHOTYL 


TRABLETS 


well  tolerated... gentle  transition  to  normal  bowel  function 

Recommended  to  help  convert  the  patient  — naturally  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  e4i6o 


AMES 

COMPANY.  JNC 


. . . and  for  humans 
with 

CLOGGED-UP 

NOSES... 


Nasal  congestion  often  persists  with  “bulldog  tenacity.”  Nose  drops 
and  sprays  often  reach  only  the  more  superficial  respiratory  mem- 
branes and  therefore  fail  to  provide  adequate  relief.  Furthermore, 
they  may  add  to  the  patient’s  misery  by  producing  rebound  congestion, 
ciliary  inhibition,  and  eventually  “nose  drop  addiction.”  TRIAMINIC 
reaches  all  nasal  and  paranasal  membranes  systemically  — -provides 
more  complete,  longer-lasting  relief  while  it  avoids  the  harmful  side 
effects  associated  with  topical  medication. 


Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


‘belief  is  prompt  ayid  prolonged 

l^ecaiise  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides : 

V2  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

14  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12  — \ tsp.; 

Children  1 to  6 — V2  tsp.;  Children  under  1 — M tsp. 


TRIAMINIC 


running  noses 


timed-release  tablets,  juvelets,  and  syrnp 

land  open  stuffed  noses  orally 


I 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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LONG-TERM  DISABILITY 
INSURANCE  WHICH  ONLY 

YOU  CAN  CANCEL 

BEFORE  AGE  70* 

is  one  of  the  necessary 
components  of  a 

CERTIFIED 

DISABILITY 

PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
his  staff  assure  the  client  that: 

1 His  program  "fits"  his  individual  case 

fy  His  policies  are  the  best  that  can  be 
•“  obtained  for  the  premiums  paid 
^ His  INSURABILITY  is  INSURED  (only 

HE  can  cancel) 

^ He  will  have  speedy  and  efficient 
**  assistance,  from  one  source,  when  he 
becomes  a claimant. 

*provlded  you  pay  the  proper  premium  when 
due,  and  do  not  retire. 

Sf  R.  A.  DEROSIER  agency 

trrire  or  32  Custom  House  St.,  Providence  3,  R.  1. 

phone 

TODAY!  GAspee  I-I39I 

i 

i 

1 

! 

i 

1 

1 

1 

MdttZft  l(kGl(affe& 

A non-profit  nursing  home  for 
Convalescent  and  Terminal  Care 
of  CANCER  PATIENTS  EXCLUSIVELY 

Edwin  F.  Morgan,  President 
Eva  M.  Dickson,  Administrator  | 

Pleasantly  Located  on  7 Acres  at  200  Wampanoag  Trail, 
East  Providence  15,  R.  I.  Tel.  GEneva  4-1520 


brand  of  chlormezanone 


V 


Trancopal 

relieves  pain  and  spasm 
associated  with  torticollis. 

In  a recent  study  by  Ganz,  Trancopal  brought  considerable 
improvement  or  very  effective  relief  to  20  of  29  patients 
with  torticollis.^  “The  patients  helped  by  the  drug,”  states 
Ganz,  “were  able  to  carry  the  head  in  the  normal  position 
without  pain.”  Similarly,  Kearney  found  that  in  8 of  13 
patients  with  chronic  torticollis  treated  with  Trancopal 
improvement  was  excellent  to  good.  “. . . Trancopal  is  the  most 
effective  oral  skeletal  muscle  relaxant  and  mild  tranquilizer 
currently  available.”^ 

Lichtman,  in  a study  of  patients  with  various  musculoskel- 
etal conditions,  noted  that  64  of  70  patients  with  torticollis 
obtained  excellent  to  good  relief  with  Trancopal.® 

In  a comparative  study  of  four  central  nervous  system 
relaxants,  Lichtman  reports  that  26  of  40  patients 
found  Trancopal  to  be  the  most  effective  drug.® 


1.  Ganz,  S.  E.;  J.  Indiana 
52:1134,  July.  1959.  2.  Kearney,  I 
Current  Tkerap.  Res.  2:127, 
1960.  3.  Lichtman.  A.  L.: 
Acad.  Gen.  Praet.  J.  4:28.  Oct." 


(brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S.  Pat.  Off.  4716 


Clinical  results  wi  vnTrancopaB 


Excellent 

Good 

Fair 

Poor 

Tote 

LOW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters’  syndrome’’* 

21 

5 

1 

1 

28 

Pelvic  fractures 

.2 

1 

— 

— 

3 

NECK  SYNDROMES 

Whiplash  injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

OTHER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

— 

22 

Rheumatoid  arthritis 

— 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

— 

9 

TENSION  STATES 

18 

2 

4 

3 

27 

TOTALS 

112 

(51%) 

70 

(32%) 

23 

(10%) 

15 

(7%) 

220 

(lOOS 

♦Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 


LABORATORIES,  New  York  1 8,  N.  Y 
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soothe,  protect, 
lubricate,  decongest, 
aid  healing 

NEW:  Desitin  HC 
hemorrhoidal  Suppositories 
with  Hydrocortisone 

to  control  severely  inflamed 
anorectal  conditions  — then 
maintain  comfort  with  regular 
Desitin  Suppositories. 


1 


for 


and  literature  write . . . 


DESITIN  CHEMICAL  COMPANY 


812  Branch  Avenue,  Providence  4,  R.  I. 


Ak 


more  and  more  physicians  are  prescribing  this  tripie  suifa 


Squibb  Triple  Sulfas  (Trisulfapyrimldines) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


• specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  • soluble  in  urine  through  entire  physiologic  pH  range 

• minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  • extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

'TERFONYL'®  JS  A SQUIBS  TRADEMARK 
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THE  WASHINGTON  SCENE 

A Summary  of  Congressional  Legislative  Action  Prepared  by  the 
Washington  Office  of  the  American  Medical  Association. 


WASHINGTON,  D.  c. — -The  federal  government 
is  oflfering  states  liberal  matching  funds  to 
provide  health  care  for  needy  and  near-needy  per- 
sons sixty-five  years  of  age  and  older. 

The  program,  which  Congress  approved  in  the 
hoh-tailed  post-convention  session,  is  supported  by 
the  American  Medical  Association  and  allied  health 
groups. 

Congressional  approval  of  the  federal-state  pro- 
gram marked  a victory  for  the  medical  profession 
and  a defeat  for  Democratic  Presidential  Nominee 
John  F.  Kennedy,  the  AFL-CIO  and  other  advo- 
cates of  the  Social  Security  approach  to  the 
problem. 

In  a key  vote  on  the  issue,  the  Senate  rejected 
by  a 51-44  vote  a Kennedy  proposal  that  would 
have  provided  hospitalization  and  medical  care  for 
the  aged  under  the  Social  Security  system.  The 
Kennedy  plan  would  have  required  an  increase  in 
payroll  taxes. 

Republicans  and  Southern  Democrats  joined  in 
the  Senate  to  defeat  the  Social  Security  approach 
which  was  opposed  vigorously  by  the  medical 
profession. 

After  voting  down  the  Kennedy  plan  and  a sepa- 
rate proposal  of  the  Eisenhower  Administration, 
the  Senate  passed  a modified  version  of  a House- 
approved  program.  The  modifications,  sponsored 
by  Senator  Robert  S.  Kerr  (D.,  Okla. ) and  others, 
provided  for  increases  in  the  percentage  of  federal 
matching  funds  and  for  administrative  changes 
designed  to  facilitate  state  participation. 

Under  the  legislation  as  signed  into  law  by  Presi- 
dent Eisenhower,  ( 1 ) substantial  increases  are 
authorized  in  federal  grants  to  states  to  help  with 
health  care  expenses  of  the  2.4  million  persons  on 
old  age  assistance  rolls,  and 

(2)  Federal  matching  funds  are  offered  the 
states  to  finance  a new  program  of  health  care  for 
an  estimated  10  million  aged  persons  who  are  not 
on  relief  but  whose  incomes  may  be  inadequate  to 
take  care  of  all  their  health  costs. 

Start  of  the  program  was  authorized  for  Octo- 
ber 1 for  those  states  where  new  state  legislation 
is  not  required. 

Administration  of  the  program  rests  entirely 


with  the  states,  subject  to  Federal  approval  in 
broad  terms.  It  is  up  to  each  individual  state 
whether  it  participates.  Eligibility  standards  for 
beneficiaries  and  what  health  care  services  are  pro- 
vided are  matters  for  the  states  to  decide. 

If  a state  so  chooses,  it  can  take  care  of  all  the 
health  needs  of  an  eligible  beneficiary.  The  law 
authorized  in-patient  hospital  services ; skilled 
nursing  home  services ; physicians’  services ; out- 
patient or  clinic  services ; home  care  services ; pri- 
vate duty  nursing  services ; physical  therapy  and 
related  services ; dental  services ; laboratory  and 
X-ray  services ; prescribed  drugs,  eyeglasses,  den- 
tures and  prosthetic  devices ; diagnostic  screening 
and  preventive  services,  and  any  other  medical 
care  or  remedial  care  recognized  under  state  law. 

For  medical  expenses  of  persons  on  old  age 
assistance  rolls,  the  fedewl  government  will  con- 
tribute 50  to  80  per  cent — with  states  with  low  per 
capita  income  getting  the  larger  percentages  of  fed- 
eral aid — of  an  amount  equal  to  $12  multiplied  by 
the  number  of  old  age  assistance  recipients  in  a 
particular  state. 

The  matching  formula  will  be  the  same  for 
financing  the  health  care  of  the  near-needy  but 
there  is  no  $12  limitation  figure. 

Health,  Education  and  Welfare  officials  esti- 
mated first-year  costs  of  the  program  at  $262  mil- 
lion— $202  million  federal  and  $60  million  state. 
Annual  costs  are  estimated  to  rise  by  the  end  of 
the  fifth  year  to  $340  million  federal  and  $180  mil- 
lion state.  However,  these  estimates  admittedly  are 
no  more  than  educated  guesstimates  because  so 
much  depends  upon  state  action. 

It  was  estimated  that  maximum  participation 
and  a state  contribution  of  $896,000  would  bring 
Rhode  Island  $1,381,000  in  federal  matching  funds 
in  the  first  year  of  the  program. 

The  meclical-care-for-the-aged  legislation  was 
included  in  an  omnibus  measure  titled  Social  Secu- 
rity Amendments  of  1960.  It  also  eliminated  the 
age  50  requirement  for  eligibility  for  disability  in- 
surance benefits. 

The  Senate  knocked  out  of  the  House  bill  a pro- 
vision that  would  have  brought  physicians  under 
Social  Security  coverage. 
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FdBE  SnMnJILTiWKfIE®lUS  EMMUIMnSATEEM 
A(EAEMSt4  BDBSIEASIESg 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI -ANTICS 


TETRAYAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  INC< 

MERCK  SHARP  & DOHME,  DIVISION  OF  MERCK  & CO.,  iNC.,  PHILADELPHIA  1,  PA. 


clinically  proven  efficacy 

in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  I.  disorder] 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate — widely  accepted  tranquilizer 
and 

PATHILON  tridihexethyl  chloride — antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications:  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Two  available  dosage  strengths  permit  adjusting  therap; 
to  the  G.l.  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred.. 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate 
25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred  . . . 

PATHlBAMATE-400  Tablets;  400  mg.  of  meprobamate 
25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
t.i.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamates 

meprobamate  with  PATH  I LON®  tridihexethyl  chloride  Lederle 


clinically  proven  safety 


le  efficacy  of  PATHIBAMATE  has  been  confirmed 
jinically  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
)lic,  spastic  and  irritable  colon,  ileitis,  esophageal 
asm,  anxiety  neurosis  with  gastrointestinal  symp- 
hms,  and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationt  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 


SIDE  EFFECTS 

TRIDIHEXETHYL 

lODIDEt 

MEPROBAMATE 

TRIDIHEXETHYL 

lODIDEt 

METHANTHELINE 

BROMIDE 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH 

1% 

5% 

72% 

46% 

5% 

STOMATITIS 

1% 

0% 

28% 

14% 

0% 

VISUAL  DISTURBANCES 

0% 

0% 

50% 

34% 

1% 

URINARY  RETENTION 

0% 

0% 

18% 

11% 

1% 

h ' 

DROWSINESS 

1 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 

OR  SURGERY 

HEMORRHAGE 

0% 

9% 

3% 

9% 

10% 

PERFORATION 

0% 

0% 

0% 

6% 

0% 

OPERATION 

0% 

5% 

5% 

14% 

2% 

RECURRENCES 

j NONE 

28% 

23% 

25% 

17% 

26% 

f 

EEWER  AND  MILDER 

1 

67% 

62% 

52% 

37% 

24% 

SAME  OR  MORE 

5% 

15% 

23% 

46% 

50% 

Atwater,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

PATHILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
|listort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

control  the  tension — treat  the  trauma 
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IN  EMOTIONALLY  PROJECTED 
SMOOTH-MUSCLE  SPASM... 

Prompt,  Profound 
Protection  ...at  both 

ends  of  the  vagus 

PRO-BANTHiNE® 
mth  DARTAC 

Professional  reliance  on  the  therapeutic  profi- 
ciency of  Pro-Banthine  in  functional  gastro- 
intestinal disorders  has  made  it  the  most  widely 
prescribed  anticholinergic. 

The  consistent  relief  of  emotional  tensions 
afforded  by  Dartal  makes  this  well-tolerated 
tranquilizer  a rational  choice  to  support  the 
antispasmodic  action  of  Pro-BanthTne  in  emo- 
tionally influenced  smooth-muscle  spasm. 

These  two  reliable  agents  combined  as  Pro- 
BanthTne  with  Dartal  consistently  control  both 
disturbed  mood  and  disordered  motility  when 
emotional  disturbances  project  themselves 
through  the  vagus  to  provoke  such  gastrointes- 
tinal dysfunctions  as  gastritis,  pylorospasm, 
peptic  ulcer,  spastic  colon  or  biliary  dyskinesia. 

USUAL  ADULT  DOSAGE: 

One  tablet  three  times  a day. 

SUPPLIED  as  aqua-colored,  compression-coated  tab- 
lets containing  15  mg.  of  Pro-BanthIne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal  (brand  of 
thiopropazate  dihydrochloride). 


e. D. SEARLE  & co. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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LOW  BACK  PAIN 

FROM  THE  ORTHOPEDIC  STANDPOINT* 

Amerigo  A.  Savastano,  m.d. 

The  Author.  America  A.  Savastano,  M.D.  of  Provi- 
dence, Rhode  Island.  Orthopedic  Surgeon,  Miriam 
Hospital;  Associate  Orthopedic  Surgeon,  Rhode 
Island  Hospital. 


FREQUENCY  with  which  low  back  disturb- 
ances  are  encountered  constantly  brings  them 
to  the  attention  of  practically  every  practitioner  of 
medicine.  In  the  United  States,  affections  of  the 
low  back  cause  more  loss  of  man  hours  in  industry 
than  any  other  single  condition.  The  marked  etio- 
logic  variance  and  the  difficulties  often  encountered 
in  the  treatment  of  low  back  pain  make  this  prob- 
lem one  of  the  most  formidable  in  the  field  of  ortho- 
pedic surgery.  Low  back  pain  or  pain  referred  from 
the  low  back  must  be  looked  upon  as  only  a symp- 
tom and  should  not  be  considered  a diagnosis.  The 
general  use  of  the  X ray  has  proven  to  be  a great 
factor  in  improving  the  accuracy  in  the  diagnosis 
of  the  disturbances  affecting  the  low  back.  Diag- 
nostic fads  regarding  this  problem  are  known  to 
all  of  us  and  have  included  lumbago  in  men,  tipped 
uterus  in  women,  sacro-iliac  strain  and  now  the 
disc. 

Cases  presenting  pain  in  the  low  back  as  the 
chief  complaint  may  be  classified  into  four  major 
groups  namely : 

I.  Congenital  anomalies. 

II.  Acquired  lesions  of  musculoskeletal  system. 

III.  Visceral  lesions. 

IV.  Psychosomatic  causes. 

I will  discuss  briefly  some  of  the  congenital  and 
acquired  causes  of  back  pain,  and  the  other  panel- 
ists will  discuss  some  of  the  other  causes  of  this 
rather  difficult  and  complex  problem. 

1.  Congenital  Anomalies 

Nine  of  the  more  frequently  encountered  anoma- 
lies follow : 

1.  Elongation  of  the  transverse  process  or  proc- 
esses of  the  5th  lumbar  vertebra — In  this  particular 

* Presented  at  the  149th  Annual  Meeting  of  the  Rhode 
Island  Medical  Society,  at  Providence,  Rhode  Island, 
May  11,  1960. 


condition,  the  transverse  process  or  processes  of 
the  5th  lumbar  vertebra  may  be  abnormally  long 
so  as  to  impinge  upon  the  ilium  and  thereby  cause 
the  formation  of  a painful  bursa.  Treatment  in 
these  conditions  consists  of  surgically  shortening 
the  offending  elongated  transverse  process. 

2.  Sacralization  of  the  5th  lumbar  vertebra — 
This  is  the  condition  in  which  the  transverse  proc- 
ess of  the  5th  lumbar  vertebra  is  long,  fishtail 
shaped  and  may  form  an  articulation  or  become 
fused  to  the  sacrum,  ilium  or  both.  A certain  per- 
centage of  these  cases  will  produce  back  pain.  The 
wearing  of  a low  back  support  will  often  reduce 
the  amount  of  pain ; however,  in  the  severe  case, 
it  may  become  necessary  to  do  a fusion  operation. 

3.  Spina  bifida  occulta — This  condition  is  char- 
acterized by  clefts  in  the  laminae  which  lead  to  a 
congenitally  weak  back  and,  therefore,  more  prone 
to  injury.  Treatment  of  this  particular  condition 
consists  of  instructions  in  proper  bending  and  lift- 
ing, back  strengthening  exercises,  the  wearing  of 
back  supports  and  occasional  surgical  intervention. 

4.  Variations  of  the  spinous  processes — In  cases 
where  the  neural  arch  has  failed  to  fuse,  the  spinous 
process  may  be  attached  to  only  one  of  the  two 
laminae  with  the  result  that  there  is  underdevelop- 
ment of  the  ligamentous  supports  of  the  spinous 
process.  In  other  cases,  the  spinous  processes  may 
be  so  wide  that  contact  is  made  with  the  spinous 
process  above  and  below  causing  painful  bursal 
formation.  The  treatment  consists  of  removal  of 
the  cause  of  the  pain. 

5.  H enii-vertebra — In  this  condition,  only  half 
of  the  vertebra  forms  with  resulting  scoliosis.  Not 
uncommonly,  this  becomes  a source  of  pain  due  to 
unbalancing  of  the  back. 

6.  Variations  of  the  articular  facets — X'ormally, 
the  lumbosacral  articular  surfaces  occupy  a trans- 
verse plane.  If  this  plane  is  changed  to  an  anterior 
posterior  one  as  often  occurs,  there  is  a tendency 
for  gravitational  stress  to  take  place  and  thereby 
cause  low  back  pain.  Treatment  in  these  cases  con- 
sists of  the  use  of  exercises  and  low  back  supports 
in  the  mild  cases  and  fusion  operation  in  the  severe 
cases. 
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7.  Spondylolisthesis  — This  is  the  condition  in 
which  nsnally  the  fourth  or  fifth  Imnhar  \ ertebrae 
together  with  the  spinal  column  above  it  slip  for- 
ward on  the  vertebra  below  it.  In  these  cases,  the 
pain  may  be  either  in  the  low  hack  alone  or  it  may 
be  associated  with  leg  radiation.  The  type  of  treat- 
ment to  be  used  in  these  cases  depends  upon  the 
severity  of  the  pain.  In  the  mild  cases,  instructions 
in  proper  bending  and  lifting  and  low  back  exer- 
cises often  suffice.  In  moderately  severe  cases,  some 
form  of  low  back  support  becomes  necessary  while 
in  the  cases  with  severe  pain,  surgical  operation 
may  become  necessary.  The  surgery  may  consist 
of  either  removing  the  complete  posterior  com- 
ponent of  the  involved  vertebra  or  it  may  consist 
of  removal  of  the  component  plus  spine  fusion  or 
spine  fusion  alone. 

8.  Variations  of  the  lumbosacral  angle — In  the 
average  case,  the  angle  of  the  lumbosacral  articu- 
lation is  approximately  60  degrees.  When  an  in- 
crease in  the  lumbosacral  angle  takes  place,  a 
so-called  congenital  hollow  back  will  result.  This 
is  characterized  by  the  forward  tilting  of  the  pelvis 
on  the  lumbar  spine.  It  results  in  lordosis  with 
accompanying  pain. 

9.  Variation  as  to  number  of  vertebrae — The 
usual  number  of  vertebrae  in  the  lumbar  region  is 
five.  The  tall  thin  individual  may  have  six  lumbar 
\ ertebrae  thus  rendering  him  much  more  suscep- 
tible to  low  back  strain.  The  short  squatty  individ- 
ual may  have  only  four  lumbar  vertebrae  whicb 
should  theoretically  gi\  e him  a stronger  back. 

11.  Acquired  Lesions  of  Musculoskeletal  System 
A.  Postural  Defects 

1.  Foot  disturbances — Any  pronated,  flat  or 
spastic  flat  foot  may  cause  pain  to  radiate  up  the 
leg  and  thereby  be  confused  with  sciatic  pain. 
Metatarsalgia  will  infrequently  cause  pain  to 
radiate  up  the  lower  extremity,  simulating  sciatic 
disturbances. 

2.  T ight  heel  cords — In  these  conditions,  regard- 
less of  the  cause,  pain  may  radiate  up  the  leg  from 
the  heel. 

3.  Increased  lumbar  lordosis — Increased  lumbar 
lordosis  is  usually  due  to  poor  posture  from  relaxed 
musculature  or  even  from  mild  paralysis  due  to 
polio.  The  increase  in  the  lumbar  lordosis  will  cause 
back  pain. 

4.  Decreased  lumbar  lordosis — This  condition  is 
generally  due  to  increased  muscle  spasm  and  may 
result  from  many  causes. 

5.  Unequal  leg  lengths  — Unequal  leg  lengths 
will  cause  a tilting  of  the  pelvis  toward  the  shorter 
side  thus  j^roducing  a disruption  of  the  normal  low 
back  mechanics  and  in  turn  causing  pain. 

6.  Hip  flexion  contractures — In  these  cases,  the 
patient  will  develo])  a lordosis  in  order  for  his 
posture  to  he  ke])t  erect,  and  in  so  doing  low  back 
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pain  not  infrecjuently  develops.  This  is  felt  to  be 
due  to  strain  on  the  lumbosacral  ligamentous 
structures. 

B.  Ligamentous  Injuries 

1.  Lumbosacral  strain — This  particular  joint  is 
particularly  prone  to  injury  because  of  the  fact  that 
it  is  situated  at  a critical  level  between  the  mov- 
able and  immovable  portions  of  the  spine.  It  is  safe 
to  say  that  the  vast  majority  of  low  back  ligamen- 
tous strains  take  place  at  this  particular  joint.  The 
diagnosis  is  often  difficult  to  make.  In  these  cases, 
flexion  of  both  thighs  on  the  abdomen  with  the 
knees  flexed  often  produces  pain  at  the  lumbosacral 
articulation. 

2.  Sacro-iliac  strain — \\'hile  this  diagnosis  was 
a rather  common  one  several  years  ago,  the  newer 
contingent  of  trained  orthopedists  seldom  if  ever 
make  such  a diagnosis.  For  many  years,  radiolo- 
gists tried  to  demonstrate  luxations  of  the  sacro- 
iliac joints  in  low  back  pain,  without  success. 

3.  Interspinous  ligaments — These  ligaments  are 
rather  important  in  maintaining  stability  of  the 
spine,  because  they  limit  the  range  of  motion  of 
one  vertebra  upon  another.  M’hen  these  ligaments 
rupture  or  stretch  one  may  even  sustain  a ruptured 
intervertebral  disc  or  a compressed  fracture  of  the 
body  of  a vertebra.  In  simple  stretching  of  the 
interspinous  ligament,  one  will  find  localized  ten- 
derness at  the  injured  level. 

4.  Ligamentum  flavum — A diagnosis  of  such  an 
injury  can  be  made  only  at  operation.  It  would  be 
difficult  to  make  a diagnosis  of  torn  ligamentum 
flavum  clinically. 

5.  Facet  syndrome — This  condition  like  sacro- 
iliac strain  is  of  late  seldom  diagnosed  as  such. 
This  diagnosis  is  made  on  suspicion  rather  than  on 
actual  clinical  signs. 

6.  Coccygodynia — In  this  condition,  X rays 
reveal  no  e\  idence  of  fracture  but  may  reveal  in- 
creased angulation  of  the  coccyx.  The  patient  is 
generally  quite  tender  over  the  coccygeal  region 
and  on  rectal  examination,  one  may  find  a rather 
tight  levator  ani.  These  patients  like  to  sit  on  one 
buttock  rather  than  squarely  on  both  buttocks  in 
order  to  get  relief.  These  patients  respond  to  heat, 
massage  and  injection  therapy  and  occasionally 
surgical  removal  of  the  coccyx  becomes  necessary 
but  not  with  uniformly  good  results. 

7.  Herniated  fat  nodules — Herniated  fat  no- 
dules often  serve  as  a cause  of  low  back  pain.  In 
this  particular  condition,  a tear  or  a rent  in  the 
fascia  of  the  lower  back  takes  place  with  the  result 
that  fatty  nodules  herniate  through  the  opening. 
The  fatty  nodules  then  become  rather  painful  to 
the  examining  finger  or  whenever  pressure  is  made 
on  them.  Treatment  is  hy  injection  therapy  and 
surgical  interference  in  stubborn  cases. 
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C.  The  Intervertebral  Disc  Injury 

This  lesion  has  gained  very  wide  popularity 
since  it  was  described  in  the  middle  thirties  by 
Mixter  and  Barr.  It  may  exist  with  or  without 
nerve  root  involvement.  Protrusion  takes  place 
postero-central,  postero-lateral,  or  superiorly  or 
inferiorly  into  the  body  of  the  vertebra  above  or 
below  the  disc  such  as  occurs  in  Schmorl’s  nodes. 
The  diagnosis  is  made  by  a careful  orthopedic  and 
neurological  examination  together  with  a myelo- 
gram. In  certain  areas  of  the  country,  discograms 
are  done  as  an  aid  in  diagnosis  of  disc  rupture. 
Treatment  is  usually  conservative  and  consists  of 
bedrest,  analgesics,  muscle  relaxants,  heat  and 
supports.  Operation  is  reserved  for  the  cases  which 
fail  to  respond  to  conservative  treatment.  At  sur- 
gery, one  may  either  remove  the  disc  only  or  may 
do  a combined  removal  of  the  disc  and  spine  fusion. 

D.  Old  Fractures 

Recent  fractures  should  be  easily  diagnosed  and, 
therefore,  should  present  no  particular  problem  in 
diagnosis  or  treatment.  However,  old  fractures  do 
present  problems  because  they  cause  low  back  pain 
after  they  have  become  apparently  well-healed. 
This  probably  comes  about  because  of  disrupted 
motion  at  the  facets,  traumatic  arthritis  or  from 
scarred,  tight,  inelastic  ligaments. 

E.  Chronic  Arthritis 

Arthritis  of  the  low  back  is  probably  the  most 
common  of  all  diseases  affecting  this  section  of 
the  anatomy.  The  most  commonly  found  types  of 
arthritis  affecting  the  low  back  are:  1.  rheumatoid 
arthritis ; 2.  osteoarthritis,  and  3.  gouty  arthritis. 

The  hypertrophic  spurring  which  is  so  common 
on  the  anterior  margins  of  the  vertebrae  is  the 
result  of  the  wear  and  tear  of  life  and  should,  there- 
fore, not  be  looked  upon  as  a disease.  Many  ortho- 
pedists have  been  labeling  this  type  of  lesion  osteo- 
phytosis rather  than  as  osteoarthritis.  Individuals 
having  severe  osteophytosis  are  considered  as  being 
more  susceptible  to  low  back  pain  following  acute 
or  chronic  strain.  The  symptoms  in  these  cases  are 
apt  to  persist  for  indefinite  periods  of  time. 

In  rheumatoid  arthritis,  it  may  be  difficult  to 
make  such  a diagnosis  particularly  in  the  early 
stages.  However,  doing  a sedimentation  rate,  latex 
or  C-reactive  protein  tests  may  simplify  matters. 

In  gouty  arthritis,  one  will  generally  get  a lead 
from  the  condition  affecting  other  parts  of  the  body 
such  as  the  first  metatarsophalangeal  joints  or  the 
knees  or  the  wrists.  A rise  in  the  blood  uric  acid 
will  usually  confirm  the  diagnosis. 

F.  Metabolic  Diseases 

1.  Osteoporosis — Of  all  the  metalobic  bone  dis- 
eases affecting  the  spine,  osteoporosis  is  definitely 


the  most  common.  This  condition  affects  largely 
women  and  not  infrequently  is  accompanied  by 
compression  fractures.  Not  infrequently,  women 
affected  by  this  condition  have  had  a hysterectomy, 
a cholecystectomy  and  have  been  been  on  a diet 
low  in  calcium  content.  The  condition  is  largely 
found  in  post-menopausal  patients  but  is  not  neces- 
sarily limited  to  these  people.  The  important  thing 
about  osteoporosis  is  that  the  condition  may  be  a 
symptom  of  some  other  disease  rather  than  a dis- 
ease per  se.  Not  infrequently,  diseases  of  the  para- 
thyroid glands  or  thyroid  glands  will  produce 
osteoporosis  of  the  spine.  In  a patient  under  55 
years  of  age,  every  diagnostic  aid  should  be  util- 
ized in  order  to  rule  out  some  condition  other  than 
osteoporosis.  These  tests  often  include  open  biopsy, 
marrow  examination  and  24-hour  urine  calcium 
determination.  Serum  calcium,  serum  phosphorous, 
alkalin  and  acid  phosphates,  total  serum  protein 
levels,  serum  albumin-globulin  ratio  and  electro- 
phoresis of  plasma  protein  also  aid  in  establishing 
a diagnosis  in  these  cases.  X rays  of  skull  together 
with  intravenous  pyelography  are  other  tests  very 
commonly  employed.  In  addition  to  lesions  due  to 
thyroid  or  parathyroid  disease,  other  conditions 
producing  osteoporosis  are  rheumatoid  arthritis, 
Paget’s  disease  or  even  polycythemia  vera. 

2.  Paget’s  disease — This  can  easily  be  diagnosed 
by  the  typical  X-ray  appearance  of  the  bones. 

3.  Osteitis  cotidensans  ilii — This  too  can  easily 
be  diagnosed  by  the  X ray. 

G.  Infections 

1.  Pyogenic  infections  — These  conditions  are 
diagnosed  by  the  acute  symptoms  which  may  at 
first  be  rather  mild  and  difficult  to  diagnose ; how- 
ever, laboratory  studies  and  X rays  often  help  in 
establishing  a diagnosis  of  pyogenic  infection. 

2.  Brucellosis — A careful  history  plus  labora- 
tory tests  will  aid  materially  in  establishing  such  a 
diagnosis. 

3.  Tuberculosis  — This  condition  has  been 
largely  eliminated  since  the  pasteurization  of  milk 
but  the  occasional  case  is  still  seen  and,  therefore, 
the  condition  must  be  kept  in  mind.  This  particular 
condition  has  a typical  X-ray  appearance ; never- 
theless, it  could  be  confused  with  other  lesions.  A 
direct  needle  biopsy  plus  the  usual  laboratory  tests 
should  prove  of  value  in  establishing  such  a diag- 
nosis. 

H.  Neoplastic  Diseases 

1.  Benign: 

A.  Exostoses 

B.  Tumor  of  the  Cauda  Equina 

C.  Intradural  tumors 

D.  Extradural  tumors 

E.  Hemangioma 
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2.  Malignant: 

A.  Multiple  ntxelonia  — This  can  be  diag- 
nosed by  the  X-ray  appearance  plus  X rays 
of  the  skeleton  showing  the  typical  punched- 
out  areas  in  the  skull,  ribs  and  other  parts  of 
the  bony  skeleton.  This  condition  may  also 
present  a reversed  albumin  globulin  blood 
ratio  and  Bence  Jones’s  protein  in  the  urine. 

B.  Malignant  tumors  of  the  cord. 

C.  iNIetastatic  malignant  tumors. 

D.  Primary  tumors  of  the  bodies  of  the  ver- 
tebrae. 

III.  Visceral  Lesions  Causing  Low  Back  Pain 

1.  Gastrointestinal  diseases  — A spastic  or  an 
overloaded  colon  is  not  infrequently  the  cause  of 
low  back  pain  because  of  irritation  of  the  lumbar 
nerves.  Intra-abdominal  adhesions  or  chronic  ap- 
pendicitis may  be  the  source  of  pain  referred  to 
the  low  back. 

2.  Urologic  disease  — Any  disturbance  of  the 
genitourinary  tract  may  cause  low  back  disturb- 
ance. The  most  notorious  genitourinary  condition 
causing  low  back  pain  is  chronic  prostatitis.  Kidney 
stones  and  any  irritation  of  the  kidney  in  itself  may 
cause  low  back  pain. 

3.  Gynecological  disorders — A pelvic  inflamma- 
tory disease  is  often  characterized  by  low  back  pain. 
Tumors  of  the  ovaries  or  uterus  have  long  been 
known  to  be  the  cause  of  frequent  low  back  pain. 
Retroversion  and  retroflexion  of  the  uterus  fall 
into  this  category  as  well. 

4.  Ajfections  of  the  central  nervous  system — 
Tumors  of  the  spinal  cord  and  any  disease  of  the 
central  nervous  system  may  cause  low  back  dis- 
orders. Tabes,  meningitis,  syringomyelia,  and  lat- 
eral sclerosis  not  infrequently  manifest  themselves 
with  low  back  pain. 

5.  Sciatic  neuritis  — - This  may  be  due  to  defi- 
ciency diseases,  diabetes  or  trauma. 

6.  H erpes  coster — Many  a doctor  has  been  chag- 
rined to  have  herpes  zoster  blebs  develop  in  the 
])ack  after  he  has  treated  the  patient  for  many  days 
for  some  other  cause. 

7.  Lesions  of  the  retroperitoneal  structures  — 
Suffice  it  to  say  that  any  infection  or  tumor  in  the 
retroperitoneal  area  may  cause  low  back  pain. 

8.  Vascular  conditions  — disease  af- 

fecting the  lower  portion  of  the  aorta  or  the  iliac 
vessels  may  cause  low  back  pain.  Arteriosclerosis 
can  do  likewise.  Thrombosis  of  the  iliac  vessels  or 
in  the  smaller  vessels  coming  ofif  from  the  aorta  in 
the  lower  back  may  produce  low  back  pain. 

9.  Generalized  infectious  diseases  — Influenza 
not  infrequently  causes  low  back  pain  even  before 
the  condition  itself  is  diagnosed.  Septicemia  can  do 
likewise. 
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IV.  Psychosomatic  Disorders 

These  conditions  are  best  diagnosed  by  a psy- 
chiatrist but  the  orthopedist  must  include  some  of 
the  more  commonly  known  psychosomatic  dis- 
orders in  his  differential  diagnosis  particularly 
when  the  complaint  of  low  back  pain  has  gone  on 
for  an  indefinite  period  of  time  and  he  has  been 
unable  to  make  any  specific  diagnosis.  The  condi- 
tions which  should  be  included  in  his  differential 
diagnosis  are  hysteria,  functional  overlay,  malin- 
gering and  actual  psychosis. 

Diagnosis 

The  principal  points  to  be  considered  in  diag- 
nosis are  as  follows : 

1.  Pain — Pain  is  usually  the  presenting  symp- 
tom and  is  located  somewhere  in  the  low  back  most 
commonly  over  the  lumbosacral  joint  area.  The 
pain  may  be  local  or  radiating  and  when  it  radiates 
it  may  go  down  one  or  both  legs  and  it  may  go 
around  to  the  abdomen.  Anv  pain  which  is  in- 
creased by  motion  is  generally  decreased  by  rest. 

2.  Tenderness — The  patient  will  generally  com- 
plain of  pain  on  pressure  over  a given  region  de- 
pending on  where  the  injury  or  disease  is  present. 
He  will  have  tenderness  over  the  lumbosacral  joint 
very  commonly  if  there  is  a lesion  affecting  this 
particular  joint.  If  the  patient  has  an  injured  inter- 
spinous  ligament,  the  tenderness  will  be  at  the  point 
where  the  ligament  has  been  stretched  or  torn.  He 
may  ha\  e tenderness  along  the  course  of  the  sciatic 
nerve  or  over  the  sacrosciatic  notch  in  cases  of 
sciatica. 

3.  Muscle  spasm — Muscle  spasm  is  present  in 
varying  degrees  in  practically  all  affections  of  the 
lower  back  depending  upon  the  severity  of  the 
lesion.  The  spasm  may  be  such  that  the  patient 
will  either  flatten  or  reverse  the  normal  lordotic 
curve. 

4.  Limitation  of  motion  — Patients  with  low 
back  affections  generally  will  have  a limitation  of 
motion  of  the  spine.  This  limitation  is  largely  in  a 
forward  plane.  However,  lateral  flexion,  rotation 
and  extension  of  the  spine  may  also  be  reduced.  In 
disc  lesions,  the  patient  may  have  marked  limitation 
of  straight  leg  raising  on  the  affected  side. 

5.  Posture  — The  patient  usually  tends  to  list 
awav  from  the  side  of  the  lesion.  This  is  particu- 
larly true  in  disc  lesions  when  the  patient  will 
develop  a list  away  from  the  side  of  the  lesion. 
The  list  may  be  either  lateral  or  forward  or  may 
l)e  a combination  of  both. 

6.  Special  tests  of  passive  mobility — I\Iany  tests 
of  passive  mobility  have  been  devised  by  various 
orthopedic  surgeons — none  of  which  is  real  si)e- 
cific  in  making  any  definite  clinical  diagnosis.  These 
include  the  so-called  flexion  of  the  thighs  and  hips 
test  upon  the  abdomen,  straight  leg  raising  tests, 

continued  on  page  630 
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T>  ACKACHE  is  one  of  the  most  common  complaints 
that  a gynecologist  is  called  upon  to  evaluate. 
Several  years  ago  derangements  of  the  internal 
pelvic  organs  were  always  suspect  with  this  pre- 
senting symptom,  and  as  a result  uterine  suspen- 
sion became  the  most  popular  gynecological  opera- 
tion of  the  day,  though  seldom  was  it  indicated. 

As  is  true  in  medicine  so  frequently,  this  opera- 
tion soon  fell  into  disrepute,  and  only  recently  has 
it  regained  some  normal  clinical  focus. 

Practically  every  patient  with  backache,  when 
you  see  and  examine  her  thoroughly,  will  he  found 
to  have  some  basic  and  underlying  orthopedic  cause 
for  the  back  pain. 

Doctor  Ball  has  mentioned  that  from  the  point 
of  view  of  a gynecologist,  less  than  ten  per  cent  of 
the  backaches  we  see  are  caused  by  anything  other 
than  mechanical  factors,  and  less  than  ten  per  cent 
of  the  mechanical  backaches  require  anything  other 
than  routine,  simple,  orthopedic  or  postural  exer- 
cises for  improvement  or  cure. 

I rather  hesitate  to  mention  posture  in  the  pres- 
ence of  our  orthopedic  panelists,  but  I think  it  is 
important  to  have  some  knowledge  of  this,  as  it 
relates  to  gynecology  and  general  medicine. 

Steindler  stresses  that  in  normal  posture,  the 
deflections  of  the  spine  are  usually  compensated 
within  the  spine  itself.  In  abnormal  posture,  the 
spinal  deflections  are  compensated  by  the  body,  as 
a whole,  perhaps  with  abnormal  tilting  of  the 
pelvis,  deviation  of  the  knees  and  tilting  of  the 
hips,  in  one  way  or  another.  It  is  much  like  going 
in  to  be  fitted  for  a suit.  It  is  far  easier  to  fit  the 
suit  to  your  figure  than  it  is  to  fit  your  figure  to 
the  suit.  Perhaps  we  have  all  had  experiences  of 
this  kind  at  one  time  or  another. 

In  pregnancy,  we  certainly  find  backache  to  he  a 
common  complaint,  and  here.  Doctor  Norman 
Miller  has  pointed  out,  there  usually  is  some  paral- 
ysis of  the  back  extensors,  and  the  line  gra\  ity  is 
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moved  posterior  to  the  sacro-iliac  joints.  In  com- 
pensation of  this,  there  is  an  increase  in  the  lumbar 
curve,  and  an  accentuation  of  the  dorsal  curve. 
These  are  natural  and  necessary  compensations  in 
the  pregnant  woman  to  allow  for  the  softening  and 
relaxation  of  the  pelvic  articulations  which  are  the 
lumbo-sacral  joints,  the  sacro-iliac  joints,  and  the 
symphysis.  These  changes  and  softenings  begin  in 
the  second  trimester  of  pregnancy. 

A great  deal  can  be  learned  about  a woman,  if 
you  see  her  wdth  her  girdle  ofif.  This  is  perhaps  the 
most  naive  statement  that  this  panel  will  make. 
Ball  emphasizes  that  the  abdominal  viscera  are 
maintained  in  the  upper  abdomen,  like  an  inverted 
pear,  held  by  the  action  of  the  abdominal  muscles, 
the  diaphragm,  the  pelvic  floor  and  the  lumbo-sacral 
spine.  In  tbe  multiparae,  there  is  frequently  a loss 
of  these  supports  and  the  viscera  drop  into  the  pel- 
vis and  are  suspended  by  their  mesenteries  and 
this  leads  to  congestion  and  alterations  in  the  lym- 
phatic and  venous  drainage  of  the  pelvis.  We  know 
that  the  venous  drainage  of  the  pelvis  is  accom- 
plished through  a series  of  complex  sinuses  and  as 
a result  of  this  visceral  change,  which  is  subse- 
quently followed  by  a postural  ebange,  we  have  the 
well-recognized  gynecological  complex  of  dilfiuse 
pelvic  congestion. 

I believe  there  really  are  a few  gynecological 
problems  which  can  be  responsible  for  backache, 
but  the  pelvic  pathology  precedes  and  usually  con- 
tributes to  some  alteration  in  spinal  dynamics. 

'I'he  examination  of  the  gynecological  patient, 
with  backache,  practically  never  results  in  the  find- 
ing of  a point  of  tenderness  over  areas  of  the  spine, 
as  indicated  by  Doctor  Savastano.  This  is  more 
indicative  of  an  orthopedic  problem.  Twenty  per 
cent  of  women  are  born  with  a retrodisplaced 
uterus,  which  does  not  predispose  to  infertility,  nor 
backache,  nor  does  it  require,  as  far  as  we  can  tell, 
any  particular  treatment  and  the  diagnosis  of  this 
condition  should  be  quite  simple. 

The  fixed  retrodisplacement  on  the  other  hand, 
is  suspect  in  backache,  and  the  diagnosis  should  be 
quite  easy  because  tbe  symptoms  are  increased  with 
attempts  to  elevate  this  fixed  uterus.  As  a matter 
of  fact,  a pessary  will  make  the  patient  worse, 
because  the  posterior  bar  will  press  against  the 
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indurated  and  extremely  tender  uterosacral  liga- 
ments. If  the  symptoms  are  bad  enough,  surgery 
is  the  only  effective  treatment  and  the  type  of  sur- 
gery to  be  performed  can  only  be  determined  at 
laparotomy,  ^^'^e  rather  frequently  see  patients  with 
backache  and  a retrodisplaced  uterus  which  is  mov- 
able. In  these  patients,  the  uterus  should  be  brought 
forward  to  an  anterior  position  and  maintained 
there  with  a pessary.  Surgery  should  be  done  only 
if  the  patient’s  symptoms  improve  with  a pessary. 

As  far  as  infections  are  concerned,  pelvic  inflam- 
matory disease  is  well  recognized  as  being  present 
in  a patient  with  dififuse,  abnormal  discomfort  and 
backache,  usually  made  worse  by  walking  and  fre- 
quently by  working.  Twenty-five  per  cent  of  these 
particular  patients  also  have  menstrual  dysfunc- 
tion, seventy-five  per  cent  of  which  are  anovulators, 
with  dysplasia  of  one  type  or  another  and  their 
symptoms  vary  with  the  amount  of  involvement. 
Acute  cases  should  be  conservatively  treated  with 
antibiotics,  bed  rest  and  sedatives. 

In  the  chronic  or  recurrent  cases,  surgery  is  all 
we  have  to  offer,  and,  unfortunately,  this  must  be 
quite  radical  in  many  of  these  patients. 

As  to  other  conditions,  one  should  mention  endo- 
metriosis, which  frequently  involves  the  uterosacral 
ligaments,  and  tuberculosis. 

Currently,  there  are  fairly  good  medical  methods 
for  handling  these  cases  with  the  progestins  and 
the  anti-tuberculosis  drugs,  such  as  INH  and 
Streptomycin. 

Generally  speaking,  however,  they  don’t  work 
for  long  and  surgery  again  must  be  reverted  to 
as  long  as  examination  reveals  some  abnormality 
within  the  pelvis  which  could  explain  the  patient’s 
symptoms. 

Pelvic  tumors  when  fixed,  space  occupying  or 
invasive,  can  cause  backache,  and  the  type  of  sur- 
gery performed,  again  should  depend  upon  the 
findings  at  laparotomy. 

W’e  have  mentioned  previously  the  static  factors, 
and  I need  not  repeat  those. 

I want  to  emphasize  once  more  that  less  than  ten 
per  cent  of  the  patients  we  see  with  backache  have 
other  than  a mechanical  cause  for  that  backache, 
and  less  than  ten  per  cent  of  the  mechanical  back- 
aches require  more  than  postural  exercise  for  treat- 
ment or  cure. 
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Goldthwait’s  sign,  Faber’s  sign,  Gaenslen  test, 
compression  tests  and  many  others. 

7.  X-ray  examination — X rays  should  be  taken 
of  all  cases  in  which  there  is  a complaint  of  low 
back  pain.  When  indicated,  other  parts  of  the  bony 
skeleton  should  be  X rayed  to  bring  alx)ut  a definite 
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diagnosis.  The  X ray  may  reveal  such  things  as 
arthritis,  malignant  or  benign  tumors  of  the  bony 
skeleton,  osteoporosis  and  many  other  conditions. 

An  orthopedic-neurological  examination  is  indi- 
cated in  all  cases. 

8.  Laboratory  tests  as  indicated — Such  tests  as 
mentioned  previously  should  be  made  and  these  in 
most  cases  include  alkaline  phosphatase,  acid  phos- 
phatase, complete  blood  count,  urinalysis,  serolog)', 
prostatic  smear,  sedimentation  rate,  albumin  glob- 
ulin ratio  as  well  as  bone  smears  or  even  bone 
biopsies. 

Treatment 

Treatment  may  be  classified  into  general  and 
specific  as  well  as  conservative  and  operative. 

Conservative  treatment  — The  important  requi- 
sites in  conservative  treatment  consist  of  bedrest, 
support  of  the  affected  part  and  an  attempt  to 
relieve  pain  and  muscle  spasm  by  medication. 

Treatment  in  the  acute  stage  would  be  as  follows : 

1.  Bedrest  on  fracture  board  or  orthopedic  mat- 
tress. 

2.  Postural  flexion  of  hips  and  knees. 

3.  Back  support  — taping,  canvas  support  or 
scultetus  binder. 

4.  Traction — mild  or  prolonged,  heavy  for  short 
durations. 

5.  Heat — hot,  moist  packs  in  the  acute  stage  are 
preferable  and  seem  to  be  more  efficacious 

than  warm,  dry  heat. 

6.  Medication — codeine  and  aspirin  or  demerol 
are  used  as  the  case  may  dictate.  Muscle 
relaxants  are  also  definitely  indicated  in  the 
acute  stage  and  may  be  given  either  intra- 
venously or  by  mouth  or  both.  Soma,  Ro- 
baxin,  Salimeph-C,  Trancopal,  Tolserol,  Tol- 
seram  are  some  of  the  muscle  relaxants  now 
in  use. 

7.  Massage — local  gentle  massage  is  often  sooth- 
ing to  the  patient. 

Treatment  in  the  subacute  stage  would  be  as 
follows : Patient  may  now  be  put  on  gentle  exer- 
cises but  on  resuming  his  ambulatory  status  his 
back  should  be  supported  with  strapping,  low  back 
canvas  support  or  even  a brace.  A plaster  cast  is 
sometimes  used.  Graded  exercises  can  now  be  in- 
stituted. Manipulative  exercises  at  one  time  was 
the  custom — with  the  idea  of  breaking  up  painful 
adhesions  if  the  patient  failed  to  improve  under 
conservative  treatment.  This  form  of  treatment 
has  been  largely  discarded  as  it  did  not  prove  to 
be  successful  in  the  hands  of  many  orthopedists. 
Those  who  use  the  manipulative  therapy  would  say 
that  they  would  occasionally  feel  a distinct  clicking 
sound  as  adhesions  were  broken ; however,  certain 
complications  have  come  about  as  a result  of  manip- 
ulation with  the  result  that  most  of  the  ortho- 
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Although  back  pain  is  usually  thought  of  as 
being  caused  by  diseases  of  the  spine  or  spinal 
muscles,  there  is  no  doubt  that  many  pathological 
conditions  of  the  genitourinary  tract  give  rise  to 
hack  pain  of  one  form  or  another.  Disorders  of 
any  of  the  organs  of  this  system  are  capable  of 
causing  this  symptom,  and  representati\  e examples 
will  now  be  described. 

Adrenal  diseases,  consisting  of  benign  or  malig- 
nant neoplasms,  may  and  often  do  cause  hack  pain 
on  the  affected  side.  Such  neojilasms  include  cor- 
tical adenomas  and  carcinomas,  hut  usually  not  the 
tumors  of  medullary  origin.  By  contrast  neuro- 
blastomas in  children  do  not  usually  give  rise  to 
hack  pain.  Relating  adrenal  disease  to  backache 
may  he  difficult,  though  some  lesions  are  associated 
with  hormonal  changes  and  are  thus  recognized. 
Pyelograms  may  show  changes  in  the  position  of 
one  of  the  kidneys,  suggesting  a suprarenal  mass, 
and  these  can  often  be  better  defined  by  means  of 
perirenal  gas  insufflation  to  delineate  the  mass. 
(Oftentimes  the  bony  decalcification  associated 
with  Cushing’s  syndrome  is  responsible  for  severe 
backache. ) 

The  kidney,  of  course,  is  well  known  to  he  the 
cause  of  backache  in  a variety  of  conditions.  Among 
the  congenital  lesions  one  thinks  immediately  of 
aberrant  renal  vessels  which  quite  clearly  can  cause 
backache  due  to  the  associated  hydronephrosis. 
Oftentimes,  this  is  further  accentuated  by  a degree 
of  nephroptosis. 

Congenital  polycystic  kidneys,  on  the  other  hand, 
despite  rather  marked  enlargement  of  the  renal 
mass,  often  cause  no  pain  unless  there  is  a sudden 
hemorrhage  into  one  of  the  cysts. 

Inflammatory  disease  of  the  kidney  due  to  jivo- 
genic  organisms  is  almost  always  associated  with 
backache,  as  well  as  accompanying  chills  and  fever, 
frequency  and  dysuria.  The  diagnosis  is  usually 
not  difficult  to  make  clinically,  particularly  after 
examination  of  the  urine.  By  contrast  tuberculous 

* Presented  at  the  149th  Annual  Meeting  of  the  Rhode 
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renal  infection  usually  does  not  cause  pain  in  the 
back  unless  obstruction  develops  as  the  result  of  a 
tuberculous  stricture  of  the  ureter. 

One  of  the  commonest  causes  of  backache  of 
renal  origin  is  a renal  calculus.  Those  in  the  pelvis 
of  the  kidney — if  they  are  small  enough  to  move 
around  or  enter  the  upper  ureter — are  most  apt  to 
cause  pain.  Pain  is  felt  in  the  costovertebral  angle 
on  one  side  and  tends  to  be  felt  in  the  flank  area 
and  groin  as  well.  Less  apt  to  cause  pain  because 
they  cannot  move  are  small  calyceal  calculi  or  large 
staghorn  calculi,  both  of  which,  however,  may  give 
rise  to  a backache  if  the  patient  is  extremely  active. 

Neoplastic  disease  of  the  kidney  in  adults  is 
classically  known  to  cause  back  pain,  hematuria, 
and  often  a low-grade  fever.  This  is  not  so  in  the 
case  of  solitary  renal  cysts,  which  in  adults  are 
usually  asymptomatic.  Malignant  Wilms’s  tumor 
in  children  is  also  not  associated  with  pain  and  is 
usually  accidentally  discovered  by  finding  a flank 
mass  in  an  otherwise  normal  child. 

The  diagnosis  of  most  renal  lesions  will  of  course 
be  suggested  when  there  is  an  abnormality  in  the 
urine  as  well  as  by  tbe  findings  on  a plain  film  of 
the  abdomen.  Intravenous  or  retrograde  pyelo- 
grams are  usually  necessary  to  establish  a positive 
diagnosis. 

Back  pain  of  ureteral  origin  is  almost  always  due 
to  the  passage  of  a ureteral  calculus.  The  pain  in 
these  cases  is  characteristically  severe ; it  radiates 
from  the  costovertebral  angle  to  tbe  groin,  causes 
the  patient  to  be  restless,  and  often  is  associated 
with  vomiting.  The  diagnosis  is  of  course  suggested 
by  the  type  of  pain,  and  the  urine  is  found  to  con- 
tain red  blood  cells.  X rays  of  the  abdomen  and 
intravenous  or  retrograde  pyelography  will  be  nec- 
es.sary  to  verify  tbe  diagnosis. 

The  bladder,  altbough  usually  not  tbought  of  as 
a possible  cause  of  back  pain,  can  do  so  in  a variety 
of  circumstances.  Cystitis,  particularly  acute  cystitis 
in  women,  is  often  associated  with  low  back  pain. 
Bladder  obstruction  due  to  benign  prostatic  byjier- 
trophy  or  bladder  neck  contracture,  can  cause  jiain 
in  the  upper  back  due  to  the  development  of  hydro- 
ureters or  hydronephrosis.  And,  finally,  carcinoma 
of  the  bladder  has  a predilection  for  metastasizing 
to  bone  and  in  this  way  may  be  responsible  for  pain 
in  the  back. 
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Prostatic  conditions  similarly  are  sometimes  re- 
sponsible for  back  pain.  Prostatitis  in  many  indi- 
viduals is  associated  with  low  back  pain,  along  with 
dysuria  and  perineal  discomfort.  The  diagnosis 
here  is  usually  made  on  the  basis  of  an  examination 
of  the  prostatic  fluid,  which  contains  an  abnor- 
mally large  number  of  white  blood  cells.  In  addi- 
tion, of  course,  there  is  prostatic  tenderness  when 
the  gland  is  palpated.  The  diagnosis  of  carcinoma 
of  the  prostate,  made  on  rectal  palpation  because  of 
its  characteristically  hard  nodularity,  may  also 
explain  any  existing  back  pain,  since  bony  meta- 
stases  to  the  spine  and  para-aortic  lymph  nodes 
are  the  rule  in  advanced  cases  of  this  disease.  The 
unmistakable  X-ray  appearance  of  these  lesions 
along  with  an  elevated  blood  acid  phospatase  serve 
to  substantiate  this  diagnosis. 

Finally,  diseases  of  the  testes  may  be  associated 
with  varying  degrees  of  back  pain.  Orchitis  due  to 
mumps,  or  epididymitis  due  to  pyogenic  infections, 
may  cause  back  pain  on  the  affected  side.  The  diag- 
nosis is  usually  suggested  by  the  abnormal  findings 
on  examination  of  the  testis  itself.  Neoplasms  of 
the  testis,  on  the  other  hand,  are  usually  symptom- 
less until  metastases  occur ; here  again  back  pain 
may  be  prominent  because  of  their  predilection  to 
spread  to  the  para-aortic  lymph  nodes,  as  well  as 
to  bone. 

These  brief  comments  will  serve  to  illustrate 
that  back  pain  or  ache  may  be  caused  by  disease 
of  any  part  of  the  urinary  tract  and  that  such  cause 
is  often  suggested  by  the  findings  on  physical  ex- 
amination together  with  abnormalities  of  the  urine. 
Examination  by  appropriate  X rays  is  often  nec- 
essary to  confirm  these  diagnoses. 


DID  YOU  KNOW? 

• That  a city  dweller  is  somewhat  more  likely  to 
have  an  accident  than  a farmer,  but  urban  or  rural, 
home  is  still  the  place  where  most  accidents  take 
place. 

• That  more  than  600,000  p>ersons  are  bitten  by- 
dogs  in  this  country  each  year,  at  a medical  cost 
of  S5  million. 

• That  nearly  22  million  Americans,  or  13  per 
cent  of  the  population,  have  no  teeth;  and  about 
two-thirds  of  persons  75  or  older  no  longer  have 
any  teeth. 

• TTiat  voluntary  hospitals  should  have  one  new 
hospital  bed  every  36  hours  at  a cost  of  520,000  a 
bed  just  to  keep  up  with  population  growth. 

• That  the  philanthropic  public  gave  over  51 
billion  last  year  to  promote  the  nation’s  health. 


Monday,  November  14.  Meeting  of  Council, 
Rhode  Island  Medical  Society,  Hope  Club, 
Providence  (6:00  P.M.). 
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pedists  no  longer  use  this  type  of  therapy.  Those 
who  used  this  type  of  treatment  felt  that  they  would 
break  up  contractures,  fibrosis  and  adhesions.  Some 
went  so  far  as  to  feel  that  they  were  reducing  dis- 
located discs  and  reduced  dislocated  facets. 

Operative  treatment — The  operative  treatment 
has  included  local  injections,  removal  of  abnormal 
bone  formations,  myotomy,  fasciotomy,  simple 
excision  of  herniated  discs,  and  spine  fusions. 

Local  injections  consist  of  doing  perineural 
sciatic  injections  with  varying  strengths  of  novo- 
cain or  injecting  trigger  points  of  tenderness.  At 
one  time,  sectioning  of  the  piriformis  muscle  and 
the  tensor  fascia  femoris  was  used  in  order  to  re- 
lieve tension  or  pressure  on  the  sciatic  nerve.  Oper- 
ative stabilization  of  the  spine  is  the  more  com- 
monly used  operation  for  the  low  back  at  the 
present  time.  Removal  of  the  ruptured  disc  per  se 
is  done  by  many  orthopedists  but  a good  many 
others  fuse  the  spine  in  addition  to  removing  the 
ruptured  disc.  The  so-called  trisacral  fusion  which 
consisted  of  fusion  of  the  lumbosacral  joint  and 
both  sacro-iliac  joints  is  seldom  if  ever  done  at  the 
present  time.  Lumbosacral  fusion  is  the  fusion 
which  is  most  commonly  done  at  the  present  time. 
There  has  also  been  a general  tendency  to  fuse  one 
joint  rather  than  two  or  more  joints.  It  is  felt  that 
one  joint  gives  a higher  degree  of  success  in  stabili- 
zations than  when  more  than  one  joint  is  fused. 
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TTuman  infection  with  the  virus  of  equine 
-*■  encephalomyelitis  is  very  uncommon  in  New 
England.  In  the  United  States,  the  eastern  variety 
has  occurred  in  epidemic  form  in  Massachusetts 
only,  except  for  one  outbreak  in  Louisiana  and 
Texas  in  1947.^  In  1958,  the  virus  of  western 
equine  encephalomyelitis  (wee)  was  isolated  from 
a partridge  in  Rhode  Island.”  As  far  as  I have  been 
able  to  determine,  this  is  the  only  instance  where 
this  virus  has  been  definitely  found  to  he  present 
in  New  England.  It  might  be  noted  that  in  the 
same  year  that  the  wee  virus  was  isolated  in  this 
state  one  definite  and  one  probable  isolation  of  this 
virus  in  English  sparrows  was  reported  from  the 
state  of  New  Jersey.^ 

The  presence  of  eastern  equine  encephalomye- 
litis (eee)  in  Rhode  Island  has  been  confined  to 
horses  and  birds  (cf.  Table  1 ).  Maine  has  not  re- 
ported equine  encephalitis  in  either  humans  or  ani- 
mals, but,  in  the  late  1930’s  a horse  was  suspected 
of  harboring  the  virus  of  eee.'*  In  1928,  an  epidemic 
of  eee  in  horses  occurred  in  Connecticut.-’  Since 
then,  numerous  cases  of  the  eastern  variety  have 
been  found  in  both  pheasants  and  horses  predomi- 
nately in  the  eastern  part  of  that  state.  There  have 
been  a number  of  cases  of  human  eee  suspected  in 
Connecticut,  but  none  has  had  laboratory  confirma- 
tion. Records  fail  to  show  the  presence  of  eee  in 
New  Hampshire®  or  Vermont.’^  In  1938,  Feemster 
reported  an  epidemic  of  human  eee  in  Massachu- 
setts.® In  1955  and  1956,  two  smaller  epidemics  of 
EEE  were  also  reported  by  Feemster.®  In  all,  a total 
of  fifty  cases  of  eee  have  been  found  in  Massachu- 
setts with  a fatality  rate  of  68%.  Survivors  under 
ten  years  of  age  suffered  much  more  serious  sequela 
than  those  who  were  older. 

The  following  case  is  reported  because  it  is  be- 
lieved to  represent  the  first  human  infection  with 
the  virus  of  wee  to  be  reported  in  New  England. 


H.  W.,  age  sixteen,  was  admitted  to  the  Me- 
morial Hospital  in  Pawtucket,  Rhode  Island,  on 
August  31,  1956,  because  of  fever  and  delerium. 
He  had  been  perfectly  well  until  two  days  prior  to 
admission  at  which  time  he  developed  anorexia, 
nausea  and  mild  vomiting.  The  day  prior  to  admis- 
sion, he  complained  of  fever,  severe  headache  and 
chilly  sensations.  Several  hours  prior  to  admission, 
he  became  confused  and  developed  visual  and  audi- 
tory hallucinations.  Physical  examination  revealed 
a well-developed,  acutely  ill  patient  with  a flushed 
face.  His  temperature  was  102° F.,  the  pulse  was 
100,  and  the  respiration  18.  The  blood  pressure  was 
115/78.  There  was  a slight  puffiness  to  the  peri- 
orbital region.  The  skin  was  warm  and  moist. 
Otherwise,  the  entire  physical  and  neurological 
examination  was  within  normal  limits.  Examina- 
tion of  the  blood  disclosed  the  hemoglobin  to  be 
12.5  gms%  ; the  white  cell  count  was  4700  with 
68%  neutrophils,  30%  lymphocytes  and  2% 
monocytes.  Several  days  later,  the  W^BC  was  re- 
peated and  had  risen  to  6900.  Urinalysis  was  nor- 
mal and  the  Hinton  negative.  Three  blood  cultures 
were  sterile.  Three  stool  examinations  were  nega- 
tive for  ova  and  parasites.  Serum  electrolytes,  total 
proteins  and  AG  ratio  were  normal.  Agglutination 
reactions  for  typhoid,  partyphoid,  proteus,  and 
brucellosis  were  negative.  The  blood  of  this  patient 

continued  on  next  page 

TABLE  1 


Incidence  of  Equine  Encephalitis  in  Rhode  Island 


1953 

one  case  in  a horse 
one  flock  of  pheasants 

1955 

15  confirmed  horse  cases 

6 pheasant  farms 

3 wild  pheasants 

1956 

8 cases  in  horses 

1 pheasant  farm 

1 quail,  sparrow,  and  pheasant  from  a 
second  farm 

1958 

1 pheasant 

This  material  supplied  by  Raymond  F.  McAteer,  m.d.,  medical 
director,  Department  of  Health,  Division  of  Communicable  Disease, 
Providence,  Rhode  Island. 
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was  examined  for  CXS  virus  antibodies  by  means 
of  the  complement-fixation  test.  Commercial  virus 
antigen  preparations  were  used  in  the  tests.  Con- 
trols for  anticomplementary  action  of  antigens  and 
serums  were  satisfactory,  and  positive  and  nega- 
tive serum  controls  also  were  satisfactory.  Serum 
titers  were  determined  on  paired  specimens  of 
blood,  the  second  of  which  was  collected  after  an 
interval  of  seven  davs.  The  results  are  indicated 
in  Table  2. 

Shortly  after  admission,  a lumbar  puncture  was 
performed.  The  spinal  fluid  was  under  normal 
pressure.  The  fluid  was  crystal  clear.  Examination 
of  the  spinal  fluid  disclosed  a cell  count  of  four 
erythrocytes  and  forty  lymphocytes.  The  spinal 
fluid  protein  was  23  mg%.  A culture  of  the  spinal 
fluid  was  sterile.  X rays  of  the  skull  and  chest  were 
within  normal  limits.  My  initial  impression  was 
that  the  patient  had  a viral  infection  involving  the 
central  nervous  system.  However,  he  was  started 
on  Tetracycline  and  this  was  continued  for  six  days. 
For  four  days,  the  patient  ran  a spiking  tempera- 
ture rising  to  a high  of  103°F. ; hut  on  the  fifth 
day,  the  temperature  returned  to  normal  and  re- 
mained that  way  for  the  duration  of  his  hospiral 
stay.  Initially,  he  was  restless  and  at  times  com- 
bative. The  auditory  and  visual  hallucinations  be- 
came more  prominent.  On  the  third  hospital  day, 
the  patient  was  seen  by  a consultant  in  neurology 
who  concurred  with  the  diagnosis  of  encephalitis. 
The  patient  was  treated  symptomatically  with 
sparine,  frenquel,  and  salicylates  and  showed  pro- 
gressi\e  improvement  and  on  the  fourteenth  day, 
he  was  discharged.  Follow-up  studies  six  months 
later  failed  to  reveal  any  sequels.  At  the  age  of 
eighteen,  he  enlisted  in  the  army  and  was  accepted. 

The  term  encephalitis  refers  to  an  inflammation 
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of  the  brain.  The  illness  is  called  “equine”  because 
it  was  first  isolated  from  horses  in  1933  and  has 
been  known  to  cause  severe  epidemics  in  horses 
for  a number  of  years.  Eastern  refers  to  the  fact 
that  this  strain  of  virus  has  been  found  in  the 
eastern  part  of  the  country,  while  the  western 
strain  has  been  confined  to  the  western  part  of  the 
country. 

Typically,  a viral  encephalitis  has  a more  or  less 
acute  onset  with  fever  and  mental  symptoms  varv- 
ing  from  irritability  to  stupor  coma,  delerium  and 
convulsions.  Mild  cases  may  resemble  nonparalytic 
poliomyelitis.  If  the  cerebellum  is  involved,  ataxia 
may  he  prominent.  Involvement  of  the  midbrain 
leads  to  pupillary  and  ocular  disturbances.  In  addi- 
tion, cranial  nerve  palsies  may  occur.  With  involve- 
ment of  the  meninges  and  spinal  cord,  headaches, 
vomiting,  stift'  neck  and  paralysis  may  he  found. 

The  cerebral  spinal  fluid  may  he  entirelv  normal 
or  there  may  he  a pleocytosis  with  increased  pro- 
tein. Initially,  the  pleocytosis  may  he  polymorpho- 
nuclear ; hut  later,  it  usually  is  lymphocytic. 

The  disease  is  spread  to  susceptible  animals 
through  the  bite  of  a mosquito.  In  western  and 
central  United  States  and  in  Canada,  culex  taralis 
is  believed  to  he  the  principal  vector.  Culeseta  mel- 
enura,  aedes  \exons  and  culex  salinorus  are 
strongly  suspected  as  the  vectors  in  the  eastern 
United  States.  The  incubation  period  is  usually 
five  to  fifteen  days.  M ild  and  domestic  birds  are 
the  principal  reservoirs  of  infection  in  the  United 
States.  Although  ser\  ing  as  hosts,  horses  and  man 
are  not  important  as  reservoirs  of  infection.  Infants 
and  those  of  the  older  age  group  are  most  suscep- 
tible to  infection.  Infection  to  any  degree  results  in 
homologous  immunity. 

The  most  reliable  method  of  confirming  the  diag- 


TABLE  2 


Virus  Antigen 


Serum 
9 4/56 

1/5  10  20  40 


Serum  #2 
9/11  60 

1 5 10  20  40  80  160  320  640  1280  2560 


4+ 

3-|- 

0 

0 

0 

0 

0 

0 

0 

0 

4+ 

4+ 

4+ 

4-h 

4+ 

4+ 

4+ 

4-1- 

2+ 

0 

0 

0 

0 

eastern  equine 
encephalomyelitis 

3+ 

0 

0 

0 

western  equine 
encephalomyelitis 

4+ 

4+ 

2-f 

0 

lymphocytic  choriomeningitis 

0 

mumps 

0 

.St.  Louis  encephalitis 

0 

The  paired  serums  showed  a marked  rise  in  western  equine  encephalomyelitis  antibody  titer  of  from  1 10  to  1/640  with  4+  reactions  in 
each  case.  This  no  doubt  indicated  infection  with  the  virus  of  western  equine  encephalomyelitis,  which  was  related  to  the  patient’s 
symptoms.  The  rise  in  specific  antibody  titer  between  acute  phase  and  convalescent  phase  serums  confirms  the  clinic.al  diagnosis  of  the  case. 
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nosis  is  by  isolation  of  the  virus.  The  virus  can  most 
frequently  he  obtained  from  brain  gray  matter  of 
patients  who  have  died  within  the  first  five  days 
after  the  onset,  and  when  autopsy  is  performed 
within  two  to  three  hours  after  death.  Other  tissues, 
blood  or  cerebrospinal  fluid  rarely  give  positive 
results. 

Although  somewhat  less  reliable  than  the  actual 
isolation  of  the  virus,  the  demonstration  of  a rising 
titer  of  complement-fixation  or  neutralizing  anti- 
bodies is  very  suggestive  of  the  disease.^®  The  neu- 
tralizing antibodies  reach  high  titers  in  one  week 
and  stay  at  these  levels  for  about  two  years  after 
the  initial  infection.  Complement-fixation  anti- 
bodies begin  to  appear  at  the  end  of  the  first  week. 
The  titer  rises  slowly  and  begins  to  subside  again 
after  six  to  eight  weeks. 

Clinically,  it  is  impossible  to  distinguish  eee  from 
WEE.  However,  eee  is  far  more  virulent  than  the 
western  variety  with  a mortality  of  65%  as  against 
15%;  the  sequela  in  those  who  survive  are  also 
more  severe.  Although  the  virus  of  wee  is  largely 
limited  to  the  western  part  of  the  country,  it  has 
been  isolated  in  Texas,  Alabama  and  more  recently 
in  New  Jersey  and  Rhode  Island. 

In  Januarv  1957,  complement-fixation  tests  were 
done  on  the  sera  of  243  people  in  South  Dakota." 
These  people  came  from  three  different  counties  in 
South  Dakota.  From  this  study  three  interesting 
facts  were  found ; 

1.  About  34%  of  the  sera  were  positive  to  either 

EEE  or  WEE. 

2.  About  20%  of  the  positive  sera  reacted  with 

EEE. 

3.  About  3%  of  tbe  sera  were  positive  to  both 

EEE  and  W'EE. 

Xo  definite  conclusion  could  be  drawn  from  this 
series,  but  it  seems  clear  that  eee  does  occur  in  tbe 
west ; and  therefore,  there  is  no  reason  why  wee 
cannot  occur  in  the  east.  The  diagnosis  of  wee  on 
our  patient  seems  confirmed  by  a fairly  typical 
clinical  picture  plus  a positive  complement-fixation 
test. 

SUMMARY 

1.  The  incidence  of  equine  encephalitis  in  Rhode 
Island  as  well  as  the  other  X"ew  England  States  is 
commented  u]wn. 

2.  The  clinical  features  and  methods  of  diagnosis 
are  briefly  discussed. 

3.  A patient  is  reported  who  is  thought  to  rep- 
resent the  first  case  of  western  equine  encepha- 
litis diagnosed  in  this  state  and  probably  in  X"ew 
England. 

References 

M'eemster,  R.  F. : Ec|uine  Encephalitis  in  Massachusetts, 

New  Eng.  J.  Med.  255  #15:701-704,  1957 
-Personal  communication 


1 


•*Holden,  P. : Recovery  of  Western  Equine  Encephalo- 
myelitis from  Naturally  Infected  English  Sparrows  of 
New  Jersey  1953,  Proc.  Soc.  Exp.  Biol.  & Med.  88,  3 :490- 
492,  1955 

■•Personal  communication 

^Hart,  J.  C. : Eastern  Equine  Encephalitis  in  Connecticut, 
Conn.  Health  Bulletin,  71,  1957 
•'Personal  communication 
"Personal  communication 

"‘•Eeemster,  R.  E. : Outbreak  of  Encephalomyelitis  in  Man 
Due  to  Eastern  Virus  of  Equine  Encephalomyelitis,  Am. 
J.  Pub.  Health  28:1403-1410,  1938 
V/nV.  1 

■"Einlev,  K.  H.,  and  Hollister,  A.  C. : California  Medicine, 
V-74  #4,  p.  205,  1951 
••Personal  communication 


E.  P.  Anthony,  Inc 


WILBUR  E.  JOHNSTON,  Phar.  D. 
RAYMOND  E,  JOHNSTON,  B.S, 


178  ANGELL  STREET 
PROVIDENCE,  R.  I. 
GAspee  1-2512 
Pharmacy  License  #225 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


DOCTOR’S  OFFICE  FOR  RENT 

Furnished  and  Equipped 
{ Office  of  late  Dr.  John  A.  Mellone) 

For  Information  Call  CHerry  5-2023 
15  Bay  Spring  Avenue, 

WEST  BARRINGTON,  R.  I. 


w 

I 


636  RHODE  ISLAND  MEDICAL  JOURNAL 

TTTTTTTTTTTTTTTTTTTTTTTTTTTTrTTTTTTTTTTTTTTTTTTrT  TTT  TTT  TTTT  T T T T T T T T T T T T TTT 
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Corticosteroid  injection  for  local  treatment 
of  rheumatic  joint  and  soft  tissue  diseases  is 
well  established  by  a large  and  generally  favorable 
clinical  experience  as  an  expedient  therapeutic 
measure.  There  is  an  obvious  usefulness  where 
systemic  corticosteroids  are  contraindicated  or 
poorly  tolerated  or  to  augment  the  benefits  while 
minimizing  the  hazards  inherent  in  systemic  ther- 
apy. There  is  also  the  finding  that  in  the  major 
categories  of  arthritis,  periarthritis,  myofibrositis, 
bursitis,  tenosynovitis  and  fasciitis,  local  results  of 
injection  procedures  are  comparable  or  superior  to 
those  obtained  with  oral  medication.^ 

The  merit  of  the  instillation  of  a corticosteroid 
into  prominently  involved  single  or  multiple  joints, 
bursae  or  accessory  soft  tissue  structures  lies  in  the 
deliverv  of  a high  level  of  anti-inflammatory  activ- 
itv  directly  to  the  diseased  area.  When  a response 
is  elicited,  the  subsidence  of  stiffness,  swelling  and 
pain  leading  to  an  increased  range  of  motion  is 
impressive.^'"  A review  of  published  studies  indi- 
cates that  with  administration  of  injectible  cortico- 
steroids in  the  early  stages  of  disease,  improvement 
may  be  anticipated  in  50  to  80  per  cent  of  the  cases 
treated.*  A higher  percentage  of  favorable  response 
occurs  in  diseases  of  the  knee,  epicondylitis  and 
acute  bursitis  than  in  diseases  of  the  hip,  fibrositis 
or  chronic  bursitis.  Benefits  in  osteoarthritis  are 
greater  in  degree  and  longer  in  duration  than  in 
rheumatoid  arthritis.  Comparative  figures  obtained 
over  a period  of  five  years  show  that  complete  relief 
was  accomplished  in  60  per  cent  of  knees  affected 
with  osteoarthritis  while  30  per  cent  of  knee  joints 
affected  with  rheumatoid  arthritis  no  longer  re- 
quired local  corticosteroid  injection.  Continuing 

♦Kenalog®  Suspension,  containing  10  mg.  triamcinolone 
acetonicie  in  each  cubic  centimeter,  was  supplied  for  this 
study  by  Doctor  R.  C.  Merrill,  The  Squibb  Institute  for 
Medical  Research,  Xew  Brunswick,  New  Jersey. 


benefits  from  periodic  intra-articular  injection  of 
knee  joints  were  manifested  in  an  additional  15  per 
cent  of  cases  of  osteoarthritis  and  50  per  cent  of 
rheumatoid  arthritis.* 

The  single  most  important  feature  of  any  corti- 
costeroid to  be  instilled  into  joints  or  into  envelop- 
ing or  accessory  structures  is  the  anti-inflammatorv 
potency  per  milligram  of  material.  Anatomic  con- 
siderations impose  intrinsically  rigid  restrictions 
on  the  therapeutic  activity  which  can  be  provided 
by  local  injection.  A corticosteroid  preparation 
which  supplies  a high  level  of  anti-inflammatory 
activity  in  relatively  small  volume  and  in  low 
dosage  and  which  possesses  the  additional  charac- 
teristic of  prolonged  activity  is  surely  the  drug  of 
choice  for  local  injection  therapy. 

All  of  the  major  corticosteroids  have  been  pre- 
pared for  local  instillation.  The  broadest  experi- 
ence, providing  a substantial  fund  of  clinical  data, 
concerns  the  use  of  hydrocortisone  either  as  the 
acetate  or  as  the  tertiary-butyl-acetate,  .\lthough 
these  comp>ounds  have  achieved  an  unofficial  status 
as  reference  materials  in  the  appraisal  of  more 
recently  synthesized  anti-inflammatory  steroids, 
there  is  considerable  disagreement  as  to  the  con- 
centration and  dosage  which  can  be  absorbed  with 
maximum  benefit.  Hydrocortisone  acetate  has  lieen 
employed  for  treatment  of  osteoarthritis  and  rheu- 
matoid arthritis  of  the  knees  in  concentrations  as 
high  as  150,  250  and  300  milligrams  per  cubic 
centimeter.-  Marked  relief  was  reported  which 
persisted  three  to  four  times  longer  than  that  in- 
duced with  lesser  concentrations.  Some  of  these 
patients,  however,  experienced  systemic  effects 
with  improvement  extending  to  joints  other  than 
those  injected.  Still  others  obtained  no  greater 
benefit  than  that  derived  from  injection  of  100 
milligrams  into  the  knee  joint.  Doses  of  50  to  100 
milligrams®  or  ranging  from  25  to  75  milligrams* 
have  been  separately  found  satisfactory  for  local 
injection  in  rheumatic  disorders.  From  a practical 
standpoint,  doses  of  150  to  300  milligrams  are  con- 
sidered excessive  and  not  necessarily  more  effective 
than  moderate  doses.*  A beneficial  response  to 
hydrocortisone  must  be  accomplished  within  the 
boundaries  of  the  more  con\  entional  and  conserva- 
tive dose  range. 


LOCAL  INJECTION  THERAPY  OF  RHEUMATI 

\\’hen  compared  with  hydrocortisone,  the  steroid 
analogue,  triamcinolone  acetonide,  appears  from 
clinical  trial  in  almost  300  patients  with  rheumatic 
involvement  of  joint  and  muscle  to  elicit  an  equiva- 
lent or  somewhat  greater  response  in  appreciably 
lower  dosage.®”^'’  Good  to  excellent  amelioration  of 
svmptoms  was  reported  in  85.4  per  cent  of  cases 
treated  with  4 to  20  milligrams,®  in  98.5  per  cent 
of  cases  treated  with  2.5  to  10  milligram  doses,® 
and  in  74.3  per  cent  of  cases  where  doses  of  5 to 
50  milligrams  were  injected.^®  At  these  levels,  sys- 
temic corticosteroid  effects  w’ere  absent  and,  for 
all  the  anti-inflammatory  potency  exhibited  by  the 
compound,  serious  untoward  reactions  were  not 
encountered.  Where  repeat  injections  were  re- 
quired, these  were  administered  at  a frequency  of 
from  twice  weekly  to  twdce  monthly®  or  at  inter- 
vals of  once  weekly  to  once  every  two  months.^® 
In  the  present  investigation,  the  therapeutic  efficacy 
of  triamcinolone  acetonide  (Kenalog*)  in  mini- 
mum dosage  of  2 to  10  milligrams  was  subject  to 
further  clinical  examination.  The  preparation  em- 
ployed for  local  instillation  is  a suspension  contain- 
ing 10  milligrams  of  active  agent  per  milliliter.  The 
suspension  w'as  used  for  local  injection  therapy  of 
commonlv  manifested  rheumatic  disorders  in  a 
series  of  patients  seen  in  private  practice. 

Materials  and  Method 

A group  of  100  consecutive  patients  presenting 
svmptoms  of  inflammatory  involvement  of  joints, 
bursae  or  tendon  sheaths  received  single  injections 
of  triamcinolone  acetonide  for  prompt  suppression 
of  the  locally  active  situation.  Volumes  of  0.2  to 
1.0  milliliter  of  the  suspension  delivering  2 to  10 
milligrams  of  the  corticosteroid  were  instilled 
directly  into  joint  spaces  or  introduced  into  extra- 
articular  or  other  implicated  areas.  Diagnoses  and 
distribution  of  patients  are  given  in  Table  I.  The 
clinical  material  is  adequately  representative  of 
those  conditions  considered  amenable  to  local 
injection  therapy.  Bursitis,  “tennis  elbow,”  syno- 
vitis, tenosynovitis,  tendonitis,  epicondylitis,  arth- 
ritis, coccygodynia,  plantar  fasciitis,  and  sprain 
constitute  the  prevalent  joint  and  soft  tissue  dis- 
orders encountered  and  treated  during  this  study. 

The  technics  for  local  injection  of  affected  sites 
have  been  fairly  well  detailed.^®  Intra-articular 
instillation  is  accomplished  by  means  of  relatively 
simple  and  standard  procedure  allowing  for  varia- 
tions in  the  anatomic  approach  specific  to  the  joint 
under  treatment.  Aseptic  precautions  must  he  ob- 
served. A familiarity  with  structural  features  of 
the  joint  is  desirable.  The  needle.  20-gauge  or 
smaller  in  size,  is  inserted  through  skin  and  sub- 
cutaneous tissue  and  carefully  guided  into  the  joint 
space  so  that  trauma  to  joint  surfaces  is  avoided. 

*Kenalog®  is  a Squibb  trade-mark. 


DISEASES  WITH  A NEW  SYNTHETIC  637 

A diagram  or  X ray  may  facilitate  proper  place- 
ment or  cautious  passive  movement  of  the  joint 
may  indicate  the  opening.  Once  the  joint  capsule 
is  entered  there  is  less  resistance  to  the  advance  of 
the  needle.  Where  resistance  to  the  needle  is  firm, 
it  should  he  withdrawn  slightly  and  advanced  at  a 
new'  angle.  The  needle  is  properly  in  place  when  a 
small  quantity  of  air  can  he  injected  freely  with- 
out resistance  to  pressure  on  the  plunger  or  actual 
rebound.  Aspiration  permits  a final  check  on 
needle  penetration,  establishing  the  successful  cir- 
cumvention of  blood  vessels. 

A routine  injection  technic  has  been  suggested 
for  extraarticular  use,  particularly  in  bursitis.^  Ini- 
tially, a small  intradermal  wheal  is  formed  with 
1 per  cent  procaine  at  the  selected  site  of  injection. 
Depending  on  the  depth  of  penetration  necessary, 
procaine  is  infiltrated  slowly  through  a 20-  or 
21-gauge  needle,  1.5  or  2 inches  long,  in  a straight 
line  directed  at  the  chosen  bursal  area.  If  the  pres- 
ence of  calcium  deposits  in  or  near  the  bursa  has 
been  demonstrated  by  X ray,  an  occasional  suction 
pull  on  the  plunger  is  indicated  for  the  purpose  of 
aspirating  calcium.  The  recovery  of  calcium  is  evi- 
dence that  an  accurate  injection  is  in  progress.  With 
the  needle  in  place,  repeated  flushing  and  aspira- 
tion is  carried  out  with  about  2 milliliters  of  0.5 
per  cent  procaine  solution.  Most  of  this  is  recov- 
ered and  the  milky  aspirated  fluid  is  discarded.  The 
procedure  is  repeated  until  the  procaine  solution  is 
returned  reasonably  clear.  At  this  point,  with  the 
needle  still  in  place,  the  corticosteroid  is  injected. 

Results  of  Treatment 

In  this  experience,  triamcinolone  acetonide  pro- 
duced a high  proportion  of  benefits  when  ad- 
ministered locally  in  remarkably  low  dosage.  The 
degree  of  improvement  given  in  Table  I was  eval- 
uated in  accordance  w'ith  reduction  in  swelling, 
stiffness  and  pain  and  increase  in  mobility  as  well 
as  subjective  expressions  of  relief  from  acute  and 
distressing  symptomatology.  On  this  basis,  thera- 
peutic response  was  found  excellent  in  85  (85%) 
cases,  good  in  9 (9%)  cases,  and  fair  in  1 ( 1%  ) 
case.  Five  patients  (5%)  showed  no  improvement 
with  treatment.  Palliative  effects  were  achieved 
with  as  little  as  2 milligrams  of  corticosteroid  rep- 
resenting an  injection  volume  of  0.2  milliliter.  The 
small  injection  volume  w’as  of  appreciable  advan- 
tage in  the  intraarticular  instillation  of  small  joints 
such  as  finger  joints  and  in  the  treatment  of  de 
Quervain’s  disease  and  other  forms  of  tenosyno- 
vitis. There  appeared  to  he  no  doubt  that  benefits 
could  be  obtained  with  considerably  lesser  (juan- 
tities  of  triamcinolone  acetonide  than  recommended 
for  hydrocortisone  preparations.  Although  the 
usual  range  of  peripheral  joints  accessible  for 
local  injection  were  treated,  the  dosage  adminis- 

continued  on  next  page 
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tered  never  exceeded  10  milligrams. 

As  may  be  seen  from  the  table,  five  patients 
failed  to  show  an  adequate  clinical  response  and 
surgery  was  subsequently  performed.  These  in- 
cluded 1 case  of  bursitis  of  the  shoulder  w’ith  calci- 
fication, one  case  of  “tennis  elbow,”  one  injury  to 
a temporomandibular  meniscus  with  synovitis  of 
the  jaw  joint,  one  case  of  de  Quervain’s  disease 
and  one  case  of  coccygodynia.  At  the  time  of  sur- 
gery, there  was  no  evidence  of  the  injected  mate- 
rial remaining  as  a mass  in  the  tissues.  In  previous 
experience  with  hydrocortisone,  residue  material 
was  encountered  at  operation  following  the  failure 
of  local  injection  therapy.  A foreign  body  residue 
was  a frequent  occurrence  at  the  site  of  previous 
injection,  and  in  particular,  deposition  of  material 
was  observed  within  the  supraspinatus  tendon  and 
the  extensor  tendons  at  the  elbow.  The  material 
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apparently  was  not  absorbed  and  acted  instead  as 
a foreign  body.  This  undesirable  consequence  of 
extra-articular  injection  was  not  encountered  with 
triamcinolone  acetonide  in  the  five  cases  where 
surgical  intervention  proved  necessary. 

There  were  no  untoward  reactions  to  triamcino- 
lone acetonide  in  this  series  and  no  systemic  cor- 
ticosteroid effects  were  observed  as  a result  of  local 
injection.  W here  the  drug  was  given  by  extraar- 
ticular  injection,  patients  were  warned  of  the  pos- 
sibility of  pain  persisting  as  long  as  thirty-six 
hours.  Pain,  varying  from  mild  discomfort  to 
acute  distress,  is  an  anticipated  outcome  of  the 
pressure  exerted  by  local  accumulation  of  injected 
material  in  an  area  of  inflammation.  The  judicious 
administration  of  analgesics  and  the  suggestion 
that  an  ice  hag  be  placed  to  the  affected  area  proved 
sufficient  for  amelioration  of  the  immediate  dis- 


TABLE  I 

Treatment  of  Rheumatic  Diseases 


By  Local  Injection  of  Triamcinolone  Acetonide  (Kenalog®) 


Diagnosis 

No. 

of 

Pts. 

Type  of  Injection 

Intra-  Extra- 
Articu-  Articu-  Special 
lar  lar  Areas 

Dose 
( mgs. ) 

Excel- 

lent 

Degree  of  Response 

Good  Fair 

Poor 

Bursitis 

Shoulder 

34 

34 

10 

33 

0 

0 

1 

Prepatella 

2 

7 

5 

2 

0 

0 

0 

Olecranon 

2 

7 

5 

2 

0 

0 

0 

T rochanter 

3 

3 

10 

3 

0 

0 

0 

Tennis  FJhoiv 

23 

23 

2-5 

20 

2 

0 

1 

Synofitis 

Knee,  meniscus  injury 

7 

7 

10 

7 

0 

0 

0 

T eniperomandibular. 

meniscus  injury 

6 

6 

5 

5 

0 

0 

1 

Ankle 

1 

1 

5 

0 

1 

0 

0 

Tenosynovitis 

Flexor  carpi  ulnaris 

2 

2 

2-5 

7 

0 

0 

0 

tie  Quervain's  disease 

2 

7 

- 5 

2-5 

1 

0 

0 

1 

Tendonitis 

-Achilles  tendon 

2 

7 

5 

2 

0 

0 

0 

fl/'ieondylitis 

Elbow 

3 

3 

2-5 

3 

0 

0 

0 

Arthritis 

Hypertrophic,  knee 

3 

3 

10 

0 

3 

0 

0 

Hypertrophic,  inter- 

phalangeal  joints 

2 

2 

2-3 

0 

2 

0 

0 

T raumatic,  elbow 

1 

1 

5 

1 

0 

0 

0 

Traumatic,  acromio- 

clavicular  joint 

1 

1 

5 

0 

1 

0 

0 

Rheumatoid,  knee 

1 

1 

10 

0 

0 

1 

0 

Coceygodynia 

2 

2 

5 

1 

0 

0 

1 

Plantar  fasciitis 

2 

7 

5 

7 

0 

0 

0 

Shcain 

.Acromioclavicular  joint 

1 

1 

5 

1 

0 

0 

0 

85  9 1 5 

(85.0%)  (9.0%)  (1.0%)  (5.0%) 


Totals 


100 


23 


67 


10 


LOCAL  INJECTION  THERAPY  OF  RHEUMATIC  DISEASES  WITH  A NEW  SYNTHETIC 


tress.  There  were  no  occurrences  of  infection  in 
100  cases  and  no  other  complications  were 
encountered. 

Comment 

Local  injection  of  corticosteroids  is  an  approved 
therapeutic  procedure  in  several  situations  experi- 
enced in  the  treatment  of  the  commonly  manifested 
rheumatic  disorders.  It  is  preferred  therapy  where 
systemic  corticosteroids  are  contraindicated.  More 
frequently,  however,  steroid  injection  is  an  impor- 
tant adjunctive  measure.  Locally  active  or  more 
resistant  joints  and  accessory  soft  tissue  structures 
may  be  selectively  treated  with  immediate  benefit 
until  a more  gradual  improvement  is  achieved  with 
systemic  medication.  Local  suppression  of  an  acute 
process  may  help  maintain  the  improvement  in- 
duced by  systemic  treatment  or  permit  maintenance 
with  lower  systemic  dosage  and  presumably  with 
less  hazard  of  unwanted  reactions.  In  addition, 
local  injection  therapy  may  contribute  successfully 
to  the  limitation  of  deformity,  promote  an  earlier 
and  more  satisfactory  use  of  physical  therapy  and 
prove  a valuable  pre-  or  post-operative  measure  in 
orthopedic  surgery.  Delivery  of  a high  level  of  anti- 
inflammatory activity  directly  to  the  implicated 
structure  frequently  induces  a dramatic  remission 
of  pain,  swelling  and  stiffness,  usually  within  forty- 
eight  hours. 

The  local  introduction  of  a therapeutic  level  of 
anti-inflammatory  activity  is  qualified  by  anatomic 
considerations  of  joint  capacity  and  area  of  internal 
synovial  surface  available  for  absorption  of  the 
corticosteroid.  Accordingly,  the  compound  furnish- 
ing the  greatest  potency  in  lowest  dosage  suspended 
in  the  smallest  volume  of  vehicle  is  best  suited  to 
injection  therapy.  It  is  our  impression  that  triam- 
cinolone acetonide  is  superior  to  hydrocortisone  for 
this  purpose.  In  our  experience,  doses  of  2 to  10 
milligrams  representing  an  injection  volume  of  0.2 
to  1.0  milliliter  elicited  a beneficial  response  in  an 
impressively  high  proportion  of  patients  treated. 
Moderate  therapeutic  dosage  for  hydrocortisone  is 
placed  at  the  relatively  high  level  of  25  to  75  milli- 
grams.^ It  is  also  noteworthy  that  with  triamcino- 
lone acetonide,  given  in  doses  of  2 to  10  milligrams, 
there  was  no  evidence  of  injected  material  remain- 
ing as  a foreign  body  residue  in  soft  tissues  in  five 
cases  which  came  to  surgery.  In  previous  experi- 
ence with  hydrocortisone,  residues  of  unabsorbed 
material  acting  as  a foreign  body  were  frequently 
found  to  be  present  in  extraarticular  tissue  when 
operation  proved  necessary  following  clinical  fail- 
ure of  local  therapy. 

SUMMARY 

1.  Triamcinolone  acetonide  (Kenalog®)  in  doses 
of  2 to  10  milligrams  was  administered  by  local 
injection  in  100  consecutive  cases  of  inflammatory 
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involvement  of  joints,  bursae  or  accessorv  soft  tis- 
sue structures.  Improvement  with  treatment  was 
evaluated  in  terms  of  reduction  or  elimination  of 
swelling,  stiffness  and  pain  leading  to  increased 
mobility. 

2.  Benefits  were  observed  in  a high  proportion 
of  patients  treated.  Response  was  excellent  in  85 
(85%),  good  in  9 (9%),  and  fair  in  1 (1%)  of 
the  ca.ses.  Five  patients  (5%)  showed  no  improve- 
ment and  subsequently  came  to  surgery. 

3.  At  surgery,  there  was  no  evidence  of  a for- 
eign body  residue  at  the  site  of  previous  injection. 
In  earlier  experience  with  hydrocortisone,  residues 
of  unabsorbed  material  remaining  as  a mass  in  soft 
tissues  were  frequently  encountered  when  surgical 
intervention  proved  necessary. 

4.  There  were  no  untoward  reactions  to  triam- 
cinolone acetonide  in  this  series  and  no  systemic 
corticosteroid  effects  were  observed  as  a result  of 
local  injection.  Varying  degrees  of  pain  experi- 
enced shortly  after  treatment  yielded  to  the  judi- 
cious use  of  analgesics  and  to  the  application  of 
icebags  to  the  affected  area. 

5.  Triamcinolone  acetonide  is  a highlv  potent 
anti-inflammatory  agent  well  suited  to  local  injec- 
tion therapy  in  the  commonly  manifested  rheuma- 
toid disorders.  Worthwhile  benefits  are  achieved 
with  appreciably  lower  dosage  and  correspond- 
ingly less  injection  volume  than  required  with 
hydrocortisone.  Enhanced  potency  is  not  accom- 
panied by  a greater  propensity  to  produce  un- 
wanted reactions. 
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RHODE  ISLAND  DEPARTMENT  OF  HEALTH 
PROVISIONAL  VITAL  STATISTICS 

January -June,  I960 


PROVISIONAL  VITAL  STATISTICS  for  the  first  six 

months  of  1960  are  available  from  vital  records 
filed  currently  during  this  period.  The  data  for 
1959  are  given  also  to  obtain  an  indication  of 
trends.  This  report  gives  the  provisional  numbers 
for  events  that  occurred  in  Rhode  Island  regard- 
less of  the  place  of  residence.  The  rates  are  com- 
puted on  an  annual  basis  using  a provisional  popu- 
lation enumeration  of  846,207,  which  was  obtained 
from  the  Boston  Regional  Census  Office. 

Births 

There  were  9,140  live  births  recorded  during  the 


first  six  months  of  1960  representing  a decrease  of 
2.5  per  cent  over  last  year's  total  for  this  period. 
The  provisional  birth  rate  of  21.6  per  1,000  popula- 
tion was  2.7  per  cent  below  the  rate  (22.2)  for  the 
first  six  months  of  1959. 

Marriages 

The  number  of  marriages  recorded  in  the  first 
half  of  1960  (2,594)  declined  by  1.4  per  cent  when 
compared  with  this  period  of  1959  (2,630).  The 
provisional  marriage  rate  per  1 ,000  population  was 
6.1,  a decrease  of  1.6  per  cent  from  the  rate  of  6.2 
for  this  period  of  1959. 


TABLE  I 

Vital  Statistics:  Rhode  Island,  January-June,  1939  and  I960 


Number  Rate 

Per  Cent  Per  Cent 

Item  I960  1959  Change  I960  1959  Change 


♦Live  Births  9,140  9.378  -2.5  21.6  22.2  -2.7 

♦Marriages  2,594  2.630  -1.4  6.1  6.2  -1.6 

♦ Deaths  4,472  4,502  -0.7  10.6  10.6  0 

ilnfant  Deaths  205  220  — 6.8  22.4  23.5  — 4.7 

tXeonatal  Deaths 153  169  — 9.5  16.7  18.0  — 7.2 

JFetal  Deaths  244  161  -|-51.6  26.7  17.2  4-55.2 


♦Rate  per  1,000  population 
tRate  per  1,000  live  births 

Jlncludes  fetal  deaths  of  six  months  (26  weeks)  or  more  in  19:'9,  20  weeks  or  more  in  1960. 


Deaths 

There  were  4,472  deaths  recorded  during  the 
first  half  of  1960,  a slight  decrease  from  the  4, .502 
deaths  recorded  during  this  period  of  1959.  The 
death  rate  was  identical  for  both  years — 10.6  per 
1.000  population. 

Fetal  Deaths 

The  number  of  fetal  deaths  during  the  first  half 
of  1960  is  not  comparable  with  1959  because  com- 
pulsorv  reporting  of  fetal  deaths  was  lowered  from 
26  weeks  to  20  weeks  on  April  1,  1959.  During  the 
first  six  months  of  1960  there  were  244  fetal  deaths 
recorded,  giving  a rate  of  26.7  per  1,000  live  births. 


Infant  Deaths 

During  the  first  half  of  this  year  205  babies 
under  one  year  of  age  lost  their  lives,  compared 
with  220  in  1959.  The  1960  infant  mortality  rate 
( 22.4  ) was  nearly  5 per  cent  lower  than  the  rate 
of  23.5  obtained  in  1959.  The  number  and  rate  for 
neonatal  deaths  (under  28  days  of  age)  decreased 
bv  greater  proportions  (Table  I ). 

Principal  Causes  of  Death 
The  first  four  causes  of  death  are  the  same  in 
1960  as  in  1959.  Influenza  and  pneumonia  jumped 
from  sixth  place  in  1959  to  fifth  in  1960.  Diabetes 
mellitus  rose  from  seventh  rank  in  1959  to  sixth 
place  in  1960,  with  the  same  rank  as  diseases  of 
early  infancy. 
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TABLE  II 


Deaths  and  Death  Rates  per  100,000  Population  from  Ten  Principal 
Causes  of  Death:  ELhode  Island,  January-June,  1959-1960 


Causes  of  Death 

I960 

Number 

Rate 

1959 

Number 

Rate 

1,  Diseases  of  heart 

2,040 

482.2 

2,039 

481,9 

2.  Malignant  neoplasms  

795 

187.9 

790 

186.7 

3.  \'ascular  lesions  

392 

92.6 

451 

106.6 

4.  Accidents  

143 

33.8 

139 

32.9 

3.  Influenza  and  pneumonia 

130 

30.7 

106 

25.1 

6.  Diabetes  mellitus  

122 

28.8 

87 

20.6 

7.  Diseases  of  early  infancy 

122 

28.8 

138 

32.6 

8.  General  arteriosclerosis  

65 

15.4 

59 

13.9 

9,  Other  diseases  of  circulatory  system 

57 

13.5 

62 

14.7 

10.  Cirrhosis  of  liver 

55 

13.0 

58 

13.7 

In  Table  III  are  shown  the  provisional  numbers 

first  six  months  of  1959  and  1960. 

of  deaths  from  selected  causes  with  rates  for  the 

TABLE  III 

Provisional  Numbers  of  Deaths  from  Selected  Causes  for  the  First 

Six  Months  of  1959  a 

nd  1960:  Rhode  Island 

( Excludes  fetal  deaths.  Rates  per  100,000  population  except  as  noted ) 

Cause  of  Death 

1960 

1959 

(Seventh  Revision  of  the  International  Lists,  1955) 

Number 

Rate 

Number 

Rate 

All  Causes# 

4,472 

10.6 

4,502 

10.6 

Tuberculosis,  all  forms  (001-019) 

26 

6.1 

32 

7.6 

Svphilis  and  its  sequelae  (020-029)  

7 

1.7 

Tvphoid  fever  (040) 

Dvsenterv,  all  forms  (045-048) 

7 

0.5 

2 

0.5 

Scarlet  fever  and  streptococcal  sore  throat  (050,  051) 

1 

0.2 

3 

0.7 

Diphtheria  (055)  

1 

0.2 

Whooping  cough  (056)  

Meningococcal  infections  (057) 

Acute  poliomyelitis  (080)  

1 

0.2 

1 

0.2 

Encephalitis  (082)  

7 

0.5 

1 

0.2 

Measles  (085)  

Infectious  hepatitis  (092)  

4 

0.9 

4 

0.9 

Malignant  neoplasms  (140-205) 

795 

187.9 

790 

186.7 

Diabetes  mellitus  (260) 

122 

28.8 

87 

20.6 

Meningitis,  except  meningococcal  and  tuberculous  (340) 

5 

1.2 

4 

0.9 

Cardiovascular-renal  dis.  (330-334,  400-468,  592-594) 

2,633 

622.3 

2,674 

632.0 

\'ascular  lesions  (330-334)  

392 

92.6 

451 

106.6 

Rheumatic  fever  (400-402) 

1 

0.2 

Diseases  of  heart  (410-443)  

2,040 

482.2 

2,039 

481.9 

Hvpertension  without  mention  of  heart  (444-447) 

48 

11.3 

34 

8.0 

General  arteriosclerosis  (450)  

65 

15.4 

59 

13.9 

Other  diseases  of  circulatory  system  (451-468) 

57 

13.5 

62 

14.7 

Chronic  and  unspecified  nephritis  (592-594) 

30 

7.1 

29 

6.9 

Influenza  (480-483) 

8 

1.9 

2 

0.5 

Pneumonia  ( 490-493 ) 

122 

28.8 

104 

24.6 

Bronchitis  (500-502)  

19 

4.5 

17 

4.0 

Ulcer  of  stomach  and  duodenum  (540,  541) 

41 

9.7 

35 

8.3 

Appendicitis  (550-553) 

1 

0.2 

5 

1.2 

Hernia  and  intestinal  obstruction  (560,  561,  570) 

24 

5.7 

30 

7.1 

Gastritis,  enteritis,  etc.  (543,  571,  572) 

8 

1.9 

14 

3.3 

Cirrhosis  of  liver  (581) 

13.0 

58 

13.7 

Acute  nephritis  and  Nephrosis  (590,  591) 

4 

0.9 

3 

0.7 

Hyperplasia  of  prostate  (610)  

13 

3.1 

8 

1.9 

Complications  of  pregnancy,  childbirth,  etc.*  (640-689) 

4 

4.4 

2 

2.1 

Congenital  malformations  (750-759)  

48 

11.3 

50 

11.8 

Certain  diseases  of  early  infancy  (760-776) 

122 

28.8 

138 

32.6 

Symptoms,  senility  and  ill-defined  conditions  (780-795) 

6 

1.4 

9 

2.1 

Accidents  (800-962)  

143 

33.8 

139 

32.9 

Motor-vehicle  accidents  (810-835) 

28 

6.6 

39 

9.2 

All  other  accidents  (800-802,  840-962) 

115 

27.2 

100 

23.6 

Suicide  (963,  970-979)  

20 

4.7 

33 

7.8 

Homicide  (964,  980-985)  

2 

0.5 

9 

2.1 

#Rate  per  1,000  population 
*Rate  per  10,000  live  births 


1 
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Editorials 


JOHN  E.  DONLEY,  M.D. 


IN  RECORDING  the  passing  of  its  distinguished  Editor-in-Chief  and  in  dedicating  this  issue  to  him  the 
Journal  voices  the  sentiments  of  the  profession  and  the  community  when  it  says,  “a  great  and  a 
beloved  physician  has  passed  to  his  rest.”  Doctor  Donley  was  not  only  a gentleman  and  a scholar,  but 
he  was  also  a man  who  could  view  his  patients  with  compassion  and  understanding  that  not  only  endeared 
him  to  them  but  greatly  enhanced  the  help  which  he  could  give  them.  The  Journal  is  proud  of  his  career 
as  a neuropsychiatrist,  and  of  his  attainments  as  a student  of  the  classics  and  also  of  the  honors  that 
have  been  awarded  him.  Honorary  degrees,  from  universities,  his  selection  as  the  only  Chapin  Orator 
from  Rhode  Island,  his  citation  hy  President  Eisenhower’s  Committee  on  National  Employment  of  the 
Physically  Handicapped  for  “outstanding  services  to  the  disabled,”  all  these  things  and  many  more  make 
it  clear  that  his  attainments  were  appreciated. 

Although  his  outstanding  qualities  as  a specialist  in  neuropsychiatry  kept  him  extremely  busy  in  private, 
hospital  and  consultation  practice,  nevertheless  he  always  took  an  interest  in  the  general  affairs  of  his 
profession  and  his  community.  He  had  the  qualifications  of  a leader  and  did  not  grudge  the  time  and  effort 
needed  to  make  his  leadership  effective.  As  President  of  the  Providence  Medical  Association  and  of  the 
Rhode  Island  Medical  Society,  and  in  many  other  positions,  he  rendered  distinguished  service.  This  is 
particularly  true  of  his  work  for  over  ten  years  as  Chairman  of  the  Publications  Committee  of  this 
Journal  and  since  he  became  its  Editor-in-Chief  in  1956. 

Although  he  is  no  more  its  leader,  the  Journal  in  its  work  will  long  feel  the  influence  of  his  wisdom, 
his  judgment,  and  his  kindly  spirit  which  will  be  a lasting  inspiration  to  those  who  carry  on  in  the  years 
to  come. 


* ♦ 


WHEREAS  Doctor  John  E.  Do.nley  has  served  the  medical  profession  of  Rhode  Island  with 
great  distinction  throughout  his  lifetime,  and 

W H EREAS  he  was  President  of  the  Providence  Medical  Association  in  1931,  and  the  Rhode  Island 
Medical  Society  in  1936-37,  and  in  1954  he  was  named  by  the  Society  as  its  Charles  Value  Chapin 
Orator,  and 

WHEREAS  his  services  as  Editor-in-Chief  of  the  Rhode  Island  IMedical  Journal,  after  many 
years  as  an  associate  editor  and  as  a member  of  the  Publications  Committee,  has  aided  in  making  that 
publication  one  of  the  best  edited  medical  journals  of  its  kind. 

THEREFORE,  Be  It  Resolved  that  this  House  of  Delegates  of  the  Rhode  Island  Medical  Society, 
assembled  in  meeting  on  September  28,  I960,  express  its  sorrow  in  the  death  of  Doctor  John  E.  Donley 
whose  contributions  to  the  Rhode  Island  medical  profession,  and  to  this  Society  have  been  so  great. 

Unanimously  Adopted  hy  the  House  of  Delegates  of  the  Rhode 
Island  Medical  Society  at  its  Meeting  on  September  28,  1960. 
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INFANT  MORTALITY  TRENDS 


T X THE  May  issue  of  Public  Health  Reports, 

Doctor  Moriyama,  chief  of  the  Mortality  Sec- 
tion. Xational  Office  of  Vital  Statistics.  Public 
Health  Service,  reports  that  since  1950  the  infant 
mortality  rates  not  only  for  the  United  States  but 
for  many  other  countries  as  well  have  practically 
leveled  off. 

His  statistical  data  generally  support  the  follow- 
ing conclusions : 

1.  That  infant  mortality  rates  in  the  United 
States  were  declining  at  a steady  pace  (4.3  per 
cent  per  annum ) until  1950  when  the  rate  of  de- 
crease dropped  to  2 per  cent  per  annum.  Since 
1956  it  would  appear  from  available  provisional 
data  that  the  infant  mortality  rate  is  increasing. 

2.  Certain  individual  states  do  not  conform  to 
the  average  rate  change,  and  it  would  appear  that 
this  variability  is  due  to  the  degree  of  urbanization 
present  in  these  states.  The  more  rural  states  still 
tend  to  show  a declining  mortality  rate  while  the 
more  urbanized  states  show  the  leveling-off  effect 
of  an  actual  increase  in  the  infant  mortality  rate. 

3.  Although  the  conclusion  is  not  statistically 
incontrovertible,  it  would  appear  that  the  decline 
in  mortality  rates  is  due  to  the  failure  of  further 
decreases  in  the  number  of  deaths  due  to  pneu- 
monia and  influenza  since  about  1950.  Since  the 
neonatal  deatli  rate  or  infant  deaths  before  twenty- 
eight  days  of  life  have  remained  relatively  con- 
stant, the  slowing  down  of  the  post-neonatal  death 
rate  or  infant  deaths  between  one  and  twelve 
months  due  primarily  to  pneumonia  and  influenza, 
a base  line  has  been  reached  which  cannot  be  im- 
proved upon  with  current  means  of  therapy.  Xu- 
merous  deaths  from  pneumonia  and  influenza  still 
occur,  and  there  is  evidence  that  the  development 
of  drug-resistant  organisms  may  prevent  further 
reduction  of  this  cause  of  infant  deaths. 

4.  To  effect  any  further  drastic  reduction  of 
infant  deaths,  the  basic  and  relatively  unchanging 
neonatal  death  rate  must  be  reduced  by  effectively 
combating  deaths  due  to  prematurity,  post-natal 
asphyxia  and  atelectasis,  hyaline  membrane  disease, 
birth  injuries,  and  congenital  malformations. 

.\s  might  be  expected,  Rhode  Island  has  fol- 
lowed trends  established  by  Doctor  Moriyama  for 
urban  states.  Our  figures  for  infant  mortality  have 
shown  a rapid  decline  from  a rate  of  72  per  thou- 
sand live  births  in  1929  to  a rate  of  35.3  in  1944. 
In  1945  coincident  with  an  increased  civilian  avail- 
ability of  pencillin,  the  rate  dropped  precipitously 
to  28.2  and  declined  very  slowly  to  about  an  aver- 
age of  24  until  the  year  1957. 


In  1958  the  rate  was  only  21.2  but  increased  to 
23.2  in  1959.  In  1959,  however,  we  suspect  that 
lowering  the  gestational  age  requirement  for  re- 
porting births  may,  in  part,  explain  this  rise  since 
the  major  portion  of  the  increase  in  infant  mortality 
can  be  attributed  to  the  larger  numbers  of  neonatal 
deaths.  The  rates  for  the  United  States  were  26.9 
and  26.4  for  1958  and  1959  respectivelv. 

In  Rhode  Island  the  neonatal  death  rate  has 
remained  fairly  constant  between  16.3  and  23  per 
thousand  live  births  between  the  years  1946  and 
1958.  In  1959  the  neonatal  death  rate  was  17.6  in 
Rhode  Island  and  19.1  in  the  United  States. 

Review  of  the  chief  causes  of  death  in  Rhode 
Island  shows  close  correlation  with  those  of  the 
United  States  as  a whole.  Prematurity  led  the  list 
while  postnatal  asphyxia  and  atelectasis,  congenital 
malformations,  birth  injury,  pneumonia  and  in- 
fluenza, and  hyaline  membrane  disease  in  this  order 
accounted  for  the  great  bulk  of  the  remaining 
causes  of  death. 

Doctor  Moriyama’s  report  clearly  defines  for  us 
the  areas  which  remain  as  a challenge  to  medicine 
is  the  result  of  the  pathological  entities  in  their 
severest  form,  but  there  are  much  larger  numbers 
of  physically  and  mentally  handicapped  living  in- 
dividuals who  result  from  these  processes  in  their 
mild  to  moderate  forms. 

It  is  gratifying  to  know,  therefore,  that  within 
our  own  state  of  Rhode  Island  as  well  as  in  other 
communities  integrated  studies  are  in  progress  to 
define  more  clearly  effective  points  of  attack  on 
the  major  causes  of  infant  mortality. 

Here  in  Rhode  Island,  for  example,  promising 
ideas  are  being  developed  and  investigated  toward 
effective  treatment  and  prevention  of  hyaline  mem- 
brane disease  in  the  newborn. 

AN  INDEPENDENT  NEWSPAPER 

Our  leading  daily  newspaper  in  Rhode  Island 
prides  itself  on  being  “An  Independent  X'ews- 
paper.’’  Just  what  it  means  by  independent  is  not 
always  clear  to  its  readers,  possibly  because  there 
are  several  meanings  attached  to  the  word  “inde- 
pendent.” W'e  suspect  the  newspaper  means  that 
it  is  not  controlled  by  others,  and  as  such  it  is  free 
and  unrestricted  in  its  published  statements.  I f that 
is  the  case,  it  then  has  an  important  duty  to  itself 
and  the  community  to  be  sure  that  it  does  not  allow 
its  self-reliance  to  assert  itself  to  the  detriment  of 
the  public. 
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On  August  3 the  Evening  Bulletin  editors, 
in  our  opinion,  allowed  their  “independent”  think- 
ing to  run  a hit  too  freely,  and  in  a way  dangerous 
to  the  community’s  health.  On  that  date,  with  no 
explanation  or  comment  as  to  the  authenticity  of 
the  statements  made  in  a letter  to  its  editors,  the 
Bulletin  published  a letter  reportedly  written  hy 
a chiropractic  physician,  if  we  interjiret  the  letters 
“d.c."  correctly  after  the  writer's  name,  in  which 
the  following  statements  were  made : 

"The  primary  source  of  stress  in  the  spine  is  a tip- 
ping to  the  anterior  and  inferior  of  the  sacral  base, 
with  a subsequent  tightening  of  both  spinae  erector 
groups  of  muscles,  the  anterior  and  posterior  longi- 
tudinal ligaments  and  capsular  ligaments. 

"Any  person  without  this  distortion  is  absolutely 
immune  to  polio  ( italics  added ) . Therefore  a little 
common  sense  applied  in  the  home  could  stop  this 
epidemic  (of  polio)  in  short  order.  If  every  mother 
would  place  her  child  on  his  tummy  with  a pillow  or 
hassock  under  the  hip  bones,  in  such  a way  as  to 
diminish  the  low  back  anterior  curve,  stress  would 
lessen  and  polio  would  become  a memory.” 

That  any  reputable  newspaper  would  lend 
credence  to  this  theory  unsupported  hv  any  reliable 
medical  testimony  is  almost  unbelievable.  That  a 
newspaper  would  give  space  to  such  comments  in 
the  midst  of  a statewide  polio  epidemic  in  which 
the  entire  community,  including  the  newspaper 
itself,  was  seeking  to  control  polio  through  the 
only  proved  method,  inoculation  with  an  approved 
vaccine,  is  incredible ! Does  zeal  for  impartiality 
sanction  irresponsibility  in  such  a vital  matter? 

Being  an  independent  newspaper  certainly 
doesn’t  mean  freedom  to  publish  willy-nilly  state- 
ments without  comment  when  such  statements  are 
read  by  persons  who  trust  the  newspaper  not  to 
give  them  misleading  information  concerning  their 
health.  We  hope  and  pray  that  no  mother  in  Rhode 
Island  will  accept  the  free  advice  of  the  advocate 
of  drugless  healing  gi\en  support  through  the 
state’s  leading  evening  newspaper  in  the  Evening 
Mail  column  of  August  3. 

Prophylaxis  hy  application  of  a vaccine  approved 
hy  the  United  States  Public  Health  Service — the 
Salk  vaccine  or  any  others  that  may  subsequently 
he  accepted — remains  the  most  effective  method  of 
combatting  poliomyelitis. 


POLITICAL  PLANKS 


Medical  Care  for  Aged 
REPUBLICAN  - 
Promised  program  that 
would  provide  elderly 
persons  needing  it,  on 
a sound  fiscal  basis  and 
through  a contributory 
system,  protection 
against  burdensome 
costs  of  health  care. 
Aged  would  have  op- 
tion of  carrying  private 
health  insurance.  For 
the  aged  unable  to  pay, 
federal  government 
would  make  grants  to 

Government  Finance 
REPUBLICAN  - 
Promised  efforts  to 
make  federal  govern- 
ment live  within  its 
means  by  reducing  un- 
essential expenditures 
and  pledged  to  work 
for  reduction  of  na- 
tional debt.  Would  re- 
sist efforts  to  weaken 
ability  of  Federal  Re- 
serve System  to  control 
money  and  credit  for 
the  purpose  of  combat- 
ing both  inflation  and 
deflation.  Predicted  na- 
tional defense  needs 
will  continue  to  make 
enormous  demands 
upon  public  revenues. 


states  to  help  finance 
state  programs. 

DEMOCRATIC  - 
Pledged  medical  care 
benefits  for  the  aged 
financed  under  the  So- 
cial Security  system. 
Rejected  any  proposal 
which  would  require 
the  aged  to  submit  to 
a means  test  to  deter- 
mine eligibility  for  fed- 
eral aid. 

* 

DEMOCRATIC  - 
Rejected  the  notion  the 
nation  cannot  afford  to 
meet  welfare  and  re- 
lated needs  of  its  people 
at  home  and  in  its 
world  relationships. 
Expressed  belief  such 
needs  can  be  met  — ex- 
cept in  periods  of  reces- 
sion or  national  emer- 
gency—with  a balanced 
budget,  with  no  in- 
crease in  tax  rates. 
Promised,  however,  to 
seek  additional  taxes 
should  present  levies 
prove  inadequate. 


JOSEPH  L.  McDonald  & son,  inc. 

Registered  Pharmacists 

Corner  of  Lloyd  and  Elmgrove  Avenues 

TELEPHONE  PL  1-7523 

Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 
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THE  USE  OE  AN  ALDOSTERONE  ANTAGONIST  IN 
PATIENTS  WITH  RESISTANT  EDEMA 

Mieczyslaw  Garber,  m.d. 


The  Author.  Mieccyslaiv  Garber,  M.D.,  Junior  Resi- 
dent in  Medicine,  Department  of  Medicine,  Rhode 
Island  Hospital,  Providence.  Formerly  Resident  in 
Medicine  at  Miriam  Hospital,  Providence. 


Tt  IS  WELL  KNOWN  that  the  adrenal  cortex  tends 

to  promote  sodium  conservation  by  the  kidneys. 
The  most  potent  sodium  retaining  homione  of  the 
adrenal  cortex  is  aldosterone.  Lack  of  ability  to 
secrete  aldosterone  explains  the  sodium  depletion 
in  untreated  Addison’s  disease. 

Clinical  observations  strongly  suggest  that  aldo- 
sterone has  a role  in  the  cause  and  maintenance  of 
edema  in  some  pathological  conditions  of  the  heart, 
liver,  and  kidneys.  There  are  various  concepts 
explaining  the  causes  of  edema  in  the  conditions 
mentioned. 

In  congestive  heart  failure  there  is  a reduction  in 
glomerular  filtration  rate.  Thus  reduced  amounts 
of  sodium  arrive  at  the  renal  tubules.  This  stimu- 
lates an  increase  of  aldosterone  secretion  and  con- 
sequently more  complete  reabsorption  of  sodium 
in  tbe  distal  tubules. 


DEGREES  OF  Na  CONCENTRATION  IN  URINE 
F'1  1 


Adrenalectomy  in  these  patients  is  followed  by- 
prompt  diuresis  and  loss  of  edema. 

Other  mechanisms  are  incriminated  in  liver  cir- 
rhosis. The  impaired  inactivation  of  the  hormone 
by  the  damaged  liver  tissue  may  result  in  an  in- 
crease of  the  amount  of  biologically  active  aldo- 
sterone in  the  blood  and  urine. 


There  is  a different  explanation  for  the  secon- 
dary hyperaldosteronism  of  the  nephrotic  svn- 
drome.  It  is  known  that  the  contraction  of  the 
extra-cellular  fluid  volume  is  a strong  stimulus  to 
aldosterone  secretion  and  inversely  its  expansion 
inhibits  the  aldosterone  production. 

In  nephrosis  the  hypoproteinemia  results  in 
escape  of  fluids  from  the  blood  vessels  to  the 
extravascular  compartment  and  the  consequent 
hypovolemia  might  be  responsible  for  the  excess 
of  aldosterone  secretion. 

At  present,  we  can  only  speculate  on  the  reasons 
for  the  secondary  hyperaldosteronism  of  the  above- 
mentioned  pathological  conditions.  Salt  restriction 
in  these  patients  is  another  contributory  factor. 
Deprivation  of  sodium  results  in  an  excess  aldo- 
sterone production.  As  a matter  of  fact,  aldosterone 
does  not  cause  edema  by"  itself.  It  is  only^  an  acces- 
sory- and  contributory  factor  for  edema  formation. 

It  is  possible  to  break  the  chain  leading  to  edema 
in  various  ways : 

First:  By  correcting  the  primary  disturbance 
(for  instance,  improving  the  cardiac  condition)  ; 

Second:  By-  inhibiting  the  biosynthesis  of  aldo- 
sterone within  the  adrenal  cortex.  An  agent  capable 
of  doing  this  is  Amphenone  B (1,  2 bis.  (P-Ami- 
nophenyl)  — 2 methyl  — 1 propanone  dihydro- 
chloride).  However,  it  is  too  toxic  for  long-term 
treatment  and  has  a widespread  inhibitory  effect 
upon  many-  adrenocortical  hormones,  which  limits 
its  clinical  use. 

Third:  By-  administering  pharmacologic  agents 
which  interfere  with  the  renal  mechanisms  for 
sodium  reabsorption.  All  of  the  effective  diuretics 
now  in  general  use  fall  into  this  category-. 

Fourth:  By  blocking  the  action  of  aldosterone 
in  the  renal  tubules  and  inducing  loss  of  sodium 
in  the  urine. 

Recently  a series  of  new  synthetic  steroids  have 
been  produced  which  are  reported  to  antagonize 
the  renal  effects  of  aldosterone  and  desoxy-cortico- 
sterone.  Chemically  they-  are  characterized  by'  hav- 
ing a spirolactone  group  on  the  17th  carbon  atom 
of  cyclopentenophenantrene  ring  and  therefore 
called  17-spirolactosteroids. 

In  the  17-spirolactosteroid  X represents  a methyl 
group  or  an  H atom  which  increases  the  potency-  of 
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17-SPIROLACTOSTEROID 


the  first  several  times.  In  Aldactone  (G.  D.  Searle) 
there  is  an  added  thioacetyl  group  which  enhances 
oral  absorption  and  also  increases  the  potency  of 
the  compound.  The  mechanism  of  the  block  is 
unknown,  but  the  similar  configuration  of  the 
molecules  of  aldosterone  and  spirolactone  suggest 
that  it  acts  by  competition  for  receptor  sites  in 
target  tissues. 

The  pharmacological  studies  showed  that  the 
17-spirolactosteroids  are  not  toxic  (LD-50  in  rats 
higher  than  700  mg.  per  kg.  of  body  weight),  have 
no  influence  on  body  weight,  hematocrit,  CBC, 
carbohydrate  metabolism  or  healing  processes.  The 
microscopic  picture  of  parenchymatous  organs 
(heart,  kidneys,  liver,  adrenals,  testes)  is  not 
affected  by  the  spirolactosteroids.  No  increase  in 
the  glomerular  filtration  rate  or  effective  renal 
plasma  flow  occurs. 

Several  investigators  have  demonstrated  aldo- 
sterone in  the  urine  during  spirolactosteroid  admin- 
istration. This  is  a conclusive  evidence  that  the 
synthesis  of  aldosterone  is  unchanged  and  even 
stimulated  by  the  blocking  effect  of  spirolactone. 
The  metabolic  fate  of  17-spirolactosteroids,  is  un- 
known. The  onset  of  diuretic  activity  is  gradual, 
occurring  six  to  eight  hours  after  administration 
with  increasing  response  over  approximately  the 
first  three  days.  The  diuretic  effect  is  present  for 
approximately  forty-eight  to  seventy-two  hours 
after  the  drug  is  discontinued. 

Spirolactone  differs  from  other  diuretics  in  that 
it  is  capable  of  producing  an  increased  sodium 
excretion  without  potassium  depletion.  The  effect 
on  potassium  loss  by  previously  known  diuretics 
may  be  explained  by  site  of  their  action  which  is 
the  proximal  renal  tubule.  As  a consequence  an 
excessive  exchange  of  sodium  to  potassium  cations 
occurs  in  the  distal  tubule,  stimulated  by  salt  re- 
taining adrenal  steroids.  Spirolactone  blocks  the 
aldosterone  action  on  the  distal  tubule  and  there- 
fore produces  natriuresis  without  kaliuresis  and 
does  not  lead  to  the  common  complication  of 
hypoklemia. 

Taylor  reported  recently  that  in  spirolactone- 
treated  patients  who  were  given  potassium  supple- 


ments, weight  loss  was  more  rapid.  The  mechanism 
of  this  action  is  unexplained. 

The  administration  of  17-spirolactosteroids  is 
associated  with  an  increased  urinary  output  of 
chlorides  and  phosphates.  There  is  usually  a mod- 
erate decrease  in  urinary  ammonium  and  a very 
marked  decrease  in  urinary  hydrogen. 

When  patients  with  edema  or  ascites  are 
treated  by  using  different  diuretics  the  responses 
fell  into  three  main  groups:  First  group  where 
mercurials  and  chlorthiazide  produce  an  increase 
of  sodium  and  chloride  excretion  with  no  change 
in  potassium.  Second  group  where  the  mentioned 
diuretics  do  not  affect  electrolyte  excretion.  Third 
group  where  the  chlorides  and  potassium  excretion 
rise  and  the  excretion  of  sodium  is  insignificant. 
17-spirolactosteroids  may  be  of  little  value  in  the 
first  two  groups  but  are  of  considerable  value  in 
the  third  group.  They  increase,  by  themselves,  the 
sodium  excretion  and  when  given  with  chlor- 
thiazide they  always  greatly  reduce  the  potassium 
loss  and  increase  the  sodium  excretion  very 
markedly.  The  action  of  these  two  drugs  is  not 
only  a summation  but  a true  synergistic  potentia- 
tion. 17-spirolactosteroids  are  of  special  value  in 
cases  refractory  to  other  diuretics. 

The  present  report  concerns  the  use  of  a 
17-spirolactosteroid  (Aldactone)  in  a nephrotic 
syndrome  and  in  congestive  heart  failure  with 
cardiac  cirrhosis  of  the  liver  resistant  to  ordinary 
therapy. 


Case  Report 

B.  J.,  a twenty-four-year-old  negro  male  was 
admitted  to  the  hospital  with  increasing  edema  of 
the  face,  eyes,  scrotum,  lumbosacral  area  and  lower 
abdominal  wall.  Patient  claimed  that  six  months 
prior  to  admission  he  was  treated  for  backache  with 
heat  treatment.  One  week  before  entrance  to  the 
hospital  he  had  a cold  and  sore  throat.  He  received 
a penicillin  injection  and  a day  prior  to  admission 
became  edematous.  His  systems  review  was  not 
remarkable  and  past  history  not  contributory.  On 
physical  examination  the  most  notable  positive 
finding  was  a pitting  edema  2-\-  as  described  above. 
Patient  had  multiple  carious  teeth.  The  heart  ap- 
peared slightly  enlarged.  The  point  of  maximal 
impulse  was  2 cm.  anterior  to  the  left  anterior  axil- 
lary line.  A systolic  thrill  was  present  and  Grade 
HI-IV  harsh  systolic  murmur  was  audible  over 
the  apex  and  the  aortic  area  and  P2  was  accentu- 
ated. The  costovertebral  angle  area  was  tender 
bilaterally.  Blood  pressure  145/75  and  pulse  rate 
72/min. 

Laboratory  data:  Albuminuria  of  3 to  4+  was 
present  throughout  patient’s  hospitalization,  0-4 
WBC  and  occasional  RBC  were  seen  in  the  urinary 
sediment.  Many  hyaline  and  granular  casts  were 
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seen,  specific  gravity  varied  from  1.010  to  1.028. 

The  hemoglobin  level  and  complete  blood  count 
were  within  normal  limits,  cholesterol  was  389 
mg.%.  The  fasting  blood  sugar  was  94  mg.%,  urea 
nitrogen  13.6  mg.%,  creatinine  1.8  mg%.  The  total 
protein  in  blood  serum  3.8  gm.% — 3.5  gm.%.  Al- 
bumin limits  were  0.9 — 1.3  gm.%,  globulins  2.4 — 
2.6  gm.%.  Electrophoresis  was  consistent  with  the 
decrease  of  albumin  and  increase  of  alpha  2 and 
beta  globulins.  The  gamma  globulins  were  slightly 
diminished.  Electrolytes  were  normal,  XA — 134 
mEq/L,  K — 1.4  mEq/L,  CL — 100  mEq/L.  Other 
lab.  data  showed  \’DRL — negative,  antistreptoly- 
sin titer  200  Todds  units  (repeated  twice),  urine 
culture  negative.  Throat  culture  gave  a growth  of 
streptococcus  viridans  and  neisseria.  Sediment  rate 
30  mm/hr,  C-reactive  protein-negative.  The  inor- 
ganic phosphorus  4.2  mg.%  and  calcium  9.0  mg.%. 
The  chest  X ray  and  complete  gastro-intestine 
series  were  negative.  Blood  pressure — 145/90, 
pulse — 70  per  minute. 

The  patient  weighed  190  lbs.  on  admittance.  He 
was  treated  with  multivitamins  and  vitamin  C and 
diuretics  as  illustrated  (Table  1).  The  sixth  day  of 
hospitalization,  the  patient  was  administered  40 
mg.  of  prednisone  and  penicillin  and  12  lb.  weight 
loss  was  observed  during  the  next  two  weeks.  The 
patient  became  refractory  to  this  treatment  but  was 
continued  for  another  seven  days  on  prednisone. 
For  the  next  five  days  patient  received  no  therapy 
and  made  little  response. 

Chlorthiazide,  1000  mg.  daily  was  added  on  the 
thirtieth  day  and  made  only  slight  response,  4 lbs. 
in  four  days  and  the  patient  remained  edematous. 
Aldactone  400  mg.  daily  was  added  with  spectac- 
ular results.  The  patient  lost  1 1 lbs.  in  five  days. 
To  verify  that  this  was  due  to  the  17-spirolacto- 
steroid,  we  omitted  the  drug.  The  patient  main- 
tained effective  diuresis  for  the  next  sevent}’-two 
hours,  then  became  edematous  with  resultant  rapid 
weight  gain.  Aldactone  was  again  added  to  the 
chlorthiazide  and  again  a remarkable  diuresis  was 
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noted  which  continued  for  seventy-two  hours  after 
the  aldactone  was  stopped.  Electrolytes  were 
checked  the  day  after  aldactone  was  omitted  and 
no  change  noted.  XA — 136  mEq/L,  K — 4.4 
mEq/L  Chlorides  100  mEq/L.  The  patient  was 
discharged  on  the  fifty-fourth  day  edema  free  to 
be  followed  by  out-patient  clinic. 

Second  Case 

A fifty-four-year-old  white  male,  well  known 
from  several  previous  admissions  to  this  hospital 
to  have  rheumatic  heart  disease,  mitral  insuffi- 
ciency, congestive  heart  failure.  Last  discharge 
four  months  ago  with  improvement  of  his  heart 
failure.  He  had  been  followed  by  out-patient  de- 
partment and  was  receiving  digoxin  0.25  mg.  twice 
daily  and  100  mg.  of  hydrochlorthiazide. 

Two  weeks  prior  to  this  admission  he  again 
became  increasingly  edematous  with  cyanosis, 
shortness  of  breath  and  abdominal  distention.  He 
was  admitted  with  severe  distress  and  dyspnea. 
Pitting  edema,  grade  4,  and  pronounced  cyanosis 
of  the  extremities,  cheeks,  lips,  etc.,  was  noted.  The 
skin  showed  a grayish-yellow  tinge.  Percussion  of 
chest  revealed  bilateral  dullness  3 finger  breadths 
below  the  inferior  scapular  angles.  Upon  ausculta- 
tion midsized,  moist  rales  scattered  throughout 
lung  fields  were  audible.  The  heart  was  enlarged 
to  left  about  4 cm.  from  the  mid-clavicular  line. 
There  was  a complete  arrhythmia,  a systolic  mur- 
mur, Grade  1 1,  over  the  apex  radiating  to  the  axilla 
with  a cardiac  rate  104  per  minute  and  peripheral 
pulse  deficit  10-15  per  minute.  The  pulmonary 
second  sound  was  accentuated  and  the  blood  pres- 
sure was  140/95.  The  abdomen  was  distended  with 
signs  of  free  fluid  in  the  peritoneal  cavity.  The  liver 
was  felt  3 finger  breadths  below  the  coastal  margin. 
The  skin  of  the  lower  extremities  showed  a pur- 
plish-blue discoloration  and  an  indurative  4-|- 
edema.  Laboratory  data  revealed  free  bilirubin  1.4 
mg.  and  total  1.7  mg.  Alkaline  phosphatase  14.2 
Bodansky  units.  Serum  proteins  5 gm.%  with  A/G 
ratio  2.4/2/6.  The  blood  urea  nitrogen  and  creati- 
nine were  normal. 

The  chest  X ray  and  fluoroscopy  revealed  a 
markedly  enlarged  cardiac  silhouette  and  3-f  en- 
largement of  left  auricle,  evidence  of  cardiac 
decompensation  in  the  lungs.  In  conclusion,  the 
X-ray  study  was  indicative  of  mitral  insufficiency 
and  suggesting  a superimposed  aortic  disease.  The 
electrocardiogram  showed  auricular  fibrillation 
with  ventricular  response  80-90  per  minute,  and 
signs  of  digitalis  eff  ect.  Patient  obviously  had  rheu- 
matic heart  disease,  chronic  congestive  failure  and 
cardiac  pseudocirrhosis  of  the  liver. 

Soon  after  admission  abdominal  paracenthesis 
was  performed  and  4.8  liters  of  yellow-brownish 
ascitic  fluid  removed.  Despite  increasing  the  dose 
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3 to  4 hours  of  relief 
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disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

'4  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — V2  tsp.;  Children  under  1 — M tsp. 
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of  cligoxin  and  diuril  and  intermittent  thiomerin, 
no  loss  of  weight  conld  be  achieved  and  the  ascitic 
fluid  began  to  accumulate  again. 

Patient  now  had  resisted  all  usual  diuretic  ther- 
apy and  on  the  fifteenth  day  we  discontinued  pre- 
\ ious  diuretics  and  started  aldactone  400  mg.  dailv. 
There  was  no  response  and  the  urinary  output  in 
fact  decreased.  The  patient’s  condition  deteriorated 
and  the  second  night  on  this  regime  2 c.c.  of  mercu- 
hydrin  was  injected.  Aldactone  was  continued  for 
three  da}  S as  the  sole  diuretic  agent  with  no  sig- 
nificant urinary  response  or  weight  loss.  A second 
paracenthesis  was  performed  and  1750  ml.  of  ascitic 
fluid  removed.  Chlorthiazide,  1000  mg.  daily,  was 
added  to  the  aldactone  with  a marked  weight  loss 
and  improvement  of  the  edema  and  dyspnea,  with- 
out significant  accumulation  of  ascitic  fluid.  Weight 
loss  continued  despite  the  discontinuance  of  salt 
restriction  because  of  the  low  serum  sodium 
(Xa  130  iNlE/L).  Aldactone  did  not  increase  the 
extracellular  sodium  deficit,  or  serum  potassium 
level.  Xo  side  efifects  were  noticed  and  patient  was 
discharged  six  days  later  with  improvement  of 
failure. 

TABLE“2 
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paracenthesis 

\\  e presented  two  cases  with  severe  and  refrac- 
tory edema,  one  with  the  nephrotic  syndrome  and 
the  other  with  congestive  cardiac  failure,  hepatic 
cirrhosis  and  ascites  and  hydrothorax.  It  is  diffi- 
cult, on  the  basis  of  two  patients  to  draw  general 
conclusions.  It  seems,  however,  that  17-spirolacto- 
steroids  are  and  will  be  useful  in  cases  refractorv 
to  other  diuretics.  The  spirolactone  by  itself  may 
be  unable  to  produce  adequate  diuresis  but  it 
appears  to  be  a very  good  adjuvant  when  used 
with  another  conventional  diuretic.  The  spirolac- 
tone acts  as  an  aldosterone  antagonist  augmenting 
the  sodium  excretion  while  diminishing  the  potas- 
sium depletion  of  usual  diuretics. 
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ACUTE  PHARYNGITIS 

500  mg.  t.i.d.  - 5 days 

W.  M.  24-year-old-male.  Admitted  with  sore  throat 
which  had  progressed  rapidly  in  severity  for  24 
hrs.  Temp.  104.4.  Pulse  110.  Acute  pharyngitis 
and  enlarged,  red,  bulging  tonsils  covered  with 
pus.  Throat  culture  revealed  beta  hemolytic  strep 
Patient  given  500  mg.  SYNCILLIN  t.i.d.  Withip-^|^ 
24  hrs.,  fever  terminated  by  crisis  with 
marked  relief  of  local  signs  and  symptoms. 

After  5 days,  infection  was  cured. 
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A.M.A.  INTERIM  SESSION  AT  WASHINGTON 
TO  EEATURE  TOP  SCIENTIFIC  PROGRAM 


FOURTEENTH  CLINICAL  MEETING  of  the 
American  Medical  Association  in  Washington, 
November  28-Decemher  1,  will  offer  a well- 
rounded.  stimulating  scientific  program  designed 
to  interest  both  family  physicians  and  specialists. 
The  symposia,  presentations,  and  discussions  will 
stress  the  theme,  Developments  in  Old  Dis- 
eases and  Old  Developments  in  Xezo  Diseases. 

Participants  will  include  proponents  of  both  sides 
where  different  views  exist  on  the  management  of 
a disease  or  medical  condition.  For  example,  should 
tonsils  be  removed  when  mildly  involved  or  only 
when  they  are  badly  diseased  ? 

The  patient’s  side  will  also  he  heard  on  one  sym- 
posium. Clarence  B.  Randall,  an  industrialist  and 
special  assistant  to  President  Eisenhower,  will  talk 
on  coronary  disease  from  the  patient’s  viewpoint. 
Other  participants  and  their  topics  on  this  panel 
are : 

A.  Carlton  Ernstene,  iModerator,  Cleveland, 
Ohio 

Thomas  W.  Mattingly,  Washington,  D.  C. 

Can  Coronary  Patients  he  Predicted  by  Clinical 
or  Physiologic  Measurements? 

Donald  S.  Fredrickson,  Bethesda,  ^Maryland 
Fat  Metabolistn  as  a Background  to  the  Devel- 
opment of  Coronary  Atherosclerotic  Disease 
\'iCTOR  A.  McKusick,  Baltimore,  Maryland 
Genetic  Background  of  Patients  zoith  Coronary 
J'ascular  Disease 

Eugene  A.  Stead,  Jr.,  Durham,  North  Carolina 
Management  of  the  Dietary  and  Psychologic 
Problems  of  the  Patient  zeith  Coronary  Disease 

The  Problem  of  Management  of  Xod tiles,  alwavs 
perplexing  for  both  the  specialist  and  the  family 
physician,  will  he  discussed  by  three  panels  con- 
cerned with  breast  nodules,  the  solitary  pulmonary 
nodule,  and  nodules  of  the  neck. 

Another  panel  will  discuss  Recent  Adzanccs  of 
the  Use  of  Antibiotics  and  Steroids,  and  additional 
symposia  will  cover  areas  in  obstetrics-gynecology, 
pediatrics,  edema,  cirrhosis  and  liver  diseases,  renal 
problems,  osteoporosis,  thyrotoxicosis,  eye  prob- 
lems, orthopedic  surgery  and  trauma,  clinical  nutri- 
tion and  bronchopulmonic  disease. 

Outstanding  physicians  and  research  scientists 
trom  throughout  the  nation  will  conduct  the  scien- 
tific program,  and  the  timetable  of  discussions  has 


been  arranged  so  that  physicians  may  attend  the 
maximum  number  of  sessions  and  participate  in 
discussions  in  the  particular  fields  in  which  they  are 
most  interested. 

All  the  scientific  sessions  will  be  held  at  the  Dis- 
trict of  Columbia  National  Guard  Armory.  Start- 
ing at  9:30  .a.  m.,  Monday,  November  28,  and  run- 
ning until  1 1 :30  a.m.,  Thursday,  December  1,  three 
sections  in  both  morning  and  afternoon  will  be  held 
simultaneously  in  separate  rooms  at  the  Armory. 
One  section  will  be  devoted  to  presentations  of 
formal  papers,  another  to  panel  discussions,  and 
the  third  will  be  a symposium,  all  of  which  have 
question-and-answer  periods. 

Another  important  and  integral  part  of  the  clin- 
ical meeting  will  be  the  Scientific  Exhibit  which 
will  contain  approximately  125  exhibits  in  the 
Armory.  Many  of  these  will  relate  to  such  specific 
subjects  as  cardiovascular  conditions,  arthritis  and 
rheumatism,  and  cancer.  Others  will  be  grouped 
into  ratber  broad  areas  such  as  neurology  and  psy- 
chiatry, pediatrics,  orthopedics,  dermatology,  drug 
therapy,  surgery,  ophthalmology  and  otolaryngol- 
ogy, obstetrics  and  gynecology,  and  laboratory  and 
clinical  investigation.  Special  demonstration  exhib- 
its on  fractures  and  problems  in  delivery  will  also 
be  included. 

Over  100  exhibits  will  make  up  the  Industrial 
Exhibition,  also  in  the  Armory,  where  the  products, 
services,  and  aids  provided  by  industry  to  physi- 
cians and  their  patients  will  be  on  display  and 
staff  ed  by  competent  and  knowledgeable  attendants. 

Medical  motion  pictures  will  be  shown  at  the 
Armory,  as  well  as  closed  color  television  show- 
ings originating  in  Georgetown  University  Hos- 
pital. Six  one-hour  T\"  presentations  will  be 
devoted  to  dermatology,  pediatrics,  emergency 
treatment  of  major  injuries,  newer  methods  of 
surgical  treatment  of  peptic  ulcer,  orthopedics  and 
pathology. 

Three  scientific  breakfasts  will  be  held  on  both 
Tuesday  and  Wednesday  at  the  Statler  Hotel  with 
the  themes  of  To  Do  or  Xot  To  Do  and  Problems 
of  Management  in  particular  diseases  or  types  of 
cases. 

The  entire  scientific  program  of  the  Clinical 
meeting  appears  in  the  October  22  issue  of  the 
Journal  of  the  American  Medical  Asso- 
ciation. 


saturation  doses -the  hard  way! 


Each  of  these  food  portions  con- 
tains a saturation  dose  of  one  of 
the  water-soluble  B vitamins  or  C. 
The  easy  way  to  provide  such  quan- 
tities of  these  vitamins  with  speed, 
safety  and  economy  is  to  prescribe 
Allbee  with  C.  Recommended  in 
pregnancy,  deficiency  states,  diges- 
tivedysfunction  and  convalescence. 


In  each  Allbee  with  C; 

As  much  as:* 

Thiamine  mononitrate  (B,) 

15  mg. 

6.9  lbs.  of  fried  bacon 

Riboflavin  (Bj) 

10  mg. 

31  '/2  ozs.  of  liverwurst 

Pyridoxine  HCI  (06) 

5 mg. 

2 lbs.  of  yellow  corn 

Nicotinamide 

50  mg. 

1 1 ozs.  of  roasted  peanuts 

Calcium  pantothenate 

10  mg. 

Va  lb.  of  fried  beef  liver 

Ascorbic  acid  (Vitamin  C) 

250  mg. 

Va  lb.  of  cooked  broccoli 

*These  common  foods  are  among  the  richest  sources  of  B vitamins  and  as- 
corbic acid.  H.A.  Wooster, Jr., Nutritional  Data, 2nd  Ed.,  Pittsburgh,  1954. 


Allbed  withC 


A.  H.  ROBINS  COMPANY.  INC.  i 
RICHMOND  20,  VIRGINIA  I 
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of  these 
antitussives: 
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they  help  the  cough  remove  its  cause 


These  elegant  antitussives  comprise  a group  of  signifi- 
cantly superior  expectorants  from  which  you  may  select 

Each  teaspoonful  contains: 

the  formula  best  suited  for  your  coughing  patient.  Glyceryl  guaiacolate 100  mg. 


First  of  all,  they  have  more  in  common  than  mere 
delectability  to  eye  and  palate : they  all  include  glyceryl 
guaiacolate.  This  remarkable  expectorant  aids  the 
coughing  mechanism  by  increasing  the  secretion  of 
Respiratory  Tract  Fluid,  ^ which  helps  liquefy  sputum,^’^ 
makes  bronchial  and  tracheal  cilia  more  efficient,^’^ 
and  acts  as  a demulcent. Through  its  effects,  all  four 
expectorants  promote  the  natural  purpose  of  the  cough, 
which  is  to  remove  the  irritants  that  cause  it.’’^ 

In  addition,  the  Robins  antitussive  armamentarium 
provides  a choice  of  widely  accepted  drugs  in  various 
combinations  with  glyceryl  guaiacolate  for  treating 
different  kinds  of  coughs  and  associated  symptoms.  For 
antihistaminic  effects,  there  is  Dimetane®  or  prophen- 
pyridamine;  for  bronchodilation  and  nasal  deconges- 
tion, there  are  sympathomimetic  agents;  and  for 
suppression  of  the  “too  frequent”  cough,  there  is 
codeine  or  dihydrocodeinone. 


Robitussin®  A-C 

Each  teaspoonful  contains: 

Glyceryl  guaiacolate 100  mg. 

Prophenpyridamine  maleate...  7.5  mg. 

Codeine  phosphate 10  mg. 

(exempt  narcotic) 

Dimetane® 
Expectorant 

Each  teaspoonful  contains: 
Parabromdylamine  maleate 


(dimetane) 2 mg. 

Glyceryl  guaiaeolate 100  mg. 

Phenylephrine  HCl,  USP 5 mg. 

Phenylpropanolamine  HCl, 

NNR 5 mg. 


Dimetane® 
Expectorant-DC 

Each  teaspoonful  contains  the 
Dimetane  Expeetorant  for- 
mula plus  Dihydrocodeinone 

bitartrate,  NF 1.8  mg. 

( exempt  narcotic) 


References:  1.  Cass,  L.  J.,  and  Frederik,  \V.  S.:  Am.  Pract.  & Digest  Treat.  2:844,  1951.  2. 

Blanchard,  K.,  and  Ford,  R.  A.;  Journal-Lancet  74:443,  1954.  3.  Hayes,  E.  W.,  and  Jacobs,  L.  S.: 

Dis.  Chest  30:441,  1956.  4.  Blanchard,  K.,  and  Ford,  R.  A.:  Rocky  Mountain  M.  J.,  Vol.  52, 

No.  3,  1955.  5.  Boyd,  E.  M.,  and  Pearson:  Am.  J.  M.  Sc.  211:602,  1946.  A. H. ROBINS  COMPANY,  INC.,  RICHMONO  20,  VIRGINIA 


The  extra-firm  mattress 
selected  by  over  9,000  doctors 

for  their  own  use 


r 


Assures  both  preventive  and  corrective  support— used  in 
more  American  homes  than  any  other  special  design 


Sealy  Posturepedic  is  the  first  mattress  designed  in  cooperation 
with  leading  orthopedic  surgeons  to  promote  normal,  healthful 
sleep  among  all  persons. 

As  a "corrective  device”  it  serves  those  chronically  afflicted  with 
lower  back  syndromes.  As  a preventive  measure  Sealy  Posturepedic 
brings  deep  spring  buoyancy  without  bedboard  hardness  to  every- 
one—plus  the  concomitant  blessings  of  unexcelled  comfort  and 
extra-firm  support. 


These  are  basic  to  good  health.  The  therapeutic  value  of  restful 
sleep  is  especially  recognized  during  these  tense  and  anxious  days. 
Sealy  Posturepedic  eminently  meets  this  need  by  supplying  level 
spine  support  for  proper  relaxation  of  the  limbs  and  human  mus- 
culatory  system. 

Over  9,000  doctors  of  medicine  have  tried  and  bought  the  Sealy 
Posturepedic  mattress  and  matching  foundation  for  their  own  use. 
We  believe  your  investigation  will  firmly  convince  you  of  its  dis- 
tinctive benefits,  and,  we  would  hope,  merit  your  valued  recom- 
mendation. 


POSTUREPEDIC® 

■ " BRAND 


NO  MORNING 
BACKACH  E 

from  a too-$oft  mattress 


PROFESSIONAL  DISCOUNT  OF  $39.00 

So  that  you  may  judge  the  quality  of  the  Sealy  Posturepedic  for  yourself, 
we  offer'  a special  Professional  Discount  on  this  mattress  and  foundation 
when  purchased  for  your  personal  use.  Limit — one  full  or  two  twin  size  sets. 


SEALY  MATTRESS  COMPANY  • Oakville,  Conn. 


Enclosed  is  my  check  and  letterhead.  Please  ship  the  Sealy  Posturepedic  Set(s) 
indicated  below: 

1 Full  Size  □ 1 Twin  Size  □ 2 Twin  Size  □ 

RETAIL  PROFESSIONAL 

Posturepedic  Mattress  each  $79.50  (add  state  tax)  $60.00 

Posturepedic  Foundation  each  $79.50  (add  state  tax)  $60.00 


NAME 

RESIDENCE 

CITY ZONE STATE. 


(This  is  a saving  of  $39.00  per  set  over  the  regular  $159.00  retail  price 
for  mattress  and  matching  foundation)  ©Sealy,  Inc.,  195P 
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Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 

Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci,  pneumococci,  susceptible 
staphylococci,  and  gonococci 


DOSAGE:  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daily.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE:  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  mg.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXIPEN  FOR  ORAL  SOLUTION  ; re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


*Based  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details  available  on  request. 

MAXIPEN,  the  orally  maximal  penicillin, 
is  a triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Department  Store  Creates  Medical 
School  Scholarship  Fund 

A Cleveland  department  store  has  set  np  a fund 
of  SIOO.OOO  for  the  School  of  Medicine  at  Western 
Reserve  University.  President  John  S.  Millis  an- 
nounced recently. 

The  Highee  Company,  headed  by  John  P. 
Murphy,  is  celebrating  one  hundred  years  in  Cleve- 
land and  has  created  the  Highee  Centennial  Loan 
Fund  to  aid  deserving  medical  students  with  loans 
and  scholarships.  An  annual  contribution  of 
SIO.OOO  for  ten  years  will  aggregate  $100,000. 

Doctor  John  L.  Caughey.  Jr.,  associate  dean  of 
the  School  of  Medicine,  announced  that  the  first 
loans  from  the  fund  will  he  made  to  Western  Re- 
serve medical  students  this  fall. 

The  loans  will  be  made  on  a long-term  basis  with 
repavment  not  required  until  the  student  completes 
his  medical  training.  Xo  interest  will  be  charged 
until  repayment  begins. 

The  medical  school  official  said  the  loan  fund 
will  meet  a growing  need  for  aid  among  medical 
students.  At  present,  he  said,  nearly  one  third  of 
all  tuition  to  the  medical  school  is  in  the  form  of 
loans. 

Men  Top  Women  in  Ulcers,  3 To  1 

More  than  2.4  million  Americans  have  ulcers, 
and  nearly  three  times  as  many  men  have  ulcers  as 
do  women,  the  Health  Insurance  Institute  reported 
recently. 

Some  1.771.000  men  have  some  form  of  peptic 
ulcer,  including  gastric,  duodenal,  and  gastroje- 
junal  ulcers,  compared  to  669.000  women,  the  Insti- 
tute said  in  reporting  for  the  first  time  data  from 
the  L'.  S.  X’ational  Health  Survey  on  the  ])reva- 
lence  of  ulcers. 

RejMjrts  indicate,  said  the  Institute,  that  ulcers 
are  four  times  as  common  among  Americans  now 
as  they  were  in  the  1930’s. 

A X'ational  Health  Survey  in  1935-36  showed 
that  less  than  three  out  of  every  1,000  persons  in 
the  ])opulation  had  an  ulcer.  The  latest  survey,  cov- 


ering the  1957-59  period,  disclosed  that  14  out  of 
every  1 ,000  persons  in  the  civilian  population  were 
so  afflicted.  However,  this  seeming  quadrupling  of 
the  ulcer  rate  has  been  attributed  in  part  to  more 
accurate  methods  of  diagnosis  through  wider  use 
of  X-ray  equipment. 

Other  statistics,  said  the  Institute,  strengthen 
the  impression  that  the  prevalence  rate  of  ulcers 
has  quadrupled.  0\er  a 20-year  span,  the  rate  of 
hospital  admissions  for  ulcers  has  grown  from  .4 
admissions  per  1,000  persons  per  year  to  1.7. 

Surgeon  General  Announces  Plans  for 
Division  of  Occupational  Health 

The  strengthening  of  the  Public  Health  Serv- 
ice’s nation-wide  program  to  protect  the  health  of 
American  workers  through  the  creation  of  a new 
Division  of  Occupational  Health  was  announced 
recently  by  the  Surgeon  General. 

The  new  Division,  which  replaces  the  Occupa- 
tional Health  Program,  follows  the  recommenda- 
tion of  the  Study  Group  on  Mission  and  Organi- 
zation of  the  Public  Health  Service,  designed  to 
place  greater  emphasis  on  all  types  of  en\  iron- 
mental  health  hazards.  It  provides  for  “long- 
needed  increased  efforts”  in  the  occupational 
health  field  as  recommended  to  the  Surgeon  Gen- 
eral by  the  Study  Group.  Doctor  Harold  J.  Mag- 
nuson  has  been  named  chief  of  the  new  Division. 

To  keep  pace  with  a changing  technology  and 
multiplying  hazards  in  the  work  environment,  the 
Division  will  carry  out  an  expanded  research  ])ro- 
gram  directed  at  developing  better  techniques,  ma- 
terials, and  equipment  for  use  in  the  prevention, 
diagnosis,  and  treatment  of  occupational  disease. 
Major  research  efforts  will  he  intensified  in  toxi- 
cologv  and  in  related  fields  of  clinical  medicine, 
engineering,  chemistry,  and  physics.  In  addition, 
the  physiological  and  psychological  factors  in  the 
work  environment  will  come  under  more  ])enetrat- 
ing  study. 

Greater  emphasis  will  also  he  focused  on  the 
training  of  personnel  in  occupational  medicine 

continued  on  page  658 
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for  bacterial  pneumonias 


The  Original  Tetracycline  Phosphate  Complex 


capsules 


U.  S.  PAT.  NO.  2,791,609 


effective  control  of  pathogens. ..with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


SUPPLY:  TETREX  Capsules-tetracycline  phosphate 
complex-each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup-tetracycline  (ammonium  polyphosphate 
buffered)  syrup-equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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and  nursing  and  in  industrial  hygiene  to  meet  the 
needs  of  this  rapidly  growing  field.  The  Division 
will  work  with  academic  institutions  and  other 
groups  to  help  develop  the  necessary  professional 
resources. 

A third  area  of  major  expansion  is  in  state  aid 
services,  designed  to  support  and  assist  official 
agencies  in  the  development  and  operation  of  occu- 
pational health  programs  throughout  the  nation. 

The  Division  will  also  be  responsible  for  stimu- 
lating effective  community  and  industrial  efforts 
to  supply  occupational  health  services. 

Project  Hope  Launched  by 
Phartnaceutical  Manufacturers 

Fifty-two  of  the  nation’s  leading  prescription 
drug  manufacturers  have  contributed  in  excess  of 
$780,000  in  products  and  cash  to  Project  HOPE, 
according  to  Doctor  William  B.  Walsh,  president 
of  the  People  - to  - People  Health  Foundations, 
sponsor  of  the  Project.  Over  3100.000  of  the  com- 
panies’ contributions  were  in  cash.  Product  values 
were  computed  according  to  manufacturers’  whole- 
sale prices. 


RHODE  ISLAND  MEDICAL  JOURNAL 

The  donations,  co-ordinated  by  the  Pharma- 
ceutical Manufacturers  Association,  came  from 
P.M.A.  member  companies. 

A part  of  President  Eisenhower’s  People-to- 
People  program.  Project  HOPE  sent  a 15.000  ton 
hospital  ship,  the  Hope  I,  to  Southeast  Asia  on 
September  22.  Staffed  with  American  doctors, 
nurses,  and  medical  technicians,  the  floating  med- 
ical center  will  bring  modern  medical  knowledge 
and  techniques  to  the  medical  and  health  profes- 
sions of  newly  developing  countries  throughout 
the  world. 

Government  Health  Workers  Increasing 

One  out  of  every  ten  civilian  government  em- 
ployees is  a health  or  hospital  worker,  the  Health 
Insurance  Institute  said  recently. 

There  were  8.5  million  civilian  public  employees 
in  October.  1959,  said  the  Institute  in  its  analysis 
of  government  employment  statistics.  Of  this  total, 
2.4  million  were  federal  workers  and  6.1  million 
were  employees  of  state  or  local  governments. 

Some  168,000  federal  employees,  319.000  state 
and  334.000  local  government  workers  were  em- 
ployed in  the  health  or  hospital  fields  for  a total 
of  821.000  persons.  Federal  health  workers  are 


hearing  improved... 

tinnitus 
and  vertigo 
relieved  in 
circulatory  disturbances 
of  the 
inner  ear' 


® 

brand  of  nytindrin 
hydrochloride  N.N.D. 

effective  in  twice  as  many  patients 

In  patients  with  disturbances  of  the  inner  ear—  impaired 
hearing,  tinnitus  or  vertigo  — Arlidin  produced  remission 
of  their  chief  complaint  in  over  50%  of  cases.  Rubin  and 
Anderson  state  “we  were  very  much  encouraged,  inasmuch  as 
no  other  vasodilator  that  we  have  used  has  ever  achieved 
more  than  a 25  per  cent  response.” 

“significant  hearing  improvement” 

was  obtained  in  32  of  the  75  patients  studied. 


rationale: 

The  clinicians  note  that  impairment  in  hearing, 
disturbance  in  balance,  and  tinnitus  involving  tl 
inner  ear  "may  be  explained  on  the  basis  of 
labyrinthine  artery  insufficiency"  due  to  spasm 
or  obstruction  of  the  vessels.  Arlidin  was  found 
to  be  “superior  to  all  other  vasodilating 
measures”  in  increasing  blood  flow  through 
these  vessels  and  in  allaying  spasm. 
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defined  I)v  the  Bureau  of  the  Census  as  those  em- 
ployed hy  the  Public  Health  Service  or  the  Food 
and  Drug  Administration,  while  health  workers 
on  other  levels  of  government  are  engaged  in  pub- 
lic health  administration,  research,  nursing,  immu- 
nization, clinics  and  other  health  activities. 

These  workers  were  paid  $250  million  in  wages 
in  the  month  of  October,  1959,  which  comprised 
eight  per  cent  of  the  total  civilian  payroll  of  all 
governments  for  the  month,  $5.1  billion. 

Over  a five-year  jieriod,  the  number  of  health 
and  hospital  workers  has  been  increasing  at  a more 
rapid  pace  than  the  growth  in  the  total  number  of 
government  employees,  declared  the  Institute. 

From  October,  1954,  to  the  same  month  in  1959, 
the  total  number  of  public  employees  increased  17 
per  cent,  from  7.2  million  to  8.5  million.  Over  the 
same  period,  the  number  of  health  and  hospital 
workers  climbed  24  jier  cent,  from  662,000  to 
821,000. 

Almost  all  of  the  latter  growth  was  among  state 
and  local  government  employees.  Federal  health 
and  hospital  employment  increased  a little  more 
than  one  per  cent,  from  166,000  to  168,000  work- 
ers, while  state  and  local  employees  increased  32 


l)er  cent,  from  496,000  to  653,000,  the  Institute 
said. 

On  a state  level.  Xew  York  is  high  and  Alaska 
is  low  in  terms  of  the  proportion  of  health  and 
hospital  workers  per  10,000  population  in  the  state. 
Xew  York  has  62  such  workers  per  10,000  resi- 
dents, Alaska  16. 

Disaster  Medical  Care  Conference  Planned 

The  “father  of  the  H-homh,”  Edward  Teller, 
Ph.D.,  will  head  a list  of  prominent  speakers  at 
the  eleventh  annual  County  Medical  Societies 
Disaster  Medical  Care  Conference  in  Chicago, 
Xovemher  4-6. 

The  three-day  meeting  is  sponsored  hy  the 
American  Medical  Association’s  Council  on  X^a- 
tional  Security  and  will  he  held  at  the  Palmer 
House. 

Conference  highlight  will  he  a i)resentation  hy 
the  newly  formed  Division  of  Health  Mobilization 
of  the  United  States  Public  Health  Service  which 
will  outline  a program  of  objectives  and  activities 
for  pre]:)aring  the  nation  to  meet  the  health  needs  of 
the  civilian  poi)ulation  in  the  event  of  a national 
disaster. 

continued  on  next  page 


Arlidin  f$  available  in  6 mg.  scorei 
tablets,  and  5 mg.  per  cc.  parenteral  solution 
See  PDR  for  dosage  and  packaging 

Protected  by  U.  S.  Patent  Numbers 
2,66i,372  and  2.661,37:- 

1.  Rubin.  W.,  and  Anderson.  J.  R.:  Angiology  9:256,  1958| 

u.  s.  vitamin  & pharmaceutical  corp. 

Arlington-Punk  Labs.,  divisiot 
250  East  43rd  Street,  New  York  17,  N.  Y 
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Surgical  Benefits  are  Climbing 

The  American  public  received  more  tlian  a half- 
billion dollars  in  benefits  from  insurance  companies 
during  1959  to  help  pay  for  the  cost  of  surgery, 
the  Health  Insurance  Institute  reported  recently. 
The  $512,000,000  in  surgical  benefits  was  an  in- 
crease of  nine  per  cent  over  the  $470,000,000  paid 
out  by  insurance  companies  in  1958  to  persons  cov- 
ered by  surgical  expense  insurance,  or  by  major 
medical  expense  insurance  that  provides  benefits 
for  operative  procedures,  said  the  Institute. 

At  the  end  of  1959,  more  than  72  million  persons 
had  surgical  expense  insurance  through  insurance 
companies.  Blue  Cross-Blue  Shield  and  similar 
groups  covered  nearly  49  million  persons  for  sur- 
gery and  other  health  care  groups  protected  5.8 
million.  After  deducting  persons  protected  by  more 
than  one  type  of  insuring  organization,  there  was  a 
net  total  of  116.9  million  persons  with  surgical 
insurance,  compared  to  111.4  million  persons  a 
year  earlier. 

Nearly  128  million  persons  had  hospital  insur- 
ance at  the  end  of  1959  which  means,  said  the 
Institute,  that  more  than  90  per  cent  of  persons 
with  health  insurance  have  both  hospital  and  sur- 
gical insurance. 

Both  the  number  of  persons  covered  by  insur- 
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ance  company  surgical  policies  and  the  amount  of 
surgical  benefits  paid  by  insurance  companies  are 
increasing  steadily,  with  the  growth  in  benefits  out- 
pacing the  climb  in  coverage,  the  Institute  said. 

Coverage  increased  from  69  million  in  1958  to 
72  million  in  1959,  a boost  of  4.5  per  cent,  while 
benefits  increased  nine  per  cent  in  the  same  period. 

A comparison  of  a longer  period,  from  1956  to 
1959,  shows  that  surgical  benefits  increased  nearlv 
three  times  as  fast  as  the  number  of  persons  cov- 
ered by  surgical  insurance,  said  the  Institute. 

In  the  three  years,  the  coverage  went  from  63 
million  to  72  million,  an  increase  of  14.7  per  cent, 
while  benefits  climbed  from  $369  million  to  $512 
million  for  an  increase  of  38.8  per  cent. 

More  Nurses  Than  Ever, 

But  Supply  Still  Inadequate 

There  are  more  nurses  in  this  country  now  than 
ever  before,  but  the  supply  is  still  inadequate  to 
meet  present  needs,  according  to  a recent  issue  of 
Patterns  of  Disease,  prepared  by  Parke.  Davis 
&:  Company  for  the  medical  profession. 

“Of  the  professional  members  of  the  health 
team,  nurses  have  made  the  largest  gain  in  numbers 
since  1900,”  Patterns  reports. 

In  this  period  extending  from  1900  to  1957,  the 
ratio  of  nurses  to  doctors  increased  almost  200-fold 
• — from  1 nurse  per  100  physicians  in  1900  to  194 
nurses  in  1957.  In  this  same  period,  the  ratio  of 
dentists  to  doctors  increased  by  slightly  more  than 
one-half  (from  24  to  37  dentists  per  100  physi- 
cians) ; and  of  pharmacists  and  other  members  of 
the  health  team  slightly  more  than  3 times  (from 
35  to  114). 

However,  “although  the  number  of  professional 
nurses  has  increased  2j72  times  since  1920,  still 
more  are  needed  to  meet  present  demand,”  Pat- 
terns asserts.  “Positions  are  unfilled,  wards  close 
for  lack  of  nurses,  and  many  countries  lack  a public 
health  nurse.” 

In  1958,  for  instance,  about  11%  of  full-time 
nursing  positions  in  hospitals  were  vacant,  the  pub- 
lication states.  Further,  “individual  hospitals  may 
find  the  situation  more  critical.”  Thus,  one  large 
city  has  reported  that  “only  42%  of  the  budgeted 
positions  for  professional  nurses  in  its  Department 
of  Hospitals  are  filled.” 

Also  a major  need  in  the  nursing  field  is  for 
“more,  qualified,  top-level  personnel,”  Patterns 
reveals. 

It  is  estimated  that  by  1965  we  will  need  5,200 
nurses  with  newly  granted  master’s  degrees  each 
year,  Patterns  points  out.  However,  in  the  aca- 
demic year  1957-58  only  997  nurses  were  granted 
this  degree — less  than  l/5th  of  the  number  cited 
above. 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 

Data  based  on  pH  measurements  in  11  patients  with  peptic  uicer* 
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New  PDCAI 

IIIAI  IM^ANTACID 

UKtHI 

HHUIi  tablets 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulceragastritisa  gastric  hyperacidity 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  .chemically  im 
proved  oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main-  "N* 
tain  higher  blood  levels — with  greater  speed — than 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.  * 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  tbe 
severity  of  the  infection.  The  usual  precautions 
«.  ^ must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 


Syrup  (cherry -mint  flavored,  nonalco- 
holic), 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.: 
Lancet  2:1105  (Dec.l9)  1959. 
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Squibb  Quality— the , 
Priceless  Ingredient' 
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no  irritating  crystals'-  uniform  concentration  in  each  drop' 


STERILE  OPHTHALMIC  SOLUTION 


NEOHYDEITIUSOI 

PREDNISOLONE  2l • PHOSPHATE-NEOMYCl N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.”^ 


PREONISOLONE  OR  HYDROCORTISONE 

1-  Lippmann.  0.;  Arch.  Ophth.  57:339.  March  1957 
2.  Gordon.  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL".  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc, 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co..  Inc..  Philadelphia  1,  Pa. 
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Army  and  Air  Force  National  Guard 
Seeks  Physicians 

Major  General  Daniel  S.  T.  Hininan,  the  Adju- 
tant General  of  the  state  calls  to  the  attention  of 
Rhode  Island  physicians  the  following  informa- 
tion : 

“From  time  to  time  we  have  position  vacancies 
in  the  United  States  Medical  Corps  for  assignment 
to  units  of  the  Rhode  Island  Army  Xational  Guard, 
as  well  as  vacancies  in  the  United  States  Air  Force 
for  flight  surgeons  in  the  Rhode  Island  Xational 
Guard. 

“It  would  be  very  much  appreciated  if  you  would 
keep  our  requirements  in  mind  and  refer  to  this 
office  any  interested  doctor  of  the  Rhode  Island 
Medical  Association.  Without  obligation,  we  would 
be  glad  to  interview  him  and  outline  to  him  the 
many  benefits  of  the  commissioned  officer  in  the 
medical  service  of  the  United  States  Army  and 
United  States  Air  Force.’’ 

National  Survey  Shows  Aged  Capable 
of  Financing  Own  Aledical  Care 

The  American  Medical  Association  reported 
recently  that  an  independent  national  survey  com- 
pleted by  university  sociologists  “emphatically 
proves  that  the  great  majority  of  Americans  over 
65  are  capably  financing  their  own  health  care  and 
prefer  to  do  it  on  their  own,  without  federal  gov- 
ernment intervention.’’ 

Doctor  Leonard  W.  Larson,  Bismarck,  X.  D., 
president-elect  of  the  A.M.A..  described  the  study 
as  “uniquely  important,’’  and  urged  Congress  to 
“devote  immediate  and  careful  study  to  the  basic 
facts  brought  forth  in  the  study”  before  reaching 
final  decision  on  medical  aid  legislation  for  the 
aged. 

“The  study  disproves  some  dangerous  miscon- 
ceptions about  the  aged,”  Doctor  Larson  said.  “It 
shows  that  most  of  these  citizens  are  in  good 
health,  not  sick,  and  are  in  moderately  good  finan- 
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cial  condition,  not  hardship  cases.” 

The  study  was  conducted  by  James  W.  Wiggins 
and  Helmut  Schoeck,  director  and  associate  direc- 
tor of  the  project.  Both  are  members  of  the  Depart- 
ment of  Sociology  and  Anthropology  of  Emory 
University.  Atlanta,  Ga.  The  study  was  based  on 
extended  personal  interviews  among  1,500  non- 
institutionalized  persons  65  years  of  age  and  over. 
The  interviews  were  conducted  by  100  trained  in- 
terviewers under  the  supervision  of  professional 
sociologists,  representing  more  than  a dozen  well- 
known  American  universities  and  colleges.  Doctor 
Wiggins  presented  the  first  findings  of  the  study 
before  the  Fifth  Congress  of  the  International 
Association  of  Gerontology  at  San  Francisco, 
Thursday  ( August  11). 

In  his  statement  discussing  the  results  of  the 
study,  Doctor  Larson  emphasized  these  facts : 

Sixty-one  per  cent  of  the  people  interviewed 
considered  their  health  was  good ; 29  per  cent 
thought  it  was  fair,  and  only  10  per  cent  thought 
it  was  poor. 

Xinety  per  cent  could  think  of  no  personal  med- 
ical needs  that  were  not  being  taken  care  of.  A 
relatively  small  percentage  of  those  who  said  they 
did  have  medical  needs  attributed  the  failure  to 
meet  these  needs  to  lack  of  money.  Often  they  said 
they  had  decided  against  treatment  on  the  grounds 
it  was  not  worth  the  “risk  or  trouble.” 

Sixt}-  per  cent  said  that  they  now  are  covered  by 
pri\  ate  voluntary  health  insurance. 

Sixty  per  cent  said  that  if  they  sold  everything 
they  owned,  and  paid  all  their  outstanding  bills, 
they  would  have  more  than  $7,500  left  in  their 
bank  accounts. 
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an  antibiotic  capsule 
with  an  added 
measure  of  protection 


AGAINST  RELAPSE- Up  to  6 days’  activity 
with  4 days’  dosage 

AGAINST  "PROBLEM”  PATHOGENS  - uniformly 
sustained  peak  activity 

AGAINST  SECONDARY  INFECTION-fuIl  antibiotic 
response 

DISTINCTIVE,  DRY-FILLED,  DUOTONE  RED  CAPSULES - 
150  mg.,  bottles  of  16  and  100.  Dosage:  1 capsule  (150  mg.) 

four  times  daily.  Precautions:  As  with  other  antibiotics,  DECLOMYCIN  may  occa- 
sionally give  rise  to  glossitis,  stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or  derma- 
titis. A photodynamic  reaction  to  sunlight  has  been  observed  in  a few  patients  on 
DECLOMYCIN.  Although  reversible  by  discontinuing  therapy,  patients  should  avoid  ex- 
posure to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy  occurs,  discontinue  medica- 
tion. Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with 
other  antibiotics.  The  patient  shouid  be  kept  under  constant  observation. 


E CLOMYCi: 


DEMETHYLCHLORTETRACYCLINE  LEDERLE 


LEDERLE  LABORATORIES,  a DIVISION  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 
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BOOK  REVIEWS 


Christopher’s  TEXTBOOK  OF  SURGERY . 

Edited  by  Loyal  Davis,  M.D.  Seventh  ed.,  B. 

Saunders  Company,  Phil.,  1960.  $17.00 

This  well-known  volume  remains  one  of  the  most 
commonly  used  surgical  texts  in  United  States 
medical  schools.  The  thirty-four  chapters  covering 
the  fields  of  general,  thoracic,  cardiac,  pediatric, 
genitourinary,  gv'necologic.  orthopedic,  neurologic 
surgery  and  physical  medicine,  have  been  revised 
since  the  last  edition  in  1956.  The  chapter  on  infec- 
tions is  now  current  and  includes  a section  on  the 
prevention  and  control  of  hospital  infections.  A 
most  interesting  final  chapter  on  Surgical  Jtidg- 
vient  has  been  added,  which,  because  of  its  general 
interest  and  significance,  might  have  been  placed 
as  Chapter  1. 

.Since  medical  schools  in  this  country  now  have 
separate  departments  in  gynecology,  urology  and 
orthopedics  with  specialized  texts  in  those  fields, 
it  might  be  appropriate  to  devote  more  space  to 
general  surgery  and  to  eliminate  those  specialties 
which  are  covered  in  more  detail  elsewhere. 

The  text  maintains  its  usual  standard  of  excel- 
lence. However,  in  several  instances  subjects  of 
increasing  significance  in  surgery  have  been  dealt 
with  briefly.  In  particular,  venous  thrombosis, 
thrombo-embolism,  peripheral  vascular  surgery, 
and  diseases  of  the  colon  are  allotted  less  space 
than  their  relative  importance  warrants. 

Stanley  Simon,  m.d. 

SURGERY  L\  JUORLD  WAR  TWO.  Neuro- 
surgery— \’olume  2.  Department  of  the  .\rmy. 

Office  of  the  Surgeon  General.  Wash..  D.  C.. 
1959.  $7.00 

This  volume  is  concerned  with  the  treatment  of 
spinal  cord  and  peripheral  nerve  injuries  during 
the  second  world  war.  As  in  the  first  volume  which 
was  concerned  with  head  injuries  and  adminis- 
trative data  the  list  of  contributors — Woodhall. 
Spurling,  Prather,  and  others — is  distinguished 
and  able.  The  writing  is  again  lucid  and  although 
the  illustrations  leave  something  to  be  desired  they 
are  profuse.  The  author's  topics  overlap  consider- 
ably and  the  dift'erences  of  opinion  are  often 
marked  and  stimulating. 


It  is  emphasized  throughout  that  injuries  to 
nervous  tissue  caused  by  high  velocity  missiles  are 
more  complicated  and  difficult  than  those  encoun- 
tered in  civilian  practice.  Such  military  factors  as 
universal  delayed  closure  of  wounds  cause  further 
differences.  However,  determined  attack  on  pe- 
ripheral cases  when  there  was  considerable  loss  of 
nervous  tissue  showed  that  only  a few  were  com- 
pletely hopeless.  Detailed  descriptions  of  the  meth- 
ods of  nerve  mobilization  necessary  for  suture  are 
given. 

The  care  of  paraplegics  is  described  with  par- 
ticular attention  to  the  urologic  and  decubitus  prob- 
lems. Surgery  of  herniated  discs  was  commented 
on  only  briefly.  These  operations  were  done  com- 
monly early  in  the  war  but  although  initial  surgical 
results  seemed  to  be  good  it  was  found  that  over 
70%  were  not  improved  sufficiently  to  be  retained 
in  the  Army  following  surgery.  Conservative  ther- 
apy seemed  to  be  no  better  and  80%  of  those  so 
treated  had  to  be  separated  from  the  service.  Sur- 
gery, therefore,  was  performed  only  in  special 
circumstances. 

The  type  of  surgery  described  in  the  book  is 
necessarily  for  conditions  which  require  long  terms 
of  post-operative  evaluation.  Such  an  evaluation  is 
not  given  because  the  contributors  have  long  since 
been  out  of  the  Army.  Another  volume  by  Barnes 
\\'oodhall  does  give  an  account  of  the  notable 
attempt  to  follow  peripheral  nerve  injuries. 

Thomas  C.  McOsker,  m.d. 


LIBRARY  NOTICE 
Will  the  physician  who  has  our  volume 
10,  193 y of  Blood  kindly  return  it  at  once. 
We  have  a waiting  list  for  it. 


Tuesday,  November  29-Friday,  December  2. 
Clinical  Session  of  the  American  Medical 
Association,  Washington,  D.  C. 


In  ;icti\c  people  \\'lio  ^von’t  take  time  to  eat  ])roperly,  M^  adec  can  help  j)ie\ent  deliciencies  by 
providing  coinj)rehensi\'e  \ itainin-mineral  snpjjort.  just  one  eapsnle  a day  snjjplies  therajjentic 
doses  of  9 iinj)oitant  vitamins  jjlns  signilieant  cpiantities  of  11  essential  minerals  and  trace 
elements,  .ms  adec  is  also  \alnal)le  in  \ itamin  depletion  and  sliess  states,  in  convalescence,  in 
(hronic  disorders,  in  patients  on  salt-restricted  diets,  or  \vhere\'er  therapeutic  vitamin-mineral 
supplementation  is  indicated. 

Each  MYADEC  Capsule  contains:  vitamins:  Vitamin  B12  crystalline— 5 meg.;  Vitamin  B2  (riboflavin)— 10  mg.; 
Vitamin  B,j  (pyricloxine  hyclrochloride)- 2 mg.;  Vitamin  Bi  mononitrate— 10  mg.;  Nicotinamide  (niacinamide)  — 
100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.)  1,000 
units;  Vitamin  E (d-alpha-tocophcryl  acetate  concentrate)  — 5 EU.  minerals:  (as  inorganic  .salts)  Iodine  — 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium  — 5 mg.;  Molybdenum  — 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.; 
Zinc— 1.5  mg.;  Magnesium  — 6 mg.;  Calcium— 105  mg.;  Phosphorus  — 80  mg.  Bottles  of  30,  100  and  250. 


a quick  bite”, 
then  back 
to  the  grind  ? 
nutritional 
deficiency’s 
not  far  behind, 
prescribe... 


liifili  potency  vit.imin. mineral  supplement 


PARKE.  DAVIS  & COMPANY 
Detroit  .‘12,  Michigan 


PARKE-DAVIS 


27260 
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Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASIl! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  “. . . in  about  70 
per  cent  of  cases 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  antihypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  anti  hypertensives, 
Serpasil  minimizes  the  incidence  and  severity 
of  their  side  effects. 


*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J.  A.:  J.  South  Carolina  M.  A.  ^:417  (Dec.)  1955.  /asaowa 
Complete  information  available  on  request. 
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for  your  depressed  dieters... 


DEXAMYi:  Spansule'^  capsules 


brand  of  dextro  amphetamine  and  amobarbital 


Tablets  • Elixir 


In  overweight,  'Dexamyl’  helps  your  patients 
stick  to  their  diets  by 

1.  overcoming  the  depression  which  so 
often  causes  overeating 

2.  relieving  the  nervousness  and  irritability  so 
frequently  caused  by  strict  reducing  regimens 

When  listlessness  and  lethargy  are  problems  in  reducing,  your  patients 
will  often  benefit  from  the  gentle  stimulating  effect  of 

DEXEDRINE®  Spansule®  capsules  • Tablets  • Elixir 

brand  of  dextro  amphetamine 


SMITH 

KLINES? 

FRENCH 


NOVEMBER,  1960 


tHF.  N Y ACADFmY 
MED)C 

DEC  -£  19-9 

LIBRARY, 

Volume  XLIII,  No.  II 
Table  of  Contents,  page  67 1 


when  judgment  dictates  oral  penicillin,  experience  dictates... 

Y-CILLIN  K* 

(penicillin  V potassium,  Lilly) 

• for  maximum  effectiveness 

• for  unmatched  speed 

• for  unsurpassed  safety 

In  tablets  of  125  and  250  mg. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 


QUALIIT/ t(S(«(CH  / INIIEIITT 


033230 


4,860  CULTURES... 
74%  SENSITIVE  TO 


In  a study  of  the  sensitivity  of  various  clinically  important  bacteria  to  six 
common  antibacterial  substances,  Goodier  and  Parry^  report  “...a  greater 
proportion  of  the  individual  strains  within  the  various  genera  sensitive  to 
chloramphenicol.” 

Numerous  other  studies  draw  attention  to  the  continuing  sensitivity  of 
stubborn  pathogens  to  CHLOROMYCETIN. For  example,  Modarress  and 
co-workers  observe;  “The  versatile  chloramphenicol  was  useful  each  year.”^ 
Petersdorf  and  associates^  state:  “There  has  been  no  increase  in  resistance 
to  chloramphenicol . . . during  the  past  three  years.” 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms, 
including  Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dys- 
crasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

References:  (1)  Goodier,  T.  E.VV.,  & Parry,  W.  R.:  Lancet  1:356,  1959.  (2)  Modarress,  Y.; 
Ryan,  R.  J.,  & Francis,  Sr.  C.:  /.  M.  Soc.  New  Jersey  57:168,  1960.  (3)  Petersdorf,  R.  G., 
et  al.\  Arch.  Int.  Med.  105:398,  1960.  (4)  Rebhan,  A.  W.,  & Edwards,  II.  E.:  Canad. 
M.A.J.  82:513,  1960.  (5)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A. 
173:475,  1960.  (6)  Olarte,  J.,  & de  la  Torre,  J.  A.:  Am.  J.  Trap.  Med.  8:324,  1959. 
(7)  Berle,  B.  B.,  et  al:  New  York  J.  Med.  59:2383,  1959.  (8)  Fisher,  M.  W.:  Arch.  Int. 
Med.  105:413, 1960.  osseo 


PARKE-DAVIS 


PARKE,  DAVIS  & COMPANY 

Detroit  32,  Michigan 


(chloramphenicol,  Parke-Davis) 

IN  VITRO  SENSITIVITY  OF  4,860  GRAM  POSITIVE  ANO  GRAM-NEGATIVE 
PATHOGENS  TO  CHLOROMYCETIN  AND  TO  FIVE  OTHER  ANTIBACTERIALS* 


‘Adapted  from  Goodier  & Parry' 
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The  art 

of  keeping  up 

with 

yesterday 


It’s  procrastination  — the  most  fre- 
quent of  human  failings.  A pleasant 
art,  it  rarely  hurts  anyone  unless 
making  a Will  is  the  job  put  off. 
Then  it’s  downright  dangerous! 

Besides  depriving  his  wife  and 
children  of  vital  security,  the  man- 
without-a-Will  deprives  himself  of 
greater  financial  peace  of  mind. 
And  often  he  misses  opportunities 


to  plan  his  immediate  financial 
future  more  effectively. 

If  your  goal  is  maximum  protec- 
tion for  your  family,  let  us  help 
with  your  financial  planning  NOW 
so  that  we  can  carry  out  your  wishes 
as  executor  — later. 

Remember,  too,  there  is  no  sub- 
stitute for  a properly  planned,  up- 
to-date  Will  drawn  by  your  lawyer. 


Oldest  Trust  Company  in  New  England 


Rhode  Island 

Hospital  Trust 

COMPANY 


Member  Federal  Deposit  Insurance  Corporation 


Providence  • Bristol  • Cranston  • East  Greenwich  • East  Providence 
Newport  • Pawtucket  • Wakefield  • Woonsocket 
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clinically  proven  efficacy 

in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  I.  disordet 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate — widely  accepted  tranquilizer 
and 

PATHILON  tridihexethyl  chloride — antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications:  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Two  available  dosage  strengths  permit  adjusting  therap 
to  the  G.l.  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred.. 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate 
25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . . 

PATHIBAMATE-400  Tablets:  400  mg.  of  meprobamate 
25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
t.i.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamates 

meprobamate  with  PATH  I LON®  tridihexethyl  chloride  Lederle 


clinically  proven  safety 


The  efficacy  of  PATHIBAMATE  has  been  confirmed 
clinically  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
colic,  spastic  and  irritable  colon,  ileitis,  esophageal 
spasm,  anxiety  neurosis  with  gastrointestinal  symp- 
toms, and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationf  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months.*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 


1 SIDE  EFFECTS 

TRIDIHEXETHYL 

lODIDEt 

MEPROBAMATE 

TRIDIHEXETHYL 

lODIDEt 

METHANTHELINE 

BROMIDE 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH 

1% 

5% 

72% 

46% 

5% 

STOMATITIS 

1% 

0% 

28% 

14% 

0% 

VISUAL  DISTURBANCES 

0% 

0% 

50% 

34% 

1% 

URINARY  RETENTION 

0% 

0%  ; 

. _ 1 

18% 

11% 

1% 

DROWSINESS 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 

OR  SURGERY 

HEMORRHAGE 

0% 

9% 

3% 

9% 

10% 

PERFORATION 

0% 

0% 

1 

0% 

6% 

0% 

OPERATION 

0% 

5% 

5% 

14% 

2% 

; RECURRENCES 

LlJ 

o 

28% 

23% 

25% 

17% 

26% 

FEWER  AND  MILDER 

67% 

62% 

1 

52% 

37% 

24% 

SAME  OR  MORE 

n 

5% 

15% 

23% 

46% 

50% 

! i*Atwater,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

I jiPATHILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
I'  distort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

control  the  tension  - treat  the  trauma 
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“almost  universally  rapidly  curative”^  in 

infantile  eczema 


Biopsy  section  from  skin  stained  Biopsy  section  from  skin  stained  with  osmic 

with  osmic  acid  after  treatment  acid  after  treatment  with  Desitin  Ointment 

for  one  week  with  placebo  base  for  one  week  shows  much  unsaturated  oil 

shows  little  unsaturated  oil  (black  (black  stain)  on  the  surface  and  also  within 

stain)  on  the  surface  and  practi-  the  epidermis.  Unsaturated  oils  are  impor- 

cally  none  within  the  epidermis.  tant  constituents  of  natural  emollients. 


restores  unsaturates  via  fatty  acids  of  external  cod  liver  oil 


Spoor  finds^  that  Desitin  Ointment  topically 
replenishes  unsaturated  fatty  acids  dermally 
deficienti-"*  in  many  babies  with  infantile 
eczemas.  Desitin  Ointment  was  selected  be- 
cause its  rich  cod  liver  oil  unsaturates 
resemble  those  naturally  found  in  the  skin. 

1.  Spoor,  H.  }.:  New  York  St.  J.  M.  60:2863,  1960. 

2.  Wiese,  H.  F.,  et  al.:  J.  Nutrition  66:345,  1958. 

3.  Smith,  L.  W.,  et  al.:  Amer.  J.  Med.  Sc.  237:600,  1959. 

4.  Nutrition  Reviews  17:136,  1959. 


Desitin  plus  antiallergenic  therapy 
proved  . . . 

“almost  universally  rapidly  curative”, 
with  great  improvement  or  clearing  of 
the  condition  in  all  babies  in  from  one 
to  five  weeksd 

for  samples  of  soothing,  protective,  healing 
Desitin  Ointment  and  reprint,  please  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 


. . . and  for  humans 
with 

CLOGGED-UP 

NOSES... 


Nasal  congestion  often  persists  with  “bulldog  tenacity.”  Nose  drops 
and  sprays  often  reach  only  the  more  superficial  respiratory  mem- 
branes and  therefore  fail  to  provide  adequate  relief.  Furthermore, 
they  may  add  to  the  patient’s  misery  by  producing  rebound  congestion, 
ciliary  inhibition,  and  eventually  “nose  drop  addiction.”  TRIAMINIC 
reaches  all  nasal  and  paranasal  membranes  system  ically  — provides 
more  complete,  longer-lasting  relief  while  it  avoids  the  harmful  side 
effects  associated  with  topical  medication. 


Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


\lelief  is  prompt  and  prolonged 

\ecause  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides : 

Vz  the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

Vi  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — Vz  tsp.;  Children  under  1 — V*  tsp. 


PRIAMINIC 

running  noses 


timed-release  tablets,  juvelets,  and  syrup 
and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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NOW... FOR  STUDENTS 
SPECIAL  RATES  UNDER 
BLUE  CRDSS- 
PHYSICIANS  SERVICE 

Welcome  news  for  young  men  and  women  stud\ing  at  schools 
and  colleges  above  high  school  level . . . and  for  parents,  too ! 
Rhode  Island  Blue  Cross  and  Physicians  Service  have  developed 
a special  low  cost  membership  for  students. 

WHO  IS  ELIGIBLE:  Full-time  students  up  to  the  age  of  24  are 
now  eligible  for  this  new  membership  at  special  low  rates.  This 
includes  students  beyond  the  high  school  level  enrolled  in 
recognized  colleges,  technical,  or  specialized  schools.  If  you  or 
any  of  your  children  qualif>’  — whether  or  not  \^ou  are  already 
Blue  Cross  members  — it  will  pay  you  to  act  now. 

HOW  TO  JOIN:  For  more  information  and  an  application,  send 
\’Our  name  and  address  to: 

Direct  Pay  Dept. 

Blue  Cross-Physicians  Service 
31  Canal  St.,  Providence,  R.  I. 

PHONE:  TE  1-7300 


Hydroflumethiazide  • Reserpine 


Protovera trine  A 


In  each  SALUTENSIN  Tablet: 

' Saluron!^  (hydroflumethiazide)  — 

j a saluretic-antihypertensive  50  mg. 

Reserpine  — z tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

' Protoveratrine  /<  — a centrally  mediated 

I vasorelaxant 0.2  mg. 

j 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 

Comprehensive  information  on  dosage  and  preeautions 
in  official  package  circular  or  available  on  request. 

BRISTOL  LABORATORIES  • Syracuse,  New  York 
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AN  AMES  CUNIQUIGK 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY  IS  DIABETES  IN  INFANTS 
SO  DIFFICULT  TO  DIAGNOSE? 

Because  of  the  infrequency  of  the  disease  in 
this  age  group,  its  sudden  onset,  the  profusion 
of  inconsistent  presenting  symptoms,  and  be- 
cause the  accompanying  symptoms  of  anorexia 
and  vomiting  are  also  characteristic  symptoms 
of  many  other  ills  of  infancy. 

*Soitrce;  Traisman,  H.  S.;  Boehm,  J.  J.,  and  Newcomb, 
A.  L.:  Diabetes  5:289,  1959. 

for  those  pediatric  puzzlers... ‘‘A  routine  urinalysis 
and  blood  sugar  should  be  done  whenever  the 
possibility  of  diagnosing  diabetes  is  entertained.”* 
the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


DIABETES  MELLITUS  AT  AGES  1 TO  5 

Order  of  Frequency  of  Presenting  Symptoms  in  110 


Patients 

No.  of 

Per  cent  of 

Symptoms 

Patients 

total  group 

Polyuria 

93 

84.5 

Polydipsia 

89 

81.0 

Weight  loss 

47 

42.7 

Polyphagia 

28 

25.4 

Anorexia 

16 

14.5 

Lethargy 

14 

12.7 

Enuresis 

7 

6.4 

Vomiting 

5 

4.5 

Irritability 

3 

2.7 

“Craving  for  sweets" 

3 

2.7 

“Sticky  diaper" 

3 

2.7 

“Strong  odor  to  urine" 

2 

1.8 

Glycosuria 

2 

1.8 

Hypoglycemia 

2 

1.8 

Personality  change 

1 

0.9 

Boils 

1 

0.9 

Headache 

1 

0.9 

Abdominal  cramps 

1 

0.9 

Adapted  from  Traisman, 

H.  S.;  Boehm, 

J.  J.,  and  New- 

comb,  A.  L.* 


II  COLOR-CALIBRATED 
CLINITESr 

ORAND  Reagent  Tablets  eaoto 


full-color  calibration,  clear-cut  color  changes 
established  “plus"  system  covers  entire  critical  range 
standard  blue-to-orange  spectrum 
standardized,  laboratory-controlled  color  scale 
"urine-sugar  profile"  graph  for  closer  control 


outstanding 
nutritional 
research 


MAZOLA 


Mazola  Margarine  is  an  economical  tablespread  and 
serves  as  a solid  shortening,  rich  in  linoleic  acid  and  low 
in  the  more  saturated  fatty  acids  — making  it  an  ideal 
dietary  adjunct  in  the  management  of  serum  cholesterol. 
It  contains  2 to  3 times  as  much  linoleic  acid  as  any  other 
margarine  in  the  grocery  store,  and  5 to  8 times  as  much 
as  butter.  It  contains  no  dairy  or  animal  fats,  no  coconut 
oil,  and  no  cholesterol. 


MARGARINE 

scientifically  formulated  with 
pure  liquid  non -hydrogenated 
MAZOLA  Corn  Oil. 


Mazola  Margarine  is  indistinguishable  from  other 
quality  margarines  as  to  taste,  aroma  and  handling 
characteristics.  Thus,  it  can  be  part  of  the  regular  diet 
for  the  whole  family,  including  the  hypercholesterolemic 
patient.  The  major  ingredient  in  Mazola  Margarine  — 
liquid  Mazola  Corn  Oil— is  NOT  hydrogenated,  thereby 
preserving  its  rich  content  of  linoleates. 


Send  for  free  booklet: 
"Recent  Advances  in  the  Dietary  Control 
of  Hypercholesterolemia.” 


Two  ounces  or  56.8  Gm.  (4  tablespoons)  of 
MAZOLA  Margarine  supply: 

Linoleic  acid  12  Gm. 

Oleic  acid 23  Gm. 

Saturated  fatty  acids  8 Gm. 

Plant  sterols  (sitosterols) 215  mg. 

Natural  tocopherols  30  mg. 

Vitamin  A 1870  USP  units 

Vitamin  0 250  USP  units 

Calories  415 

Available  in  the  refrigerator  sections  of  grocery 
stores  in  the  same  general  price  range  as  other 
premium  quality  margarines,  in  1-lb.  packages  (four 
1/4  lb.  sticks). 


BEST  FOODS  • Division  of  Corn  Products  Co.,  NEW  YORK  22,  N.  Y. 
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3 -dimensional 
support  for  oider 

patients 

BOLSTERS...  A tissue  metabolism 
A interest,  vitality 
A failing  nutrition 

1 small  capsule  every  morning 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains;  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  8,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1 15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (82)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (8,) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHPOj)  35  mg.  • Phosphorus  (as 
CaHPOJ  27  mg.  • Fluorine  (as  CaFj)  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  Mn02) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  Na2B407. IOH2O)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


MdtIlC'  Idfir  Clioffsi/ 

A non-profit  nursing  home  for 
Convalescent  and  Terminal  Care 
of  CANCER  PATIENTS  EXCLUSIVELY 

Edwin  F.  Morgan,  President 
Eva  M.  Dickson,  Administrator 

Pleasantly  Located  on  7 Acres  at  200  Wampanoag  Trail, 
East  Providence  15,  R.  I.  Tel.  GEneva  4-1520 


FIORINAL 


relieves  pain, 
muscle  spasm, 
nervous  tension 


rapid  action  • non-narcotic  • economical 


“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  tension.” 


Friedman,  A.  P.,  and  Merritt,  H.  H. : J.A.M.A.  163 :1111  (Mar.  30)  1957. 


.Vililalilc  Fiorinal  Tilblcts  and  contains:  Sandoptal  ( Allylbarbituric  Acid  N.F.  X) 

50  mg.  (3/4  gr.) , caffeine  40  mg.  (2/3  gr.) , acetylsalicylic  acid 
SOW  I'orin — fioriind  (i;iJ)SUlos  200  mg.  (3  gr.l,  acetophenetidin  1.30  mg.  (2gr.). 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


SANDOZ 
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I‘. extraordinarily  effective  diuretic..”' 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  smoll  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  ond  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.: 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 


Naturetin  Naturetin 


Squibb 


Squibb  Benzydroflumetbiazide  Squibb  Ber.zydroilumethiazide  with  Potassium  Chloride 


•MATUHtTIWi  19  A 


TaADC><AAK. 


THE  ORIGINAL  potassium  phenethicillin 


SYNCILUN 


(phenoxyethyl  penicillin  potassium) 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 

Syncillin  Tablets  — 250  mg.  (400,000  units) . . . Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin^or  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  'Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 

; 

BRISTOL  LABORATORIES,  SYRACUSE,  NEW  Y0RK(^»ju,sn 


V V 


Actual  case  sunimarj 
from  the  files  of 
Bristol  Laboratories’ 
Medical  Department 


ACUTE  TONSILLITIS 


SYNCILLIN® 

250  mg.  q.i.d. 


B.G,  9-year-old,  white  male.  First  seen  Aug.  11, 
1959  with  acute  tonsillitis.  Illness  of  3 days' 
duration.  Beta'  hemolytic  streptococcus  extremely 
sensitive  to  SYNCILLIN  cultured  from  the  throat. 
Patient  started  on  SYNCILLIN  — 250  mg.  q.i.d. 
After  5 days,  the  infection  appeared  cured  and 
the  antibiotic  was  discontinued.  No  subjective  or 
objective  evidence  of  side  reactions. 


r'Cul»m 


id  dj<  Gt-gend 
durum,  der 
(111'  GauajeawaedB: 

.uiucnb<^t!«;  AfCaS' 

ait-  ( 

.-nkrechfis 
infolgcdciivta  ist 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 

HYCOMINE 

THE  COMPLETE  Rx 
FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  / expectorant 


■ relieves  cough  and  associated  symptoms  in  15-20 
minutes  ■ effective  for  6 hours  or  longer  ■ pro- 
motes expectoration  ■ rarely  constipates  ■ agree- 
ably cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains: 

Hycodan® 

Dihydrocodeinone  Bitartrate Smg.'j 

(Warning:  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide 1.5  mg.j 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate 85  mg. 

Average  adult  dose:  One  teaspoonful  after  meals  and  at  bedtime. 
May  be  habit-forming.  Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


•U.s.  Pat.  2,630,400 


UNSURPASSED  ‘‘GENERAL-PURPOSE’’  CORTICOSTEROID.. . 


OUTSTANDING  EOR  “SPECIAL-PURPOSE”  THERAPY 


Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids. Medicine  is  now  in  an  era  of  “special-purpose”  steroids.' 


One  outstanding  advantage  of  triam- 
cinolone is  that  it  rarely  produces 
edema  and  sodium  retention.'  '' 

The  clinical  importance  of  this  prop- 
erty cannot  be  overemphasized  in 
treating  certain  types  of  patients. 
McGavack  and  associates^  have 
reported  the  beneficial  results  with 
ARISTOCORT  in  patients  with  existing 
or  impending  cardiac  failure,  and  those 
with  obesity  associated  with  lymph- 
edema. Triamcinolone,  in  contrast  to 
most  other  steroids,  is  not  contraindi- 
cated in  the  presence  of  edema  or 
impending  cardiac  decompensation.^ 

Hollander'  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack,-  in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increased  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage. - 


References : 1.  Hollander,  J.  L. : J.A.M.A.  172:306  (Jan.  23  I 1960.  2.  McGavack, 
T.  H.:  A’ebrasA'a  J/.  J.  44 :377  (Aug.)  1959.  3.  McGavack,  T.  H. ; Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  (Dec.) 
1958. 

Precautions : Collateral  hormonal  effects  generally  associated  with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  and  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  be 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

Snpp/i'ed.- Scored  tablets  — 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white) . 


LEDERLE  LABORATORIES.  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Proven 

in  over  five  years  of  clinical  use  and 
more  dian  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension' 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

^ no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

•©  does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

§ does  not  impair  mental  efficiency  or  normal  behavior 

Miltown* 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets ; or  as  meprotabs"‘—  400  mg.  unmarked,  coated  tablets. 

WALLACE  LABORATORIES /Cra»/n/n,  i\.  /. 

' ' •TRAOe-MARK 


NOVEMBER,  I960 
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Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer* 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes 


New  PPCAI 

IIIAI  IM'ANTACID 

MflUN  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July.  1959. 

for  peptic  ulcera  gastritisa  gastric  hyperacidity 
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THE  WASHINGTON  SCENE 

A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


13  EPRESENTATivES  of  the  iiiedical  and  healtli  pro- 
fessions.  the  federal  government  and  national 
civic  groups  are  co-operating  in  development  of  a 
l)rogram  for  starting  the  general  use  of  the  Sabin 
live-virus  poliomyelitis  vaccine  next  year. 

Shortlv  after  clearing  the  Sahin  vaccine  for  gen- 
eral use.  Leroy  E.  Ihirney.  m.d.,  Surgeon  tieneral 
of  the  Public  Health  Service,  asked  23  nongovern- 
ment organizations  to  designate  members  to  serve 
on  a Surgeon  Cieneral’s  Committee  on  Poliomve- 
litis  Control. 

.•\n  Agenda  Committee  met  with  PHS  officials 
in  Atlanta  Oct.  11  and  12  and  drafted  a basic 
agenda  for  a meeting  of  the  Control  committee  in 
midwinter.  At  the  Atlanta  meeting,  preliminary 
consideration  also  was  given  to  administrative  and 
technical  problems  involved  in  use  of  the  live-virus 
vaccine  developed  hv  Albert  B.  Sahin.  M.n.,  of 
Cincinnati. 

The  Agenda  committee  was  made  up  of  re])re- 
sentatives  of  the  American  Medical  Association, 
American  Academy  of  General  Practice.  American 
Academy  of  Pediatrics,  Association  of  State  and 
'I'erritorial  Health  Officers,  Children’s  Bureau  and 
the  National  Fouiulation. 

The  Sabin  vaccine  is  not  expected  to  be  available 
in  substantial  (piantities  before  mid-1961. 

The  chief  question  is  whether  the  vaccine — which 
is  given  orally  in  the  form  of  pills,  liquid  or  candy 
— will  he  administered  on  individual  or  mass  com- 
munity basis.  The  PHS  special  committee  that  rec- 
ommended approval  of  the  oral  vaccine  said  that 
the  community  basis  would  he  better. 

"Because  of  the  unique  nature  of  live  ixdiovirus 
vaccine,  with  its  ca])acity  to  si)read  the  virus  in  a 
limited  manner  to  non-vaccinated  ])ersons,  the  com- 
mittee cannot  make  recommendations  for  manu- 
facture without  expressing  concern  about  the  man- 
ner in  which  it  may  he  used,”  the  si)ecial  committee 
.said. 

“'Phe  seriousness  of  this  res])onsil)ility  can  he 
illustrated,  for  exam])le,  by  the  known  potentiality 
of  reversion  to  virulence  of  live  poliovirus  vaccine 
strains,  and  the  ])ossil)le  imi)ortance  of  this  feature 
in  the  community  if  the  vaccine  is  imi)roperly  used. 

"P'or  example,  the  vaccine  has  been  employed 


largely  in  mass  administrations  where  most  of  the 
suscei)tihles  were  simultaneously  given  the  vaccine, 
thus  permitting  little  opportunity  for  serial  human 
transmission ; or.  it  has  been  administered  during 
a season  of  the  year  when  wild  strains  have  usuallv 
shown  limited  capacity  for  spread.  This  experience 
should  i)rovide  the  basis  for  developing  useable 
practices  for  the  U.S.A.” 

The  special  committee  also  said  attention  should 
he  given  to  administration  to  special  groups,  such 
as  very  young  children,  j)regnant  women,  and  sus- 
ceptible adults. 

“Even  more  important  is  the  planned  continua- 
tion of  this  program  as  long  as  necessary  to  achieve 
and  maintain  the  required  results.”  the  committee 
said. 

The  committee  was  headed  by  Roderick  Murray. 
M.D.,  of  the  National  Institutes  of  Health.  Its  other 
members  were  four  m.d.’s  and  one  ph.d.,  all  of 
whom  were  connected  with  universities  except  for 
one  .M.i).  from  the  PHS’s  Communicable  Disease 
Center  at  Atlanta. 

Neither  the  committee  nor  Ur.  Burney  antici- 
pated that  the  live-virus  vaccine  would  replace  the 
killed-virus  Salk  vaccine  used  since  April,  1953. 

"It  appears  probable  that  only  a unified  national 
program  which  utilizes  each  of  the  available  types 
of  vaccine  to  its  best  advantage  can  accomplish  the 
total  prevention  of  outbreaks,”  the  committee  said. 

Dr.  Julian  P.  Price  of  Florence,  S.  C..  chairman 
of  the  A.M.A.’s  Board  of  Trustees,  predicted  the 
live-virus  vaccine  “will  he  one  more  powerful 
weapon  against  an  ancient  and  crijipling  disease.” 
He  said  that  physicians  "have  conscientiously 
pushed  immunization  with  the  Salk  vaccine  and 
now.  with  this  new  vaccine,  the  profession  is  hope- 
ful that  even  better  results  can  he  achieved.” 

* * 

Five  states  were  ready  soon  after  the  effective 
date  of  October  1 to  submit  plans  for  participation 
in  the  federal-state  program  of  health  care  for  the 
needv  and  near-needy  aged  persons  which  recently 
was  enacted  into  law.  The  states  were  Arkansas, 
^lichigan.  New  Mexico.  Oklahoma  and  Wash- 
ington. 
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As  of  earlv  October,  another  twenty-five  states 
were  preparing  to  consider  legislation  to  set  up 
such  a program  or  had  indicated  a willingness  to 
proceed  without  new  legislation.  They  were  Ala- 
bama. California.  Colorado,  Delaware,  Florida, 
Georgia,  Hawaii,  Idaho,  Illinois,  Indiana,  Ken- 
tucky, Louisiana,  Mas.sachusetts,  Montana,  Ne- 
vada, New  Jersey,  North  Dakota.  North  Carolina. 
Ohio.  Pennsylvania.  Rhode  Island.  LTah.  West 
\'irginia.  X’irginia  and  Wvoming. 

Arthur  S.  Flemming,  secretary  of  Health.  Edu- 
cation and  WTlfare.  urged  all  states  to  take  part  in 
the  program  as  soon  as  possible.  But  he  also  said 
he  hopes  that  Congress  in  the  next  .session  will 
a])prove  a Republican  plan  for  a supplementary 
federal-state  program  to  help  provide  ])rivate  health 
insurance  for  elderly  persons  who  cannot  meet  their 
medical  expenses. 

It  appears  that  the  issue  prohal)ly  will  arise  in 
Congress  next  year  because  some  Democrats  also 
have  said  they  will  again  sponsor  legislation  that 
woidd  provide  health  care  for  aged  persons  through 
the  .Social  Security  system. 

* * 

The  A.M.A.  has  launched  a “comprehensive 
study  and  action  program”  to  guide  Americans  in 
spending  their  health-care  dollars  more  wisely. 

The  A.M.A.'s  new  Commi.ssion  on  Medical  Care 
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Costs  has  set  out  “to  find  answers  to  the  manv  ques- 
tions being  raised  about  medical  care  costs  and  to 
present  the  findings  frankly  and  forthrightly  to  the 
medical  profession  and  to  the  public.” 

The  program  is  “dedicated  to  promoting  the 
highest  quality  health  care  at  the  lowest  cost.” 
Louis  M.  Orr.  m.d..  of  Orlando.  Florida,  chair- 
man of  the  commission,  said  that  “anv  harrier  that 
stands  in  the  way  of  this  objective  should  he  re- 
moved— immediately.” 

One  of  these  harriers  is  monev  wasted  on  inef- 
fective non-prescription  or  over-the-counter  drug 
products,  such  as  vitamins,  food  fads,  and  rheu- 
matism and  arthritis  remedies.  A.M.A.’s  Council 
on  Foods  and  Nutrition  has  estimated  that  much 
of  the  estimated  $350  million  spent  annuallv  on 
self-jjrescrihed  vitamins  is  wasted. 

The  A.H.A.  is  urging  physicians  to  alert  their 
patients  and  the  public  to  the  latent  dangers  in- 
volved in  self-prescribing  and  to  the  folly  of  throw- 
ing their  health-care  dollars  away  on  quackeries. 

On  another  front  in  the  war  against  quackery. 
Food  and  Drug  Commissioner  George  P.  Larrick 
reported  that  during  the  past  twelve  months  the 
FDA  had  seized  falselv  promoted  vitamins,  min- 
erals and  other  so-called  "health  foods”  valued  in 
excess  of  1.5  million  dollars.  He  said  that  the 
amount  of  misinformation,  pseudo-science  and 
plain  “hokum”  on  health  care  reaching  the  public 
through  hooks  and  magazine  articles  is  increasing. 
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Introduction 

T AM  DEEPLY  HONORED  to  have  been  asked  to  pre- 
-*■  sent  this  annual  memorial  oration  in  the  memory 
of  Doctor  Isaac  Gerber.  I did  not  have  the  privilege 
of  knowing  him  personally,  hut  have  read  his  con- 
tributions and  his  biography.  This  has  made  under- 
standable the  preference  of  your  Committee  for  the 
broad  comprehensive  topic  selected.  Our  Attitude 
Tozvard  Death.  Doctor  Gerber’s  life  epitomized  the 
wholesome,  the  constructive  and  the  positive.  He 
was  one  of  that  rare  and  disappearing  breed  of 
clinicians  who  made  the  i)atient  the  focal  point  of 
his  efifort.  He  elevated  diagnosis  and  treatment  to 
a research  status.  He  grasped  the  new  and  applied 
it  successfully.  His  research  thus  was  realistic  and 
practical.  As  you  well  know,  his  very  illness  was 
considered  another  sacrifice  so  many  of  our  early 
pioneers  in  radiology  made.  The  attitude  toward 
death  in  the  face  of  a long  illness,  shown  by  your 
beloved  Doctor  Gerber,  bespeaks  a healthy,  sane, 
rational,  creative  i)hiloso])hy  of  life,  with  its  em- 
phatic concern  for  his  colleagues  and  the  commu- 
nity, and  yielded  that  equanimity  that  "removes  the 
sting’’  and  "smooths  the  bed  of  death.’’  Our  topic 
then  is  a fitting  and  proper  one  for  this  occasion, 
for  it  is  our  attitude  toward  life,  the  motivation 
and  direction  of  our  daily  eftorts  and  our  goals 
that  determines  our  viewpoint  toward  death.  It  is 
with  a spirit  of  humbleness  and  anxiety  that  I 
present  this  analysis  to  you,  for  a more  eloquent 
speaker  and  a profound  theologian  and  philosopher, 
rather  than  a mere  pathologist,  would  he  required 
to  do  justice  to  this  topic  in  the  memory  of  this 
great  man. 

Death  is  a natural  phenomenon  ; yet  fear  of  death 
is  often  an  exaggerated  dread,  even  though  one  pos- 

*Read before  the  Miriam  Hospital  Staff  .Association  at 
Providence,  Rhode  Island,  October  19,  19W). 


sesses  deep-rooted  traits  of  courage  and  general 
stability.  Firsthand  observation  over  some  thirty 
years  of  people  who  are  dying,  and  of  the  reactions 
of  members  of  the  family,  is  the  basis  for  this  re- 
cital of  experience  and  this  interpretation  of  atti- 
tudes toward  the  event  of  death.  The  fortitude  and 
adjustment  a person  may  ])ossess  can  forsake  him 
in  the  event  of  the  death  of  a loved  one.  At  such 
times,  it  is  good  to  be  buttressed  with  an  under- 
standing of  this  natural  phenomenon  as  an  actuality 
which  must  he  faced  as  natural,  inevitable  and  irre- 
vocable. Interviews  with  many  families  following 
death,  in  attempting  to  obtain  an  autoi^sv  consent, 
have  led  to  the  conviction  that  one  of  the  most 
potent  causes  for  the  exaggerated  emotional  up- 
heaval that  ensues  is  to  be  found  in  the  denial  of 
the  reality  of  death.  This  denial  confirms  the  inade- 
quacy of  the  doctrine  of  fleeting  existence  only  and 
of  man’s  yearning  need  for  immortality. 

This  unrealistic  refusal  to  accept  the  fact  of 
death  as  such  is  given  expression  by  such  recurring 
statements  as  “impossible,’’  that  it  "just  couldn't 
he.’’  W hen  the  emotions  continue  to  reject  the 
reality  of  death,  the  bereaved  family  will  refuse 
consent  for  autopsy.  They  attempt  to  deny  death’s 
finality  by  denying  examination  of  the  body.  The 
initial  immediate  spontaneous  refusal  to  consent  to 
an  autopsy  on  the  part  of  the  average  indi\  idual  is 
understood  best  on  the  basis  of  this  subconscious 
impulsive  refusal  to  accept  the  death  of  the  loved 
one.  The  family  wishes  to  keep  the  body  as  they 
last  saw  and  felt  it.  i.e.,  as  alive  as  possible.  They 
do  not  want  the  body  touched,  because  they  have  a 
deep-rooted  ho])e  that  the  body  will  remain  as  it  is, 
and  an  ecjuivalent  subconscious  hope  that  it  will 
reawaken  and  come  to  life  again.  Thev  are,  in 
eft’ect.  denying  death  in  denying  the  examination  of 
the  body.  The  autopsy  must  needs  confirm  death 
finally  and  irrevocably. 

It  is  this  writer’s  experience  that  this  reaction 
can  usually  he  controlled  and  overcome  by  a 
rational  discussion  of  its  mechanism  and  motives. 
If  adults  faced  with  such  a crisis  had  grown  up 
with  matter-of-fact  discussions  on  death,  they 
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would  have  developed  a wholesome  attitude  instead 
of  the  fear  that  overwhelms  them.  This  gives  us 
the  l)asis  for  hope  that  proper  education  of  the  child 
can  do  much  toward  the  establishment  of  a fully 
realistic  and  wholesome  attitude  toward  life  and 
death. 

The  material  of  this  essay  will  he  divided  into 
several  parts : 

1.  Clinical  Observations 

2.  Ideas  concerning  the  after-life 

3.  I’svchological  factors  in  the  individual 

4.  Care  of  the  dying 

5.  Care  of  the  dead  body 

6.  Comments  and  recommendations 

Clinical  Observations 

There  have  been  numerous  studies  of  individuals 
who  are  about  to  die,  both  those  who  do  possess 
the  realization  of  their  approaching  demise  and  of 
those  who  lack  the  awareness.  Difficult  as  it  is  to 
accept  the  death  of  a loved  one.  it  is  even  more  dif- 
ficult to  accept  death  as  an  eventuality  for  oneself. 
Most  individuals  adopt  a mechanism  which  again 
is.  in  a measure,  a denial  of  the  reality  of  death  as 
it  applies  to  themselves.  M e have  all  seen  physi- 
cians and  nurses  who  know  the  malignant  and 
hopeless  character  of  their  ailment,  and  yet  persist 
in  believing  that  they  will  not  die  now  and  that 
somehow  thev  will  recover.  Death  is  for  the  other 
fellow. 

This  mechanism  of  denial  of  the  unpleasant 
reality  of  death  on  the  part  of  most  of  us,  should 
be  considered  in  determining  the  policy  of  with- 
holding information  of  the  absolute  hopeless  char- 
acter of  an  illness  from  the  majority  of  patients. 
At  the  present  juncture,  with  our  present  condi- 
tioning and  mores,  the  promotion  of  some  measure 
of  hope  is  indicated,  scant  though  it  may  be,  to 
make  the  terminal  period  psychically  less  painful. 
Each  individual  personality  must  be  evaluated  and 
full  di\ulgence  varied  accordingly.  W'e  have  ob- 
served individuals  with  cancer  who  have  been  made 
completely  aware  of  their  condition,  and  also  those 
from  whom  this  degree  of  hopeless  certainty  has 
been  withheld.  It  is  the  firm  conviction  of  this 
writer  that  the  latter  patients,  who  do  not  have 
every  vestige  of  faith  and  hope  denied  them,  have 
a better  attitude  toward  their  illness  and  to  their 
demise.  At  times  it  even  seems  that  the  ravages  of 
the  disease  itself  are  less  marked  in  them.  The  dis- 
advantage of  withholding  the  truth  from  the  pa- 
tient should  not  be  overlooked.  With  education  and 
fuller  understanding  we  may  be  able  to  tell  the 
whole  truth  to  more  patients  in  the  future.  On  the 
other  hand,  absolute  hopelessness  need  not  be 
admitted  to  the  patient  by  the  most  honest  physi- 
cian. for  recovery  often  does  occur  in  apparently 
hopeless  illnesses. 
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One  can  dispose  very  readily  of  the  misconcep- 
tion that  pertains  to  the  act  of  dying  or  the  period 
of  agony.  There  is  much  evidence  at  hand,  both  on 
the  part  of  people  who  have  recovered  after  cardiac 
massage  and  also  by  close  observation  of  patients 
during  the  period  of  agony,  to  establish  the  fact 
that  panic  and  exaggerated  fear  do  not  usually 
appear.  Patients  who  recover  because  of  cardiac 
massage  may  he  unaware  how  mortally  ill  they 
were.  Subtle  terminal  and  terminating  biochemical 
changes  usually  remove  consciousness  or  substitute 
a to.xic  expansive  exhilaration,  which  makes  the 
legend  of  dread,  so  often  associated  with  the  act 
of  dying,  entirely  unfounded.  This  occurs  in  both 
sudden  and  slow  deaths.  Only  rarely  does  a sharp- 
ened perception  appear  preterminally.  This  fact 
should  mitigate  some  of  the  distress  felt  hv  the 
bereaved,  whose  grief  may  become  uncontrolled 
at  the  thought  of  suffering. 

The  fear  of  the  corpse  itself  is  consciously  deter- 
mined by  the  strangeness  of  its  cold  feel,  the  unnat- 
ural pallor,  the  wide-eyed  glazed  expression,  the 
total  absence  of  movement,  and  the  awe  of  the  event 
as  established  by  the  behavior  of  others.  This  is 
particularly  true  when  emotional  stress  and  earnest 
grief,  which  cannot  be  controlled,  overcome  indi- 
viduals present.  A single  intense  experience  is 
usually  sufficient  to  condition  a child  or  adult  to 
our  usual  reaction  pattern. 

.■\n  important  element  of  the  fear  associated  with 
death  in  the  past  has  been  the  fear  of  burial  alive. 
Individuals  have  demanded  an  autopsy  examina- 
tion to  establish  beyond  doubt  the  fact  that  death 
has  occurred.  The  compulsory  autopsy,  after  a legal 
execution,  acknowledges  this  fear.  As  noted,  the 
autopsy  consent  is  often  denied  unwittingly,  be- 
cause the  procedure  eliminates  any  possibility  of 
revival. 

Ideas  Concerning  the  After-Life 

Part  of  our  conditioning  to  death  depends  upon 
the  relationship  of  death  to  birth,  and  that  death  is 
but  ])art  of  the  birth  process  for  the  spirit.  The 
idea  of  rebirth  after  death  is  common  in  primitive 
people,  with  many  sur\  ivals  in  our  own  civilization. 
Burial  in  the  intrauterine  fetal  position  is  undoubt- 
edly linked  with  this  thought,  and  dates  back  to  the 
Cro-Magnon  man.  Burial  itself  has  the  germ  of  the 
idea  of  germination  of  the  seed  to  be  reborn.  W'e 
are  returned  to  “Mother  earth.”  The  doctrine  of 
reincarnation  is  a prominent  one  in  many  faiths, 
as  with  the  Hindu.  To  perpetuate  the  name  of  the 
deceased  is  another  variant.  Many  still  prefer  a son 
to  carrv  on  in  one's  name.  The  relationship  of  sex 
to  death  has  both  conscious  and  unconscious  mech- 
anisms. The  Mohammedan  heaven  after  death  has 
an  important  sexual  comj^onent.  part  of  which  is 
the  fecundity  of  birth.  The  peace  and  serenity  of 
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death  has  been  linked  with  the  state  of  physical  and 
mental  relaxation  following  the  orgasm,  an  inter- 
pretation of  Nirvana  hv  some. 

The  widesi)read  acceptance  of  the  belief  in  the 
survival  of  the  soul  after  death  follows  from  the 
understandable  refusal  of  rational  man  to  accept 
all  existence  as  impersonal  and  meaningless  with 
ultimate  complete  extinction  of  the  personality. 
The  physical  is  segregated  from  the  psychic,  which 
is  endowed  with  life  ever-after,  and  the  personality 
of  the  deceased  is  thus  perpetuated.  This  doctrine 
has  been  a most  potent  force  in  the  evolution  of 
civilization  and  in  shaping  our  personal  behavior 
and  religious  patterns.  Let  us  recall  sutteeism,  the 
ascetic  monk  of  the  Middle  Ages,  or  the  Australian 
aborigine  who  murdered  his  parents  at  their  own 
earnest  plea,  to  assure  their  transcendence  to  the 
spiritual  world  while  at  the  height  of  their  physical 
prowess. 

The  fear  of  death  is  attributable  in  no  small 
measure  to  the  fear  of  punishment  in  the  hereafter 
for  transgressions  during  life.  Concern  for  the 
hereafter,  fear  of  implacable  justice  after  death 
have  shaped  our  moral  and  ethical  code.  Sjiecial 
prayers  for  the  benefit  of  and  the  comfort  of  the 
departed  spirit  are  part  and  parcel  of  the  religious 
ritual  in  many  faiths.  This  expected  accounting  for 
the  temporary  stay  on  this  earth  of  the  spirit,  should 
not  paralyze  all  productive  and  creative  effiort.  for 
then  it  may  negate  all  purpose  and  meaning  of  life 
itself.  Concern  for  our  sins  does  not  necessarily 
demand  a fear  mechanism  or  dread  such  as  was 
stressed  in  the  “memento  mori’’  of  the  Middle 
Ages,  or  in  our  modern  era  by  our  own  brimstone 
revivalists.  The  fear  of  retribution  here  and  in  the 
hereafter  has  the  fundamental  of  implacable  justice. 
It  is  this  fundamental  of  the  scales  of  blind  justice 
that  prompts  most  of  us  to  repress  the  experience 
of  death  as  too  charged,  for  welcome  or  mature 
present  consideration. 

Some  of  our  fear  of  death  is  still  linked  to  the 
dread  of  the  returning  ine.xorahle  spirit.  Our  be- 
havior and  our  action  are  often  directed  to  placate 
the  spirit,  so  that  it  w'ill  not  return  as  a vengeful 
force  or  demon.  It  is  natural  for  survivors  to  vis- 
ualize that  separation  by  death  may  stir  a resent- 
ment on  the  part  of  the  departed.  This  deep-rooted 
awareness  prompts  deferential  care  of  the  departed. 
There  is  a widespread  taboo  about  using  the  name 
of  the  deceased  or  the  prohibition  against  the  use 
of  the  name  of  the  deceased  without  jilacating 
])hrases  as,  “may  he  rest  in  peace,”  “good  soul.” 
Taboos,  as  they  involve  death,  are  numerous  and 
in  no  small  part  occasioned  liy  the  insoluble  conflict 
between  the  ambivalent,  simultaneous  conscious 
grief  and  an  unconscious  satisfaction,  with  conse- 
quent feelings  of  guilt.  Only  rarely  does  this  satis- 
faction reach  a conscious  level,  as  when  one  near 
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and  dear  dies  after  a ])rolonged  painful  illness,  or 
after  a long  period  of  mental  deterioration  or  help- 
less invalidism.  Much  of  the  irrational  reaction  to 
death  in  the  past  and  today,  can  he  traced  to  this 
fear  of  the  anger  and  the  vengeance  of  the  spirit. 

Many  foibles  associated  with  death  are  motivated 
by  our  desire  for  earthly  immortality.  The  monu- 
ment, big  or  small,  the  cemetery,  ugly  and  crowded 
or  spacious  and  ostentatious,  our  very  efforts  for 
fame  and  glory ; all  represent  attempts  at  immor- 
tality, and  a denial  of  the  implication  of  physical 
destruction  and  total  annihilation  in  death.  Man’s 
demand  throughout  the  ages  for  a male  heir  or  a 
large  family  represents  procreation  to  achieve 
earthly  immortality. 

Psychological  Factors  in  the  Individual 

If  we  can  overcome  the  anxiety  and  fear  of  the 
act  of  dying,  actual  agony,  burial  alive,  or  the  dead 
human  body  per  sc,  and  the  premeditation  of  death 
as  a coming  certainty,  then  what  is  the  fundamental 
basis  of  our  fearful  and  disturbed  attitude  toward 
death  ? \\  e must  still  cope  with  the  general  fear  of 
the  boundless  U nkuoivn,  and  this  explains  much 
of  the  unpleasant  and  the  unwelcome  aspects  of  the 
death  event.  W e are  balancing  abstract  values  in 
the  conscious  realm. 

The  unreasonable  exaggeration  of  such  an  emo- 
tional reaction,  to  give  us  fear  and  dread,  is  what 
should  and  can  be  controlled.  The  Thracians  re- 
joiced at  a death  and  wept  at  a birth.  Aversion  for 
the  loss  of  those  near  and  dear,  or  our  own  going, 
with  separation  from  them,  is  reasonable.  The 
resulting  void  that  follows  cannot  he  denied,  nor 
the  grave  eliminated.  Grief  may  he  enormous,  hut 
our  reaction  and  our  adjustment  to  it  should  be 
controlled  and  possess  a healthy  pattern.  By  the 
same  token  we  can  feel  keenly,  but  yet  attempt  to 
fill  the  gap  left  l)y  our  loss  with  other  interests  and 
activities.  The  pain  and  grief  in  the  severance  of 
pleasant  relations  with  others,  has  been  phrased  by 
Friedrich  Longau  : 

“Ich  fiirchte  nicht  den  Tod,  der  mich  zu  nehmen 
kiimint 

Ich  fiirchte  mir  den  Tod,  der  mir  die  Meinen 
nimmt.” 

The  psychological  mechanisms,  though  so  very 
powerful,  are  very  subtle.  Psychiatrists  stress 
that  much  of  the  conflict,  repression  and  psycho- 
pathology encountered  in  the  experience  of  death, 
is  due  to  the  ambivalence  of  our  reaction  toward 
death.  This  really  is  a trivalence  at  least,  it  includes 
both  the  love  for  the  deceased  and  a simultaneous 
hate  and  fear.  The  fear  is  often  stirred  by  a sense 
of  guilt  initiated  by  the  repression  of  actual  hate, 
and  also  by  past  events  or  feelings  of  aggression 
and  transgression  ; all  often  quite  deeply  subcon- 
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scions.  The  surx  ivors  may  he  wracked  with  conflict 
between  the  conscious  grief  of  bereavement  and 
the  subconscious  relief,  all  mixed  with  feelings  of 
guilt.  Such  indi\  iduals  usually  are  adamant  in  their 
refusal  to  consent  to  an  autopsy  and  just  cannot 
control  their  emotional  reactions  at  funerals  ; all  of 
which  may  be  quite  genuine  in  that  the  inner  prob- 
lems are  subconscious.  The  demand  for  immediate 
decisions  about  sucb  matters,  as  autopsy  consent, 
funeral  arrangements,  burial  or  cremation,  crystal- 
lize the  conflict  and  lead  to  unwitting  repressions, 
rationalizations  and  compromises.  Much  of  the 
irrational  reaction  to  death  can  be  traced  to  this 
fear  of  the  anger  and  vengeance  of  the  departed 
spirit.  Underlying  the  refusal  of  permission  for 
autopsy  may  be  the  fear  of  what  vengeance  the 
dead  person  may  visit  upon  the  one  who  grants 
permission  for  work  on  the  body  of  tbe  deceased. 

We  may  find  the  important  phenomenon  of 
compensation.  It  has  been  our  experience  that, 
given  a husband  who  has  a genuine  love  for  his 
wife,  one  can  overcome  the  initial  objection  and 
obtain  consent  for  a post-mortem  examination.  The 
experience,  however,  is  quite  different  with  the 
husband  who  has  been  beating  his  wife  regularly 
and  never  did  feel  a genuine  love.  Almost  invari- 
ably. this  husband  will  not  permit  ber  dead  body  to 
be  touebed.  He  goes  to  extremes  in  protecting  it. 
He  usually  wishes  an  elaborate  funeral.  This  does 
not  represent  unselfish  compensation  in  the  form 
of  expiation  only,  for  there  is  also  a patent  attempt 
to  meet  a deep-rooted  selfish  fear  of  retribution 
and  reprisals. 

When  the  relative  has  contributed  to  the  death 
by  unwitting  failure  or  willful  neglect  or  inade- 
(juacy.  the  mechanism  of  compensation  is  often 
more  forceful  but  may  be  less  obvious  superficially. 
When  a mother  takes  an  adamant  stand  against  an 
autopsy  without  a sound  objection,  she  may  do  so 
because  consciously  or  subconsciously  sbe  is  aware 
that  she  has  failed  to  call  a physician  in  time.  Or  in 
like  manner,  the  father  may  be  plagued  by  his  neg- 
ligence or  inadequacy  as  a provider.  This  is  also 
seen  in  the  sensitive  husband  whose  wife  dies  at 
childbirth.  He  feels  deej)!}-  because  he  initiated  the 
process. 

Care  of  the  Dying 

One  of  the  indices  of  a civilization  is  to  l)e  found 
in  the  care  it  devotes  to  the  stricken,  the  dying  and 
the  dead.  When  death  is  inevitable,  it  is  the  duty  of 
the  physician  to  minimize  the  pain  and  anguish  and 
offer  comfort  to  the  family  and  friends. 

Euthanasia  presents  grave  legal,  moral,  religious 
and  ethical  problems.  For  the  present  the  physi- 
cian had  best  not  embroil  himself  in  these  issues. 
The  dignity  of  the  human  being  and  the  meaning 
of  life  is  the  issue  at  stake.  The  physician  ])lays  God 
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if  he  goes  beyond  the  control  of  pain  and  suffering 
and  actively  shortens  the  terminal  period.  Initiated 
as  a means  of  shortening  agony,  will  it  end  as  a 
matter  of  convenience  for  the  state  or  the  familv? 
Are  we  to  apply  euthanasia  to  the  hopelessly  de- 
formed. the  imbecile,  the  permanently  deteriorated, 
the  inebriate?  Where  do  we  draw  the  line  and 
desist  ? Ajiparently  here  the  all-or-none  law  of  the 
beating  heart  must  apply  without  compromise.  Life 
is  full  of  too  many  mysteries,  our  understanding  of 
its  full  meaning  too  inadequate  and  futile,  to  justifv 
the  prerogative  of  destroying  it.  In  a legal  execu- 
tion we  do  just  that  and  our  civilization  will  some 
day.  we  trust,  find  this  destruction  of  precious  life 
degrading  too.  This  barbarous  penalty  bas  already 
been  abolished  for  many  crimes  as  civilization  has 
advanced. 

One  can  also  properly  raise  the  question  whether 
the  physician  is  justified  in  prolonging  life  unduly 
when  all  hope  is  gone  and  suffering  is  the  only  lot 
remaining.  Should  he  continue  transfusions,  infu- 
sions, potent  drugs  and  oxygen  merely  to  lengthen 
life  by  prolonging  the  act  of  dying?  Such  a mean- 
ingless victory  can  result  in  untold  anguish  and 
insupportable  financial  burdens.  Again  tbe  physi- 
cian should  not  assume  an  omniscience  he  does  not 
possess.  Death  itself  can  be  a comfort  and  a physi- 
cian today  is  sometimes  capable  of  witbholding  for 
days,  weeks  or  montbs.  that  one  comfort.  He  may 
be  bringing  death  into  life,  prolonging  death,  not 
life,  and  in  so  doing  failing  in  his  obligation  to 
curtail  suffering. 

Care  of  the  Dead  Body 

It  is  the  attitude  toward  the  ordinary  more  phys- 
ical and  tangible  aspect  of  our  everyday  exjierience 
with  death,  i.e.,  the  care  of  the  dead  human  body, 
which  can  be  remedied  most  readily.  By  accepting 
its  ultimate  physical  destruction  as  a fact,  and  insti- 
tuting an  automatic  immediate  administrative  pro- 
cedure for  its  care  and  the  preferred  ceremonial, 
we  can  help  materially  in  the  proper  orientation  of 
the  individual  and  the  group,  toward  a healthier 
concept  of  death.  The  historical  aspect  of  the  phys- 
ical care  of  the  dead  human  being  is  fascinating, 
but  time  will  bardly  permit  a detailed  presentation. 
We  have,  on  the  one  hand,  the  primitive  reaction 
which  leaves  the  corpse  as  is.  to  lie  and  deconqiose 
unattended,  or  flight  from  the  sick  or  dying  indi- 
vidual. with  all  sympathy,  pity  and  all  thought  of 
helpfulness  overcome  by  fear.  In  contrast,  we  have 
the  other  primitive  response,  so  close  to  our  own 
unreal  attitude,  which  refuses  to  accept  death  and 
keeps  the  corpse  among  the  living  until  decomposi- 
tion is  far  advanced.  The  variations  in  human  pro- 
cedure as  it  affects  the  corpse  includes  cannibalism, 
its  disposal  in  a tree  or  in  mounds  or  in  caves.  Inter- 
ment. simple,  without  embalming  as  in  the  Jewish 
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faith,  or  elaborate  attempts  at  preservation  as  with 
the  ancient  Egyptians  ; cremation,  alone  or  with 
living  members  of  the  family  and  household  ; and 
burial  at  sea,  these  do  not  complete  the  entire  range 
of  actual  human  ex])erience.  W'e  have  the  gamut 
from  the  attempt  at  immediate  destruction  to  the 
attempt  at  perpetual  preservation,  and  numerous 
permutations  and  combinations. 

Discussion  and  Kecornniendations 

Death  represents  one  of  the  few  true  certainties 
of  life  and  is  the  most  equalizing  and  democratizing 
force  about  us.  Much  of  our  emotional  reaction  and 
aftermath  of  conflicts  is  based  on  perversion  of 
religious  doctrine,  a carry-over  of  deep-rooted 
superstition,  the  demands  of  ingrained  custom,  and 
improper  conditioning  and  education.  At  best, 
death  is  an  unpleasant  experience,  and  nothing  that 
we  may  do  or  say  can  ever  alter  that  fact.  It  is  prob- 
ably better  so,  for  it  would  seem  to  imply  that  the 
experience  of  living  is  pleasant.  Our  energies  are 
now  directed  toward  financial  security  for  sur- 
vivors, and  this  is  the  major  objective  of  our  social 
security  program.  Just  as  important,  if  not  more  so, 
is  an  organized  directed  effort  by  the  family  and  the 
community  to  fill  the  void  of  separation  with  whole- 
some creative  activities  and  deeds  of  achievement, 
to  tap  hidden  sources  of  psychic  energy  for  renewed 
stimulation,  to  overcome  the  exhausting  depressing 
grief  and  bring  a .sense  of  meaningful  purpose  into 
the  lives  of  survivors.  This  need  is  now  not  ade- 
quately ])rovided  for  and  so  often  left  to  chance  and 
the  overwhelmed  individual,  with  dire  psycholog- 
ical results,  despite  financial  security  and  is  some- 
times worsened  by  it. 

W'e  know  today  that  by  examining  the  dead  body 
most  deaths  have  an  adequate  explanation.  Belief 
in  the  natural  causes  of  death  is  consistent  with  the 
belief  in  the  will  of  the  Almighty.  Acceptance  of 
natural  cause  is  often  mere  lip  service.  The  soldier 
in  battle  shows  this  faith  best,  for  he  often  sees 
adventitious  circumstances  determine  life  or  death. 
Refusal  to  consider  death  as  an  immediate  possi- 
bility represents  an  attempted  solution  of  the  i)roh- 
lem  by  psychological  repression.  Reasonable 
thought  about  the  problem  of  death  is  possible 
without  undue  fear  of  the  actual  event  of  death. 
W'e  will  he  accepting  the  reality  of  death  when  we 
prepare  for  our  own  and  for  those  near  and  dear, 
without  emotional  tension  and  without  procrasti- 
nation. W’e  should  look  upon  such  preparation  as 
an  opportunity  to  project  the  personality  into  the 
future,  to  do  good  after  life — a universally  satisfy- 
ing and  reasonable  form  of  immortality. 

W'e  can  translate  these  thoughts  into  action. 
Every  person  should  have  a legal  will  and  testa- 
ment no  matter  how  small  the  estate.  Dying  in- 
testate often  means  an  unnecessary  wasting  of 


assets  and  a failure  to  project  one’s  wishes.  The 
e.xpressed  wish  as  to  the  dis])osal  of  the  remains 
can  he  a source  of  comfort  for  all.  (lood  adminis- 
trative procedure  at  the  time  of  death,  automati- 
cally initiated,  can  do  much  to  minimize  anxiety 
for  it  can  reduce  the  need  for  j)ainfnl  decisions  to 
a minimum.  This  must  include  a .scientific  con- 
sultative procedure  for  death  certification,  w'hich 
will  also  give  stability  and  reliability  to  our  mortal- 
ity statistics.  In  modern  society,  humans  die  often 
under  circumstances  where  a member  of  the  fam- 
ily is  not  at  hand  to  protect  the  ])erson  or  the 
property  of  the  deceased.  Juri.sdiction,  without 
delay,  is  imperative.  In  our  community  the  dead 
human  body  is  looked  upon  as  i)ro])erty,  and  the 
laws  of  inheritance  apply.  Provision  for  legal  iden- 
tification and  claim  of  the  remains,  and  the  respon- 
sibility for  its  disposal  must  he  specific.  Social 
insurance  schemes  in  many  countries  now  take 
cognizance  of  this  aspect  of  human  existence  and 
cover  expenses  to  the  grave.  Incidentally  this  final 
human  need  can  l)e  standardized  for  state  control 
much  more  readily  than  medical  care  for  obvious 
reasons.  The  meeting  of  this  need  by  a social  pro- 
gram should  take  precedence  and  can  do  much  to 
establish  a national  administrative  routine  and  a 
sane,  controlled  reaction  to  the  event  of  death. 

Acceptance  of  the  rational  care  of  the  dead  body 
can  do  much  to  overcome  the  widespread  denial  of 
reality  in  the  event  of  death.  As  part  of  the  i)roce- 
dure  of  the  care  of  the  dead  human  body,  and  to 
favor  a proper  orientation  toward  the  jdiysical 
aspect,  routine  autopsy  examination  should  he  en- 
couraged. This  imj)lies  the  full  acceptance  of  death 
and  the  possibility  of  a contribution  by  the  body 
itself  to  furthering  knowledge  and  of  doing  good. 
The  autopsy  must  also  become  a meticulous  scien- 
tific instrument  of  investigation  of  disease,  as  well 
as  a thorough  analytical  means  of  determining  the 
cause  of  death.  It  is  of  interest  that  modern  rational 
regulations  of  death  certification  originated  in  Eng- 
land, and  were  propounded  by  a Society  endeavor- 
ing to  ])romote  cremation  as  a means  of  dispo.sal 
of  the  dead.  Modern  legal  and  scientific  death  cer- 
tification was  initiated  by  this  group. 

The  education  of  onr  children  must  include  their 
introduction  to  the  reality  of  death.  They  must 
accept  it,  as  it  applies  to  the  physical  form,  as  a 
natural  inevitable  event,  resulting  in  permanent  loss 
of  the  physical  presence.  The  comfort  of  faith  and 
the  promise  of  spiritual  future  existence  can  well 
he  offered,  in  keeping  with  one’s  own  particular 
religious  doctrine,  divorced  from  the  supernatural. 
But  above  all,  the  truth  must  ])revail,  and  death 
must  factually  mean  a permanent  physical  loss  in 
the  present  sphere.  Contrary  to  the  usual  opinion, 
children  can  endure  trying  emotional  experiences 
of  this  type  better  than  adults.  They  should  not  be 
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My  subject.  Orthopedic  Survey  of  5,000  Israeli 
Children,  perhaps  requires  some  preliminary 
exjtlanation.  These  examinations  of  children  he- 
tween  the  ages  of  four  and  fourteen  years  were 
all  undertaken  by  a single  observer.  They  com- 
prise the  children  in  some  fifteen  of  the  many  com- 
munal settlements  in  upper  and  lower  Galilee,  one 
of  the  largest  being  Dan  of  Exodus  fame. 

These  communal  settlements  or  Kibbutzim  are 
essentially  farming  or  agricultural  centers  origi- 
nally founded  in  the  first  and  second  decade  of 
this  century  by  the  true  Zionist  Idealists.  At  that 
time.  Palestine,  through  neglect,  had  been  allowed 
to  become  a morass  of  deadly  swamps  in  the  north 
and  of  unyielding  arid  desert  in  the  south.  The 
good  lands  on  the  coastal  strip  were  hard  to  come 
by  and  so  these  Jewish  pioneers  went  out  in  groups 
to  establish  their  Kibbutzim  in  the  midst  of  the 
most  unfriendly  and  frequently  treacherous  sur- 
roundings. They  drained  the  swamps  where  ma- 
laria had  become  endemic.  They  tamed  the  deserts ; 
monotonous  sands  changing  slowly  into  vast  fertile 
tracts  covered  with  grains,  fruits  and  vegetables 
of  endless  lu.xuriant  varieties.  These  hardy  pio- 
neers founded  a society  where  every  man  was  con- 
sidered equal,  where  hard  })hysical  labor  was  prized 
as  just  as  honorable  an  occupation  as  anv  other, 
where  ])ersonal  materialism  was  considered  a car- 
dinal sin — nobody  owned  anything  for  himself  hut 
yet  considered  himself  to  he  abundantly  rich.  They 
established  a truly  classless  society  based  on  the 
land.  They  considered  their  children  to  he  their 
gold  and  their  true  wealth — to  take  over  and  to 
continue  the  good  work  of  their  parents. 

( )ne  of  the  first  laws  enacted  by  the  Israel 
Knesset  or  parliament  after  the  foundation  of  the 
.State  in  1948  was  the  “Law  of  Return"  which 
guaranteed  the  right  of  every  Jew  to  immigrate 
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to  Israel.  Thus  the  Jewish  population  since  this 
time  has  more  than  trebled.  The  right  to  immigrate 
was  not  limited  by  any  kind  of  qualification  hut 
was  dictated  by  the  urgent  need  to  save  Jews  from 
persecution  and  annihilation  in  certain  countries. 
Many  immigrants  came  from  countries  with  a low 
cultural  standard  where  a democratic  regime  is 
unknown  and  where  the  citizen  does  not  even  enjoy 
the  most  primitive  services  in  the  field  of  educa- 
tion and  health.  The  association  of  people  with  such 
different  backgrounds,  cultures  and  value  systems ; 
peo])le  who  diff'er  so  greatly  in  their  habits  of  food 
and  housing,  in  their  social  relations  and  language 
I)rovided  a sociological  problem  of  great  magni- 
tude, and  this  stream  of  immigrants  was  intention- 
ally diverted  to  the  rural  districts.  It  is  one  of  the 
basic  principles  of  Zionist  philosophy  to  transform 
the  Jews — which  had  become  town  dwellers  by 
force  of  history — into  a nation  rooted  in  the  soil 
of  their  own  country.  The  Kibbutzim  opened  their 
gates  wide  to  receive  and  integrate  the  massive 
influx  of  immigrants  as  they  poured  into  the  land. 
Today  the  Kibbutzim  have  become  a melting  pot 
for  all  groups  from  many  and  varied  lands,  and 
they  can  he  said  to  provide  a true  cross-section  of 
the  heterogeneous  population  of  Israel  today. 

In  our  day-to-day  orthopedic  consultant  practice 
we  are  constantly  being  faced  with  many  condi- 
tions whose  bases  are  some  or  other  postural  de- 
fect, and  it  is  apparent  that  much  of  this  could  he 
obviated  if  we  had  the  opportunity  of  treating  these 
defects  at  their  inception  during  childhood.  Thus  it 
appeared  to  he  an  ideal  opportunity  to  do  an  ortho- 
pedic survey  in  the  Kibbutzim  and  to  ])rescrihe 
preventive  treatment  at  an  early  age.  Here  we 
have  a static  community  and  we  could  he  certain 
that  treatment  would  he  carried  out,  as  advised, 
irrespective  of  ex])ediency  or  ex])ense,  and  that  the 
follow-up  in  these  cases  would  he  ever  so  much 
sim])ler. 

This  paper  is  merely  the  initial  and  ])reliminary 
report  of  a work  undertaken  in  a field  research 
survey.  There  are  no  startling  discoveries  to  he 
announced.  W’e  plan  to  do  a follow-up  every  four 
years  and  we  hope  that  eventually  we  will  have 
some  of  the  answers  which  we  are  seeking. 

W' EIGHT . Kibbutz  hoys  compared  with  .Amer- 
ican hovs.  W e found  that  in  general,  Israeli  hoys 
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were  somewhat  lighter  than  their  American  connt- 
erparts.  The  average  hirth  weight  is  aliout  equal. 
At  the  age  of  four  years  the  difference  is  ai)j)roxi- 
mately  one  pound  ; at  the  age  of  eleven  years  the 
difference  is  about  six  pounds,  and  at  fourteen 
years  the  diff’erence  is  about  fourteen  pounds. 

It  should  he  remembered  that  many  immigrant 
children  are  included  in  these  figures,  children  who 
have  suffered  disease  and  malnutrition  before  their 
arrival  and  whose  development  has  thus  been  re- 
tarded. Also  this  includes  children  of  hereditary 
small  stature  and  slight  of  build,  f or  example,  the 
average  weight  of  an  adult  Yemenite  male  is  40 
kilo  or  88  pounds.  The  com])arative  figures  taken 
four  and  eight  years  later  should  prove  of  interest. 

ST  AT  U RE.  Kibbutz  hoys  compared  with 
American  hoys.  Again,  American  hoys  were  found 
to  be  slightly  taller. 

At  the  age  of  four  years  the  difference  is  mini- 
mal. at  six  it  is  just  under  one  inch  while  at  four- 
teen there  is  a difference  of  2^  inches.  A quick 
survey  taking  into  consideration  only  those  boys 
horn  and  brought  up  on  the  Kibbutz  shows  that 
they  are  much  taller  and  heavier  built  than  their 
American  counterparts ; hut  this  is  possibly  not  a 
true  reflection  as  any  rural  American  group  living 
a far  more  active,  healthy  and  robust  life  than  their 
city  cousins  would  he  above  the  national  American 
average  for  height  and  weight.  It  has  been  estab- 
lished that  second  generation  Jews  horn  in  Israel 
are  taller  and  more  strapping  than  their  parents 
and  this,  as  I understand,  has  been  found  to  he 
equally  true  here  in  America. 

Apropos,  it  is  also  of  interest  to  note  here  that 
the  incidence  of  stress-environment-diet  diseases 


such  as  arterio-sclerosis,  coronary  heart  disease  and 
high  blood  pressure  is  minimal  in  immigrants  from 
the  poorer  and  more  backward  countries,  where 
life  is  leisurely  and  the  diet  rich  in  carbohydrate 
hut  poor  in  proteins  and  fats,  and  that  in  the  second 
and  third  generations  horn  in  Israel  where  the  diet 
is  somewhat  richer  and  the  tensions  of  modern  liv- 
ing more  apparent  the  incidence  of  these  disea.ses 
soon  approach  the  national  average.  Much  interest- 
ing research  work  is  at  present  being  done  on  this. 

Mobile  ]\il(jus  Heels:  Here  we  refer  to  heels 
which  are  everted  on  standing  hut  which  are  read- 
ily correctihle.  When  hahy  first  begins  to  stand, 
mother  almost  invariably  worries  about  baby’s  so- 
called  flat  feet.  At  this  age.  the  evertors  of  the  foot 
are  more  powerful  than  the  invertors ; the  arch 
tends  to  lean  inwards  on  its  side,  so  producing  the 
appearance  of  a flattened  longitudinal  arch  and 
this  in  the  infant  becomes  even  more  pronounced 
as  the  instep  is  filled  in  by  a pad  of  hahy  fat.  It 
should  he  realized  that  the  arch  has  not  collapsed 
but  that  it  has  merely  tilted  onto  its  side. 

Mobile  valgus  heels  were  seen  in  52%  of  chil- 
dren of  all  ages.  W e observe  that  at  the  age  of  four 
years  80-90%  of  all  children  disi)lay  mobile  valgus 
heels,  and  we  may  thus  quite  confidently  believe 
this  to  he  a normal  finding  in  this  age  group.  After 
this  the  incidence  drops  rather  steeply  until  the 
age  of  ten  years,  and  thereafter  somewhat  more 
gradually  until  the  age  of  fifteen  years  when  18% 
hoys  and  6%-  girls  remain  with  m.v.h.  This  latter 
group  then  is  our  only  real  problem  and  all  efforts 
are  concentrated  on  finding  some  common  factors 
in  those  feet  where  the  valgus  persists.  Here,  it 
a])pears,  that  the  initial  degree  of  valgus  is  not  the 
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FIGURES  1,  2,  3 and  4 

Fig.  1:  Mobile  Valgus  Heels.  The  tendo-achilles  and  the  vertical  line  of  the  calcaneus  have  been  penciled  on  the 
skin  and  show  the  angle  of  varus. 

Fig.  2;  Mobile  Valgus  Heels.  The  same  case  showing  the  apparent  flattening  of  the  longitudinal  arch. 

Fig.  3:  Mobile  Valgus  Heels.  Here  the  boy  is  standing  on  his  toes.  In  this  position  both  the  tibialis  anterior  and 
posterior  are  acting  more  powerfully  than  the  two  peroneals;  the  heel  is  pulled  into  varus  and  the  reconstituted 
bow-like  arch  can  be  clearly  seen. 

Fig.  4:  Mobile  Valgus  Heels.  With  a Vi  cm.  wedge  under  the  medial  aspect  of  the  calcaneus,  the  tendo-achilles  pulls 
in  a straight  line,  the  arch  is  reconstituted  producing  a normally  aligned  plantigrade  foot. 
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important  factor. 

Now  many  of  these  children  had  previously  been 
sui)plied  with  metal,  leather  or  plastic  arch  sup- 
ports, but  it  is  maintained  that  these  pernicious 
supports  do  little  more  than  perpetuate  the  muscle 
imbalance.  The  invertors  are  not  called  upon  to  pull 
the  heel  in  ; they  begin  to  atrophy  and  years  later 
when  the  child  does  try  to  do  without  suj^ports  he 
mav  suft’er  unheafahle  pain.  Arch  supports,  in  these 
cases  is  not  a treatment,  but  is,  virtually  a life 
sentence. 

I'ew,  if  any,  of  these  growing  children  complain 
of  painful  feet  which  can  he  definitely  ascribed  to 
their  valgus  heels.  Pain  apparently  becomes  a real 
problem  onlv  after  puberty.  W’e  have  now  man- 
aged to  have  discarded  all  arch  supports  in  the 
Kibbutzim.  Initially,  some  children  complained  of 
some  discomfort  or  even  pain  but  this  was  soon 
forgotten. 

All  children  are  now  encouraged  to  play  bare- 
footed on  their  toes,  on  the  lawns  and  in  the  sand. 
Si)ecial  games  for  this  purpose  have  been  devised. 
In  the  more  ])ronounced  cases,  special  exercises  are 
given  to  strengthen  the  invertors  of  the  foot  and 
we  sometimes  advise  a Yi  cm.  inner  wedge  to  the 
heel  of  the  shoe,  in  order  to  improve  the  alignment 
of  the  calcaneus. 

Further  investigations  were  indicated  only  in 
those  cases  where  the  heel  was  fixed  in  valgus  and 
could  not  he  corrected.  In  the  entire  series,  there 
were  onlv  two  such  cases  found — both  caused  by 
congenital  calcaneo-navicular  bars.  One  is  at  pres- 
ent pain  free ; — the  other  has  already  come  to 
surgery. 

There  were  some  35^  of  children  of  all  ages 
whose  posture  was  considered  poor.  W’e  are  all 
well  acquainted  with  the  picture  of  a child — age 
al)Out  five  years  — who  stands  with  a swayback, 
protuberant  aljdomen,  hyperlumhar  lordosis,  genu 
recurvatum.  genu  valgum,  intoeing  and  mobile  \ al- 
gus  heels.  Here  again  we  have  a natural  improve- 
ment with  the  years.  .A.s  the  child  grows  stronger 
so  he  tends  to  stand  straighter  with  a correspond- 
ing improvement  of  body  alignment. 

Of  note,  is  the  sudden  upward  spurt  in  the  inci- 
dence of  poor  posture  in  girls  about  and  just  after 
puberty.  It  has  l)een  suggested,  not  without  some 
reason,  that  this  sudden  increase  in  the  percentage 
for  girls  is  associated  with  their  rapidly  developing 
breasts  and  that  they  tend  to  assume  a faulty  i)os- 
ture  with  hunching  of  the  shoulders  and  forward 
tilting  of  the  head  in  a partially  subconscious  efifort 
to  hide  these  fast-growing  protuberances. 

Our  problem  is  the  20%  hoys  and  girls  whose 
faulty  posture  persists  after  childhood,  as  the  ma- 
jority of  these  are  sure  candidates  for  low  back 
])ain  and  other  postural  defects  at  a later  age.  All 
the  children  are  now  receiving  regular  daily  exer- 
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cise.  The  girls  are  encouraged  to  participate  in 
such  activities  as  rhythmic  dancing  and  the  boys 
in  sjwrts  such  as  gymnastics  and  basketball. 

W'e  have  found  the  perplexing  problem  of  idio- 
pathic scoliosis  of  great  interest.  The  term  “idio- 
pathic scoliosis”  is  surely  the  diagnosis  of  the 
destitute,  and  over  the  years  little  if  any  progress 
has  been  made  in  the  understanding  of  its  etiologv. 
This  survey  did  not  concern  itself  with  paralytic 
scoliosis,  scoliosis  due  to  neurofibromatosis  or  anv 
other  known  cause,  hut  we  confined  ourselves  to 
this  large  group  of  scolioses  of  which  the  cause, 
as  yet,  remains  a secret.  We  have  retained  the 
accepted  classification  into  two  main  groups : The 
purely  postural  or  functional  scoliosis  where  the 
lateral  curvature  of  the  spine  persists  no  matter 
how  straight  the  child  attempts  to  stand  hut  where 
the  curve  unwinds  itself  and  straightens  out  on  full 
flexion — and  then  the  fixed  or  structural  scoliosis 
where  the  curve  persists  on  forward  flexion  with 
the  formation  of  a razor  back  due  to  the  persisting 
rotation  of  the  vertebral  bodies.  This  latter  group, 
of  course,  is  the  only  serious  type  which  mav  pro- 
gress rapidly  producing  grotesque  deformities  of 
the  trunk  and  not  infrequentlv  becoming  a danger 
to  life.  Those  cases  showing  rapid  deterioration 
require  stabilization  by  fusion  and  it  would  cer- 
tainly be  a great  advance  if  we  could  diagnose  and 
adequately  treat  prophylactically  these  cases  at 
their  inception. 

W'e  have  further  di\  ided  the  postural  scolioses 
into  three  categories,  which  for  the  sake  of  sim- 
plicity we  have  called  groups  1,  2 and  3.  These  are 
demonstrated  in  the  pictures. 

Xow  using  this  classification  we  can  expect  to 
be  able  to  trace  a spine  as  it  deteriorates  from  the 
relatively  innocuous  Group  1 postural  scoliosis 
through  all  the  stages  until  it  reaches  the  more 
serious  fixed  type,  or  are  we  going  to  find  that 
structural  scoliosis  is  fixed  from  its  inception  and 
is  thus  an  entirely  different  entity  from  the  purely 
postural  scoliosis  ? 

Doctor  Jonas  Salk,  when  on  a visit  to  Porhias 
Hosi)ital.  stated  that  he  was  convinced  that  idio- 
pathic scoliosis  was  due  to  a muscle  imbalance 
resultant  on  an  unrecognized  attack  of  anterior 
poliomyelitis  and  now  that  all  these  children  have 
been  immunized  with  Salk  vaccine  the  incidence 
of  idiopathic  scoliosis  should  drop  quite  dramati- 
cally. Of  course  many  other  recognized  authorities 
consider  the  two  types  of  scoliosis  as  being  entirely 
different  clinical  entities. 

Doctor  IMichele  of  X’ew  York  insists  that  a tight 
ileoj)soas  is  the  primary  factor  in  the  production  of 
idiopathic  scoliosis  — this  being  the  penalty  that 
man  has  sometimes  to  jiay  for  adopting  an  upright 
stance. 
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As  is  the  case  in  many  other  diseases  wliere  the 
etiology  is  obscure  or  unknown  the  theories  ad- 
vanced as  to  the  cause  of  idiopathic  scoliosis  are 
legion. 

W'e  feel  that  vve  have  optimum  conditions  for 
carrying  out  a field  research  of  this  type  and  trust 
that  it  will  not  take  unduly  long  until  we  have,  at 
least,  some  of  the  answers. 

-A.  word  about  the  treatment  we  are  advising  at 
present. 

For  Group  1 no  treatment  is  prescribed  other 
than  normal  routine  gvmnastics  as  carried  out  by 
all  the  children. 
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In  fact  these  children  and  their  j)arents  remain 
unaware  that  a .scoliosis  even  exists. 

For  all  the  other  categories  they  are  advised  to 
sleep  on  hard  mattresses  with  hoards,  they  are 
given  special  hack  exerci.ses,  the  frequency  and 
duration  of  which  dei)ends  on  the  degree  of  sco- 
liosis. Leg  length  inec|uality  when  present  is  cor- 
rected by  suitable  raising  of  the  shoe.  Group  2 
have  X-ray  control.  AP  standing,  at  yearly  inter- 
vals. ( )ther  categories  are  usuallv  controlled  every 
three  months  by  X ray  and  clinical  examination. 

Incidentally  in  the  .LOGO  examinations  carried 

concluded  on  next  page 


FIGURES  5 and  6 

Fig.  5:  Scoliosis:  Functional:  Group  I:  Standing.  Scoli- 
osis barely  visible  witb  little  if  any  body  asymmetry.  The 
scoliotic  angle  is  under  10°. 

Fig.  6:  Scoliosis:  Functional:  Group  I:  Forward  Flexion. 
The  scoliosis  disappears  on  forward  flexion. 


FIGURES  7 and  8 

Fig.  7:  Scoliosis:  Functional:  Group  II:  Standing.  Scoli- 
osis more  obvious.  The  left  shoulder  is  higher  than  the 
right,  as  is  the  scapula.  There  is  inequality  of  the  lumbar 
arm  triangles  on  each  side.  The  pelvis  is  level.  The  curve 
in  this  group  is  usually  less  than  20°. 

Fig.  8:  Scoliosis:  Functional:  Group  II:  Forward  Flex- 
ion. Here  the  scoliosis  disappears. 


FIGURES  9,  10  and  11 

Fig.  9:  Scoliosis  Associated  with  Pelvic  Obliquity. 
Functional.  Group  III:  Standing.  In  Group  III  where  the 
curve  is  more  than  20°,  the  scoliotic  angle  is  so  high  and 
body  asymmetry  so  marked  that  one  would  expect  this 
to  be  a fixed  scoliosis,  but  once  again,  on  forward  flexion 
the  scoliosis  disappears.  This  slide  shows  a youth  with 
Group  III  scoliosis  associated  with  pelvic  obliquity  up  on 
the  right  due  to  leg  length  inequality'.  The  C curve  to  the 
left  is  compensatory.  The  body  asymmetry  is  noted. 

Fig.  10:  Scoliosis  Associated  with  Pelvic  Obliquity. 
Functional.  Group  III:  Standing  with  Raise  Under  Left 
Foot.  A 2 cm.  raise  under  the  left  foot  levels  the  pelvis 
and  the  scoliosis  is  much  improved. 

Fig.  11:  Scoliosis  Associated  with  Pelvic  Obliquity. 
Functional.  Group  III:  Forward  Flexion.  This  being  a 
postural  scoliosis  that  straightens  out  on  forward  flexion 
even  without  a leg  raise. 


FIGURES  12  and  13 

Fig.  12:  Functional  Scoliosis:  Group  III:  Pelvis  Level. 
Standing.  The  scoliosis  and  body  asymmetry  is  noted. 

Fig.  13:  Functional  Scoliosis:  Group  III:  Pelvis  Level. 
Forivard  Flexion.  Scoliosis  disappears  on  forward  flexion. 
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out.  only  one  child  was  found  to  have  a congenital 
scoliosis.  This  was  due  to  a hemivertel)ra  and  she 
is  classified  in  Group  2. 

of  all  children  showed  some  degree  of 
scoliosis.  This  includes  both  postural  and  fixed 
types.  The  fixed  type  accounting  for  some  }>^c  and 
the  postural  31%.  Generally  the  incidence  in  girls 
is  slightly  higher  than  that  in  hoys.  Here,  there  is 
an  increase  of  the  incidence  of  scoliosis  with  age. 
■Approximately  10%  in  the  younger  children, 
reaching  its  peak  50%  at  the  age  of  twelve  years 
and  gradually  declining  and  we  may  assume  that 
this  falls  rather  rapidly  after  fifteen  years,  hut  in 
those  cases  that  do  persist  we  may  later  expect  low 
hack  pain  of  the  postural  type  due  to  the  altered 
l)ody  mechanics. 

Of  the  34%  children  with  scoliosis  54%  were 
girls  and  46%  hoys.  In  girls,  70%  were  functional 
and  30%  structural  while  in  hoys  some  90%  were 
functional  and  only  10%  structural.  This  conforms 
with  the  generally  accepted  finding  that  structural 
scoliosis  is  far  more  common  in  girls  than  in  hoys, 
although  the  percentage  of  purely  postural  scoliosis 
is  approximately  equal  in  the  two  sexes. 

Scoliosis  associated  zvith  pelvic  obliquity.  Here. 
40%  girls  with  functional  scoliosis  exhibited  pelvic 
obliquity  due  to  leg  length  inequality  and  55%r  in 
the  structural  scoliosis.  In  hoys,  20%  leg  inequality 
in  postural  scoliosis  and  45%  in  structural  scoliosis. 
It  is  clearly  apparent  that  pelvic  obliquity  is  an  im- 
jiortant  factor  in  association  with  all  idiopathic 
.scolioses  and  the.se  figures  appear  to  indicate  that 
it  plays  no  minor  role  in  the  production  of  a fixed 
scoliosis. 


FIGURES  14  and  15 

Fig.  14:  Fixed  Scoliosis  — Standing.  This  girl,  age  thirteen 
years  has  a moderately  severe  mid-dorsal  scoliosis  to  the 
right.  There  is  obvious  body  asymmetry  but  the  pelvis  is 
level. 

Fig.  15:  Fixed  Scoliosis  — Forward  Flexion.  The  scoli- 
osis persists  and  there  is  a razor-back  deformity  dorsal  to 
the  right  and  lumbar  to  the  left.  This  girl  is  being  care- 
fully controlled  — should  the  scoliosis  deteriorate  then 
surgical  fusion  would  be  indicated. 
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Direction  of  Scoliotic  Curve 

In  the  ]x)stural  or  functional  scoliosis.  90%  of 
the  scoliosis  was  to  the  left  and  the  remainder  to 
the  right  while  in  the  fixed  scoliosis  in  girls  some 
50%  was  to  the  left — 35%  “S"  type  and  the  re- 
mainder to  the  right.  In  hoys.  91%  to  the  left  and 
9%  to  the  right.  W’e  did  consider  that  the  direction 
of  the  scoliotic  curve  might  he  associated  with 
usage  and  muscle  power  of  the  shoulder  girdle. 
Thus,  right-handed  individuals  most  likely  would 
develop  a curve  to  the  left  and  vice  versa : but  this 
was  not  borne  out  by  the  survey.  In  fact,  all  the 
children  in  that  smaller  group  with  curves  to  the 
right  were  actually  right-handed. 

In  one  particular  Kibbutz  we  did  find  one  com- 
mon factor.  This  Kibbutz  is  intensely  idealistic  and 
they  firmly  adhere  to  the  principle  of  complete  and 
total  equality  of  man.  In  their  school  classrooms  the 
desks  are  arranged  in  a “U”  around  the  teacher  so 
that  no  child  is  thus  favored  with  a front  seat.  Thev 
all  sit  equidistant  away  from  the  teacher.  They 
have  retained  their  positions  throughout  their  vears 
in  school  and  it  is  a fact  that  those  children  who 
have  habitually  sat  to  the  right  of  the  teacher  have 
developed  a postural  scoliosis  to  the  right  whilst 
the  o])posite  held  true  for  those  children  who  sat 
throughout  the  years  on  the  teacher’s  left.  This  we 
expect  to  control  by  getting  the  children  regularly 
to  cross  over  sides  in  their  classroom. 

It  has  been  also  suggested  that  maybe  the  curve 
followed  the  direction  of  political  affiliation.  But 
we  must  confess  that  we  did  not  discover  more 
curves  to  the  left  in  the  pink-tinged  Kibbutzim. 
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SPONTANEOUS  RUPTURE  OF  AN  UMBILICAL  HERNIA 
MANIFESTED  BY  SEVERE  HEMORRHAGE 

J.  Merrill  Gibson,  Jr.,  m.d. 


The  Author.  J.  Merrill  Gibson,  Jr.,  M.D.,  of  Pro-ei- 
dcncc,  Rhode  Island.  Assistant  .Surgeon,  Department 
of  Surgery,  Rhode  Island  Hospital. 


Spontaneous  rupture  of  umltilical  hernias  is 
unusual,  only  four  cases  having  been  reported 
in  the  American  literature.’ An  exhaustive  study 
hv  Helmig  yielded  only  sixteen  cases  from  the 
world  literature. The  case  to  be  reported  here  is 
especially  unusual  in  that  the  perforation  of  the 
hernia  was  accompanied  by  severe  hemorrhage.  I 
have  been  able  to  find  no  other  case  reports  of 
spontaneous  perforation  of  an  umbilical  hernia  with 
hemorrhage. 

Case  Report 

Rhode  Island  Hospital  Xo.  63531vT  E.  M.,  a 
fortv-vear-old  white  male  was  admitted  to  the 
Rhode  Island  Hospital  in  April.  1960,  with  active 
bleeding  from  the  umbilicus.  Six  days  prior  to 
admission  the  patient  had  cleaned  his  umbilicus 
with  his  fingernail  in  the  course  of  bathing.  Shortly 
thereafter  he  noted  a few  drops  of  blood  in  the 
umbilicus  but  attributed  it  to  irritation  and  ignored 
it.  Three  days  prior  to  admission  he  again  noted  a 
small  amount  of  blood.  About  one-half  hour  prior 
to  admission  he  was  moving  his  bowels  when  he 
suddenly  found  himself  “covered  with  blood” 
emanating  from  his  umbilicus.  Attempts  were  made 
to  stop  the  bleeding  by  holding  towels  against  it, 
hut  after  two  towels  had  been  soaked  he  was  taken 
to  the  hospital. 

Physical  examination  revealed  a blood  pressure 
of  170  1 10,  pulse  92.  There  was  blood  flowing  from 
the  umbilicus.  The  abdomen  was  moderately  obese 
and  the  umbilicus  was  funnel-shai)ed,  narrow,  and 
deep.  In  the  course  of  examination  to  determine 
the  site  of  bleeding,  the  umbilicus  was  gently 
probed  and  a communication  to  the  peritoneal  cav- 
ity was  found.  A diagnosis  of  perforated  umlbbcal 
hernia  was  made,  and  the  patient  was  prepared  for 
immediate  surgery.  The  bleeding  was  temporarily 
controlled  by  packing. 

At  operation  a tiny  umbilical  hernia  with  a ring 
of  about  8 mm.  and  a length  of  2 cm.  was  found. 
A small  perforation  about  2 mm.  in  diameter  was 
found  in  the  skin  of  the  umbilicus,  communicating 


directly  with  the  tip  of  the  hernial  .sac.  A small  piece 
of  omentum  was  incarcerated  within  the  sac  and 
when  withdrawn  was  found  to  he  bleeding  actively. 
The  bleeding  point  in  the  omentum  was  ligated,  and 
the  hernia  repaired,  including  removal  of  the  um- 
bilicus with  its  perforation.  The  patient’s  post- 
operative course  was  uneventful. 

Discussion 

The  most  common  predisposing  cause  of  spon- 
taneous perforation  of  hernias  is  increased  intra- 
abdominal  pressure  caused  by  ascites.  In  this  case 
there  was  no  increased  ])ressure  except  that  pro- 
duced by  straining  at  stool.  I doubt  that  the  trauma 
of  cleaning  the  umbilicus  caused  a perforation,  but 
it  probably  did  start  a mild  inflammation  leading 
eventually  to  ulceration  of  skin,  hernial  sac,  and 
omental  blood  vessel. 

Conclusion 

An  unusual  case  of  severe  hemorrhage  from  the 
umbilicus  associated  with  spontaneous  perforation 
of  an  umbilical  hernia  is  presented.  It  is  believed 
that  this  is  the  first  case  of  its  kind  to  be  reported. 
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Tx  1931,  Fanconi  described  a syndrome  charac- 
terized  bv  glycosuria,  amino-aciduria,  phospha- 
turia  and  renal  loss  of  base.  De  Toni  in  1933,  and 
Debre  in  1934,  described  patients  who  showed  renal 
glycosuria  and  phosphaturia.- 

The  clinical  features  of  this  syndrome  that  are 
present  in  various  combinations  and  varying  with 
the  stage  of  the  disease  include  symptoms  of ; poly- 
dipsia. polyuria  and  photophobia.  Physical  findings 
include  : dwarfed  appearance,  blond  hair,  blue  eyes, 
fair  skin  and  rickets,  with  bowlegs,  enlargement  of 
the  wrists  and  knees  and  costochondral  beading. 
Laboratorv  studies  demonstrate : acidosis,  glyco- 
suria. hyperamino-aciduria,  organic  aciduria,  hypo 
— or  normal  calcemia.  hypercalciuria.  albuminuria, 
hypophosphatemia,  hypokalemia,^  hyperphospha- 
turia.  and  in  more  advanced  stages,  uremia. 

The  etiology  of  this  syndrome  is  obscure.  Many 
of  the  workers  in  this  field  consider  the  Fanconi 
syndrome  a varient  of  cystinosis.^  It  is  now  known 
that  Fanconi’s  original  patient  had  cystinosis.-  One 
main  theory  believes  that  this  is  a disorder  of  the 
metabolism  of  cystine  which  is  deposited  as  crys- 
tals in  the  cornea,  renal  tubules  and  reticuloendo- 
thelial system.  Accordingly,  this  cystine  deposition 
later  leads  to  defective  renal  tulnilar  functions  and 
ultimately  renal  failure.  Many  of  the  cases  sum- 
marized by  Worthen  and  Good'  showed  cystine 
deposits  throughout  various  organs  at  autopsy. 
Other  typical  clinical  cases,  however,  did  not  reveal 
cystine  dejx)sits  at  autopsy.  Wilkins  reports  that 
the  original  patients  described  by  de  Toni  and 
Debre  probably  did  not  ha\  e cystinosis.  Worthen 
atid  Good  in  their  cases  found  normal  plasma  amino 
acid  levels  and  cast  doubt  on  the  theorv  of  a defect 
in  protein  metabolism  as  this  theory  is  based  on 
the  assumj)tion  that  the  plasma  amino  acid  level  is 


increased.  They  feel  that  a renal  abnormalitv  exists 
which  consists  in  a tubular  defect  in  resorption  of 
glucose,  phosphorus,  amino  acids  and  fixed  base. 
The  etiology  of  this  renal  abnormality  is  obscure. 
In  some  cases,  a hyperparathyroidism  occurs,  sec- 
ondary to  hypocalcemia.  This  further  contributes 
to  the  hypophosphatemia  and  hyperphosphaturia. 

The  treatment  at  present  is  supportive  and  symp- 
tomatic. Excess  base  is  usually  given  in  the  form 
of  sodium  and  potassium  citrate  to  compensate  for 
the  excessive  renal  loss.  The  rickets  usuallv  heal 
on  large  doses  of  \dtamin  D.  The  tendency  to 
develop  infection,  especially  urinarv  tract  infec- 
tion. is  treated  with  appropriate  antibiotics.  Elec- 
trolyte disturbances  are  common  and  often  blood 
chemistries  are  needed  for  a rational  approach  to 
their  correction. 

The  present  case  demonstrates  the  typical  find- 
ings described  in  the  literature  for  this  syndrome. 
An  additional  finding  at  autopsy  included  a perfo- 
rating duodenal  ulcer.  The  association  of  this  with 
the  syndrome  has  not  been  previously  reported. 

Report  of  a Case 

The  child  was  born  in  England  on  4 November, 
1933.  The  product  of  a full-term  normal  delivery, 
he  weighed  six  pounds  and  eleven  ounces  ( approxi- 
mately 30—10  percentile ) at  birth.  Breast-fed  for 
the  first  two  months  of  life,  he  had  a great  deal  of 
difificultv  with  feedings,  characterized  by  frequent 
vomiting.  In  spite  of  this,  he  doubled  his  birth 
weight  at  six  months.  His  weight  then  remained 
stationarv  between  six  to  ten  months  of  age.  This 
prompted  referral  to  a hospital  in  England  for 
study.  There  was  frequently  mucus  and  occasion- 
ally streaks  of  blood  in  the  vomitus.  Stools  were 
constipated.  The  child  had  polydipsia  (constantly 
thirsty  ).  polyuria  (diapers  were  always  wet),  and 
was  probably  photophobic  (cried  in  sunlight!. 

The  family  history  was  essentially  negative 
except  that  a maternal  aunt  had  kidney  trouble. 

Physical  examination  at  the  age  of  ten  months 
revealed  a verv  fair-skinned  child  with  blue  eyes. 
There  was  dwarfism  present  with  the  child  being 
23^"  in  length  and  weighing  thirteen  pounds  (both 
below  three  percentile  ).  The  child  showed  evidence 
of  chronic  dehydration.  He  showed  the  presence  of 
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rickets  with  visible  epiphysial  enlargement  of 
wrists  and  a ricketic  rosary.  A harinin  swallow 
revealed  a congenital  narrowing  of  the  lower  end 
of  the  esophagus.  Laboratory  studies  at  that  time 
revealed;  serum  alkaline  phosi)hatase  69  (KA) 
units,  serum  inorganic  phosphate  2.5  mg  100  ml., 
blood  urea  nitrogen  38  mg  100  ml.,  serum  calcium 
9.4  mg/100  ml.,  alkali  reserve  23  mEc|/L,  total 
protein  8.0  gm/100  ml.,  serum  albumin  4.75  gm  - 
100  ml.,  serum  globulin  3.25  gm  100  ml.,  potas- 
sium 9.8  mg.'^,  chloride  (as  NaCl  ) 625  mg. 7c, 
sodium  312  mg.  7^. 

Urine  showed  traces  of  albumin ; specific  grav- 
ity, 1.016.  Urine  tested  daily  showed  glucose  on  one 
specimen  only.  Paper  chromatography  revealed  ex- 
cess amino  acid  excretion. 

.81it  lamp  examination  revealed  no  crystals  in  the 
cornea.  He  was  placed  on  20,000  units  of  Vhtamin 
D daily,  and  transferred  to  the  Hospital  for  Sick 
Children,  Great  Ormond  Street,  London,  England. 
During  that  hospitalization,  while  attempting  to 
pass  a child's  bronchoscope  into  the  esophagus,  the 
right  side  of  the  esophagus  split  and  air  entered 
the  right  pleural  cavity.  The  air  was  removed  by 
using  a needle  and  underwater  seal.  A gastrostomy 
was  performed  at  this  time  and  feedings  were  given 
through  a gastrostomy  tube. 

At  the  age  of  fourteen  months.  Albright's  solu- 
tion was  started  in  a dose  of  15-cc.  daily,  in  addi- 
tion to  the  20,000  units  of  Vitamin  D,  daily. 
Albright's  solution  consists  of  a mixture  of  citric 
acid,  140  grams;  sodium  citrate,  98  grams;  q.s. 
water  to  1,000-cc.  At  this  time  the  patient  devel- 
oped a urinary  tract  infection.  This  was  treated 
with  Gantrisin  and  his  temperature  returned  to 
normal  after  three  weeks  of  therapy. 

At  the  age  of  two  years,  repeat  X rays  of  the 
hones  revealed  no  rickets.  Paper  chromatography 
on  a twenty-four-hour  urine  specimen  done  at  this 
time  was  reported  as  normal.  Laboratory  studies 
at  this  time  revealed  blood  urea  nitrogen,  100 
mg/100  ml.;  plasma  bicarbonate,  16  mEq/L ; 
plasma  chlorides,  110  mEq/L;  and,  alkaline  phos- 
phatase, 18  ( KA  ) units/TOO  ml. 

At  the  age  of  twenty-six  months,  the  child  re- 
turned with  the  parents  to  the  LTnited  States  and 
was  seen  at  the  Hunter  Air  Eorce  Base  Hospital, 
Savannah,  Georgia.  Physical  examination  at  this 
time  revealed  his  weight  to  be  eleven  pounds  and 
twelve  ounces  ; he  was  a fair-skinned,  very  light- 
haired little  hoy  in  no  acute  distress.  His  abdomen 
was  somewhat  distended.  There  was  a questionable 
uremic  odor  to  his  breath.  X-ray  examination  of 
the  skeleton  at  this  time,  including  the  spine,  ribs, 
pelvis,  thighs  and  legs,  revealed  some  deminerali- 
zation of  the  femorae,  tibiae  and  fibulae,  hut  no 
intrinsic  bony  abnormalities  or  evidence  of  rickets. 
Laboratory  studies  at  this  time  revealed  nonprotein 


nitrogen,  54  mg.  per  cent;  serum  chlorides  (as 
NaCl  ),  691  mg.  per  cent;  calcinm,  11.6  gm.  ])er 
cent ; and,  inorganic  phosphorus,  4.5  units,  hemo- 
globin, 1 1.5  grams.  The  child's  treatment  consisted 
of  Albright’s  solution,  15-cc.,  daily,  and  Vitamin  D, 
20,000  units,  daily.  His  progress  was  followed  peri- 
odically at  Hunter  Air  Eorce  Base  Hospital  Pedi- 
atric Clinic. 

At  the  age  of  three  years,  he  weighed  fifteen 
pounds  and  three  ounces  and  was  28^"  tall.  At 
the  age  of  4 3/12,  he  develoi)ed  a mild  upper  re- 
spiratory infection.  Checkup  urine  at  this  time 
revealed  four-plus  albuminuria  although  he  was 
having  no  dysuria  l)ut  was  having  some  frecpiency. 
He  was  eating  well  and  sleeping  well.  He  was  ad- 
mitted to  Hunter  Air  Force  Base  Hospital  at  this 
time  for  study.  Physical  examination  on  admission 
to  the  hospital  revealed  temperature,  99.2°  F.; 
pulse,  160  min. ; weight,  21^  pounds  ; and,  respir- 
atory rate  was  30  min.  Eyes  were  very  l)lue  and 
he  had  blond  hair.  Lungs  were  clear.  Anterior 
fontanelle  was  still  open.  Heart  revealed  no  mur- 
murs. The  abdomen  revealed  a .scar  in  the  midline 
above  the  umbilicus  and  slight  muscular  rigidity  of 
both  lower  quadrants.  Lalxjratory  studies  at  the 
time  of  admission  revealed  hemoglobin  of  10  grams. 

concluded  on  next  page 


Patient  at  age  four  years.  The  dwarfed  appearance, 
fair  skin,  blond  hair  are  evident.  ( Height  30  inches; 
weight  20  lbs.) 
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white  blood  cell  count  was  12.000  with  a differen- 
tial count  of  64%  neutrophils,  32%  lymphocytes. 
29r  monocytes  and  2%  stabs.  Admission  urine  re- 
vealed slight  alkaline  reaction,  specific  gravity. 
1.010;  two-plus  alhumin.  trace  of  sugar,  negative 
acetone.  0-8  WBC.  some  granular  and  hyaline 
casts.  Blood  chemistries  revealed  XPX  94  mg.%  : 
PBS  124  mg.%  ; serum  chlorides.  615  mg.%  : cal- 
cium. 7.5  mg.%  ; inorganic  ])hosphorus.  9.2  mg. 
per  cent : total  protein  was  7.4  grams%  with  5.2 
grams%  alhumin  and  2.2  grams%  globulin.  X rays 
of  the  long  hones  revealed  a marked  degree  of 
osteoporosis  throughout  all  the  long  hones.  There 
were  also  numerous  soft  tissue  calcific  densities 
noted  in  the  lungs  and  soft  tissue  of  the  viscera. 
Urine  culture  grew  out  gram-negative  rod  which 
was  inhibited  by  Chloromycetin. 

He  was  ])laced  on  Chloromycetin  and  continued 
on  M-solution  (citric  acid  32.3  gms.,  potassium 
carbonate  8.8  gms.,  magnesium  oxide  3.8  gms.,  q.  s. 
water  1000  cc.)  4 teaspoonfuls  daily  and  \’itamin 
1)  20,000  units  daily.  He  had  abdominal  pain  off' 
and  on  and  began  to  jtass  some  tarry  stools  on  the 
seventh  hospital  day.  These  were  at  first  small  in 
amount  and  number  and  no  fall  in  his  hemoglobin 
was  noted  during  this  time.  The  repeated  small 
episodes  of  gastrointestinal  bleeding  were  thought 
to  he  secondary  to  uremia.  However,  on  the  17th 
of  March  1958,  he  vomited  a huge  amount  of  blood, 
passed  bright  red  blood  in  his  stools  and  proceeded 
to  go  into  shock.  A cutdown  was  performed,  giving 
whole  blood,  which  brought  his  hemoglobin  back 
to  11.4  grams.  He  continued  to  he  somewhat 
lethargic  and  his  aj>])etite  was  very  poor.  He  was 
])laced  on  a modified  sippy  diet.  On  the  19th  of 
March  1958,  he  had  another  sudden  episode  of 
massive  hematemesis  and  died. 

Autopsy 

Lungs  showed  peripheral  em])hysema  and  patchy 
areas  of  resor])tion  atelectasis.  \’a.scular  congestion 
of  the  spleen  with  a sinus  endothelial  hyperplasia 
was  noted.  Hexagonal  cystine  crystals  were  seen 
in  clumps  and  diffusely  throughout  the  splenic 
pulp,  liver  and  Ivmph  nodes.  There  were  mucosal 
ulcerations  of  the  esophagus.  There  was  an  ulcera- 
tion in  the  duodenum  that  showed  the  ulcer  bed  to 
he  covered  with  necrotic  material.  There  was  a 
])atrially  necrotic  vessel  i)roiecting  from  the  center 
of  this  ulcer  bed.  The  ulcer  had  extended  through 
the  wall  of  the  duodenum  and  involved  the  serosal 
structure  adjacent  to  the  pancreas.  The  corte.x  of 
the  kidneys  was  thinner  than  normal.  Glomeruli 
were  hyalinized  and  there  was  marked  tubular 
atrophy.  Interstitial  tissue  .showed  increased  fi- 
brous elements  with  mononuclear  cell  infiltrate  and 
cvstine  crvstals.  .Adrenals  were  normal. 
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SUMMARY 

.A  case  of  Fanconi-de  Toni-Hehre  Syndrome  is 
rejiorted.  This  case  demonstrates  the  typical  find- 
ings described  in  the  literature  for  this  svndrome. 
The  patient  died  at  the  age  of  four  years  and  five 
months.  An  autopsy  was  ])erformed  which  revealed 
crystalline  deposits  in  the  liver,  spleen,  kidnev  and 
lymph  nodes.  .An  additional  finding  was  a j^erfo- 
rating  duodenal  ulcer  which,  according  to  the 
authors’  knowledge,  has  not  been  previouslv  re- 
ported in  association  with  this  syndrome. 
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Editorials 


FROM  THE  EDITOR’S  DESK 


WITH  THIS  NUMBER  the  writer  assumes  the 
task  of  editing  the  Journal.  W’e  are  fully 
conscious  of  the  important  responsibility  which 
this  rejiresents  and  of  our  own  limited  powers  to 
fulfill  the  needs  adec|uately.  During  our  active 
career  in  the  jiractice  of  medicine  in  this  commu- 
nity the  Journal  has  been  under  the  guidance  of 
three  distinguished  editors:  Doctor  Albert  H. 
Miller,  anaesthetist  of  national  reputation  and  a 
medical  leader  of  unbending  rectitude;  Doctor 
Peter  Pineo  Chase,  surgeon,  possessor  of  a .salty 
Cajie  Cod  wit,  writer  of  a popular  newspaper  med- 
ical column,  and  authority  on  Doctor  Samuel  John- 
son ; and  Doctor  John  E.  Donley,  psychiatrist, 
authority  on  forensic  medicine,  a classical  scholar 
of  wide  scope,  and  a writer  of  great  charm.  The 


important  contribution  to  the  success  of  this 
Journal  by  the  estimable  and  highly  intelligent 
John  E.  Earrell,  its  efficient  managing  editor,  must 
not  go  unmentioned.  Under  the  leadershiji  of  these 
men  the  Journal  has  attained  a position  of  unusual 
maturity  and  excellence  among  state  journals.  It  is 
our  jiersonal  opinion  that  the  Journal  reached  its 
point  of  highest  quality  under  the  editorship  of 
Doctor  Donley.  It  will  he  difficult  indeed  to  main- 
tain, much  less  exceed,  these  standards. 

\\'e  do  not  foresee  any  radical  or  important 
changes  in  format  or  content.  Our  main  emphasis 
will  he  on  improving  and  broadening  the  scientific 
scope  of  the  Journal.  We  bespeak  the  co-opera- 
tion of  the  membership  of  the  Society  toward  this 
end.  Think  of  us  when  you  have  papers  to  publish. 

s.j.o. 


AUTO  EXHAUST,  SMOG  AND  HEALTH 


A ttention  was  called  in  the  New  York  Times 
of  August  14  to  the  California  law  passed  last 
April  requiring  that  every  new  car  registered  in 
that  state  he  equipjied  with  an  anti-smog  device 
within  a year  after  the  state’s  Motor  Vehicle  Pol- 
lution Control  P>oard  tests  and  apjiroves  two  such 
devices.  The  purjiose  of  the  law  is  to  reduce  air 
pollution  by  automobile  exhaust  fumes.  Within 
three  years  of  such  approval  all  motor  vehicles, 
with  a few  exceptions,  will  he  required  to  carry 
such  devices. 

The  peculiarities  of  California's  coastal  climate 
is  to  a considerable  degree  resjionsihle  for  the  pro- 
duction of  smog.  Unburned  hydrocarbons,  together 
with  atmospheric  layers  of  ditifering  temjieratures, 
weak  winds,  and  inten.se  sunlight  act  through  a 
])hotochemical  reaction  in  such  a way  as  to  pro- 
duce smog,  which  irritates  the  eyes  and  lungs,  and 
damages  vegetation.  The  contribution  of  smog  and 
air  pollution  with  hydrocarbons  to  lung  cancer  and 
other  pulmonary  diseases  remains  a serious  ques- 
tion. Although  factory  smoke  and  outdoor  incin- 
erators contribute  to  the  nuisance,  motor  vehicle 
e.xhaust  seems  now  to  he  the  jirincijial  offender. 


With  the  stimulus  of  the  California  law  several 
manufacturers  have  become  interested  in  solving 
the  jiroblem.  Those  reaching  the  market  first  will 
certainly  reap  a bonanza.  California  alone  has 
7,500,000  vehicles.  Two  chief  types  of  device  have 
thus  far  proved  promising:  an  afterburner  with  a 
pilot  flame,  and  a catalytic  converter.  At  the  jires- 
ent  time  cost  seems  to  be  one  of  the  chief  obstacles, 
with  an  intelligent  guess  that  such  devices  might 
retail  for  as  much  as  $130  to  $150.  It  is  hoped  that 
eventually  costs  may  he  reduced  to  a reasonable 
level. 

These  developments  inevitably  raise  the  question 
of  their  hearing  u])on  the  local  situation.  The  City 
of  Providence,  prodded  hv  the  Air  Pollution  Com- 
mittee of  the  Providence  Medical  Association  some 
years  ago  passed  a model  air  jiollution  law.  The  air 
over  our  fair  city  has  now  become,  from  one  of  the 
more  polluted  metropolitan  areas,  to  one  of  credit- 
able purity.  Private  incinerators  and  outdoor  fire- 
places have  been  outlawed,  and  the  smokestacks  of 
our  industrial  iilants,  equipped  by  statute  with  ash- 
control  devices,  are  watched  diligently  by  smoke 
control  inspectors. 
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The  contribution  to  the  recurring  menace  of  air 
pollution  by  steadily  increasing  numbers  of  internal 
combustion  engines,  here  and  elsewhere,  however, 
goes  on  unabated.  Passenger  cars,  except  for  old 
jalopies  which  burn  oil.  are.  however,  not  the  great- 
est nuisance.  Rather  trucks  and  buses,  particularly 
those  foul  and  noisome  monsters  of  the  road,  die- 
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sels.  are  by  far  the  greater  offenders.  When, 
through  the  stimulus  of  the  California  law,  prac- 
ticable and  economic  exhaust  control  devices  be- 
come available  our  state  and  city  legislatures  should 
be  the  very  first  to  fall  in  line  and  adopt  suitable 
automotive  exhaust  statutes. 


DEATH,  PHILOSOPHY,  AND  OBTAINING  AUTOPSIES 


Elsewhere  in  this  issue  appears  the  Thirteenth 
Annual  Doctor  Isaac  Gerber  Oration,  titled 
A Pathologist's  Experience  -zoith  Attitudes  Toieard 
Death,  bv  Doctor  Alfred  A.  Angrist  of  Xew  York 
Citv.  In  this  delightful  discourse  Doctor  Angrist 
discusses  death  from  the  point  of  view  of  doctor, 
pathologist,  philosopher,  amateur  psychiatrist,  an- 
thropologist. and  historian.  The  breadth  of  his 
learning  is  evident  from  his  grasp  of  the  idiom  of 
these  varied  disciplines.  His  interest  in  death  is  not 
morbid,  but  comes  natural  to  a practitioner  of  his 
special  vocation.  Doctor  Angrist  is  a pathologist. 

His  comments  regarding  death  recall  the  words 
of  another  great  worker  in  the  vineyard  of  medi- 
cine. Sir  Y'illiam  Osier ; 

We  speak  of  death  as  the  King  of  Terrors,  yet 
hoii'  rarely  does  the  act  of  dying  appear  to  he 
painful,  hozo  rarely  do  zoe  zAt)iess  agony  in  the 
last  hours.  Strict,  indeed,  is  the  fell  sergeant  in 
his  arrest,  but  fezo  feel  the  iron  grip;  the  hard 
process  of  nature's  lazo  is  for  most  of  us  nierci- 
fuUx  effected,  and  death,  like  birth,  is  'but  a sleep 
and  a forgetting.’ 


Osier,  too,  called  attention  to  the  graceful  words  of 
Shelley ; 

Mild  is  the  slozo  necessity  of  death ; 

The  tranquil  spirit  fails  beneath  its  grasp. 

If'ithout  a groan,  almost  zAthout  a fear. 

Resigned  in  peace  to  the  necessity. 

Calm  as  a voyager  to  some  distant  land. 

And  full  of  zoonder,  full  of  hope  as  he. 

Yet  these  eloquent  lines  scarcely  serve  to  bring 
us  closer  to  the  goal  for  which  we  as  scientific  prac- 
titioners of  the  art  of  medicine  must  strive — a post- 
mortem examination  on  every  patient  dying  within 
the  hospital.  A careful  reading  of  Doctor  Angrist's 
thoughtful  essay  suggests  an  approach  to  this  prob- 
lem, but  hardlv  gives  an  answer  in  practical  terms. 
Our  hospital  autopsy  percentages  must  be  kept  at  a 
respectable  level,  not  to  satisfy  some  impersonal 
accrediting  agency,  but  because  it  is  necessary  for 
the  good  practice  of  medicine.  To  accomplish  this, 
philosophy  undoubtedly  has  a place,  but  even  more 
it  requires  persistence,  co-operation  and  downright 
hard  work  by  ez'eryone  in  the  hospital  hierarchy 
from  chief  to  intern. 


MEDICAL  RESEARCH 


"Money  does  not  do  research.  Men  do.”i 

. . .John  M.  Russell,  President, 
Markle  P oundation 

* * * 

"But  mere  equipment  can  never  guarantee  progress  or 
insure  that  research  efforts  will  be  successful.  Won- 
drous and  indispensable  though  they  are,  tools  are  but 
extensions  of  men's  hands  and  minds  and  capabilities.”- 
. . . John  E.  McKeen,  President 
and  Chairman  of  the  Board, 
Charles  Pfizer  & Co.,  Inc. 

* * * 

'^REMEXDOUs  OUTLAYS  of  public  and  private 

funds  in  recent  years  have  without  question 
developed  a lively  public  interest  in  medical  re- 
search. Unfortunately  that  interest  has  been 

fettered  by  misconceptions  on  what  makes  such 
research  successful. 


As  John  Russell  clearly  proves  the  point  in  his 
recent  Harper’s  article,  money  can’t  buy  research, 
although  most  of  our  people  have  been  stampeded 
into  thinking  that  liberal  donations  to  our  many 
fund  raising  health  organizations,  and  federal  sub- 
sidies— this  year  o\  er  a half  billion  dollars — pro- 
vide the  magic  mold  out  of  which  methodically 
come  scientific  medical  discoveries. 

-As  a nation  we  impulsively  act  on  the  assumption 
that  "everything  has  a price."  We  can  be  generous 
to  an  extreme,  and  we  are  extremelv  patient  today 
as  political  leaders  of  both  parties  augment  our 
private  generositv  with  sizable  dispositions  of  tax 
moneys  to  further  efforts  in  medical  research. 
Equally,  we  became  very  impatient  when,  our  esti- 
mated price  paid,  a wonder  remedy  is  not  imme- 
diately forthcoming. 

It  is  true,  as  John  HcKeen  stated  at  the  dedica- 
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tion  of  the  fabulous  Pfizer  research  laboratories  at 
Groton  in  October,  “research  would  wither  on  the 
vine  if  it  lacked  financial  support.  It  must  he  paid 
for.  either  by  taxes  or  private  enterprise.’’  Ifut  the 
mere  doling  out  of  millions  of  dollars,  as  if  by  the 
purchase  of  all  the  scientific  resources  available  one 
can  unlock  one  of  nature’s  secrets  and  thereby  ])ro- 
duce,  through  a “crash  program,”  an  immediate 
cure  for  a disabling  disease,  is  fallacious. 

W’e  have  to  remember  that  a ])raiseworthy  objec- 
tive does  not  by  itself  assure  success.  Our  good 
intentions  must  he  matched  hv  wise  actions  if  we 
hope  to  utilize  to  the  full  the  funds  currently  being 
made  available  for  basic  biological  research.  The 
mobilization  of  thousands  of  experts  in  the  various 
sciences  related  to  medicine  does  not  rely  on  money 
alone.  It  is  not  difficult,  perhaps,  to  list  the  qualities 
that  make  a good  technical  assistance  expert,  hut 
the  process  of  selecting  human  beings  who  possess 
them  is  far  from  easy.  As  Russell  points  out,  we 
must  break  the  real  bottleneck  in  medical  research 
which  he  terms  the  shortage  of  good  personnel. 

McKeen  finger-points  the  situation  when  he 
states  that  “.  . . the  time  when  great  discoveries 
were  made  by  a lonely  scientist  working  in  a make- 
shift laboratory  is  largely  in  the  past.  Medical  re- 
search has  grown  fabulously  in  complexity,  in  costs 
of  instrumentation,  in  the  association  and  cross- 
fertilization of  thousands  of  trained  perceptive 


minds  which  contribute  to  a common  hodv  of 
knowledge.  W ork  which  may  continue  for  months 
and  years  without  practical  results  must  he  sus- 
tained. . . .” 

In  a democratic  world  we  can  take  pride  in  the 
way  in  which  our  private  industries  undertake  the 
tasks  of  seeking  the  cure  of  many  diseases,  the 
prevention  or  lessening  of  others,  and  over-all  the 
adding  of  health  productive  years  to  the  life  of 
every  citizen.  W’e  in  New  England  have  particular 
pride  at  the  moment  in  the  remarkable  research 
laboratories  opened  last  month  at  Groton.  Connect- 
icut, where  the  Charles  Pfizer  & Conqmny  dedi- 
cated its  new  building  based  on  the  modular  design 
concept  in  which  a laboratory  is  an  assembly  of 
standard  work  units.  Here  a research  staff  of  more 
than  four  hundred  scientists,  technicians,  and  sup- 
porting personnel  will  seek  to  fulfill  what  President 
McKeen  calls  “the  duty  and  privilege  of  competi- 
tive industry,  which  pays  its  own  way,  to  provide 
the  tools,  facilities  and  atmosphere  for  the  freest 
expression  of  man’s  creative  gifts,  through  which 
the  attainable  gifts  of  future  medical  research  will 
actually  he  achieved.” 

’Medical  Researcli : Choked  by  Dollars.  Supplement  of 
Harper's,  October,  1960 

-Medical  Research : Duty  and  Privilege.  President’s  ad- 
dress at  ceremonies  dedicating  Pfizer  Medical  Research 
Laboratories,  Groton,  Connecticut,  October  6,  I960 


COMMITTEE  RECOGNITION 


MANY  coMMiTTEFts  of  the  Society  work  for 
the  most  part  far  from  public  view,  although 
their  work  is  hasicallv  in  the  interest  of  the  better 
medical  care  and  public  health  service  for  all  citi- 
zens. The  Society  is  forever  grateful  to  the  men 
and  women  who  give  generously  of  their  leisure 
hours,  and  even  of  their  working  time,  to  assemble 
in  committee  conferences  day  and  night. 

As  a profession  we  seek  no  imhlicity  for  our 
committee  activities.  Therefore  it  is  particularly 
gratifying  when  the  work  of  a committee  is  singu- 
larly noted,  as  was  the  instance  recently  when  the 
advisory  committee  to  the  Registrar  of  Motor 
\’ehicles  was  cited  for  his  contributions  to  the 
public. 

The  citation  mounted  on  a special  placpie  which 
now  hangs  in  the  Medical  Library  notes  this  si)ecial 
recognition  as  follows : 

Presented  To 

The  Registrar’s  Medical  Advisory  Committee 
AND  the  Rhode  Island  Medical  Society 

In  Appreciation  for  Outstanding  Contributions 
To  Driver  Improvement  and  Rehabilitation  in 
Rhode  Island 


Presented  by 

Registrar’s  Committee  on  Safety  and 
Public  Service  Awards 
Romeo  D.  Asselin 
Registrar  of  Motor  Vehicles 
August  I960 


AND  'WITH  EARLY  AMBULATION 
This  Month’s  Short,  Short  Editorial 

Hospital  costs  are  now  prohibitive  to  most  pa- 
tients. Hospital  costs  are  rising.  Administrators  do 
not  know  of  any  way  in  the  foreseeable  future  to 
stop  this  steady  rise. 

Economies  are  attempted.  Personnel  costs  in- 
crease. More  fund-raising  drives  are  put  on.  Studies 
are  made  to  show  that  rates  must  go  up. 

A new  building  at  the  Mount  Auburn  Hospital 
is  scheduled  for  completion  in  January  1961. 
"There  will  be  many  innovations  in  appointments. 
For  example,  'built-in  ceiling  mounted’  television 
receivers  for  patients.”  Alt.  Auburn  Hosp.  Staff 
News  Letter,  June  1960. 

. . . Reprinted  from 
Massachusetts  Physician, 
October,  I960  issue. 
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A PATHOLOGIST  S EXPERIENCE 
WITH  ATTITUDES  TOWARD  DEATH 

concluded  from  page  69" 

spared  its  reality.  Children  obtain  their  attitudes 
toward  death  from  the  reaction  they  observe  in 
their  elders.  The  fear  of  death  in  the  child  is  pre- 
cisely the  fear  of  mutilation,  hostility  and  aggres- 
sion on  himself,  ^\'e  should  encourage  full  expres- 
sion to  our  deeply  felt  emotions,  and  if  so  impelled, 
weep  freely  and  unashamed. 

A re\  iew  of  our  attitude  toward  death  is  more 
imj)eratiye  now  than  ever.  There  exists  the  possi- 
bility of  violent  death  for  huge  masses  of  mankind 
bv  atomic  energy.  The  impending  threat  of  its  use. 
when  this  becomes  real  and  immediate,  can  create 
panic  that  will  destroy  the  individual  personality 
and  the  social  order.  The  incidental  psychic  havoc 
and  anarchy  threatens  to  outdo  the  physical  de- 
structiveness. In  this  light,  study  and  evaluation  of 
our  reaction  to  death,  the  better  to  control  it.  is  a 
practical  and  worthwhile  objective.  \\  e need  the 
full  benefits  of  applied  common  sense  and  reason 
in  this  realm,  to  allow  jtroper  play  to  the  emotional 
element  and  vet  avoid  harmful  wounding  of  the 
personality  and  the  {provocation  of  pathological 
forms  of  behavior.  To  accomplish  this,  we  must 
rely  upon  that  great  hope  of  mankind,  education. 
Early  use  of  mental  hygiene  and  psychotherapy 
may  he  looked  upon  as  the  legitimate  and  necessary 
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extensions  of  the  field  of  education  for  the  individ- 
ual and  the  group.  Our  knowledge  today  is  suffi- 
cient to  control  the  spread  of  infection  and  con- 
tagion by  the  dead.  Let  us  arrest  the  contagion  of 
fear.  This  demands  a rational  attitude  toward  the 
body  and  its  inevitable  disposal. 

A true  mindfulness  of  death  can  become  an  incen- 
tive to  a good  life  and  can  make  for  a controlled 
emotional  acceptance  of  separation  from  our  known 
surroundings  and  our  loved  ones.  Refusal  to  accejpt 
the  reality  of  death  represents  the  most  widespread 
modern  instance  of  running  away  from  reality. 
While  allowing  proper  emphasis  on  the  emotional 
comjponent,  it  is  essential  to  avoid  harm  to  the  per- 
sonality of  the  living  and  {pathological  forms  of 
behavior.  Let  us  foster  a rational  satisfying  ec{ua- 
nimity  for  the  event  of  death,  and  favor  thereby 
the  innate  deep-rooted  desire  in  all  of  us  to  live  a 
creative  life  and  to  do  some  good  which  will  live 
after  us.  We  have  seen  what  force  can  he  unleashed 
by  ta{pping  hate  and  {prejudice.  Let  us  make  crea- 
tive life  the  positive,  not  fear  of  negative  death,  the 
focal  {Point  of  existence  on  this  earth.  The  deter- 
mination of  our  objectives  during  life  necessarily 
implies  the  pro{Per  orientation  toward  death.  The 
fear  of  death  is  more  to  be  dreaded  than  death 
itself  (Publius). 

"Teach  me  to  live  that  I may  dread 

"The  grave  as  little  as  my  bed." 
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no  irritating  crystals'*  uniform  concentration  in  each  drop^ 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HVDEITRASOI 

PREDNISOLONE  21  - PHOSPHATE-N EOMYCl N SULFATE 


2,0  00  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.”^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1 Lippmann,  0.:  Arch.  Ophth,  57:339.  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL'.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc, 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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DISTRICT  MEDICAL  SOCIETY  MEETINGS 


ASHINGTON  COUNTY 
MEDICAL  SOCIETY 

The  quarterly  meeting  of  the  Washington 
Conntv  ^ledical  Society  was  held  at  the  Dunes 
Club  in  Xarragansett,  Rhode  Island,  on  Wednes- 
day. 13  July.  1960. 

The  president.  Doctor  Henry  Grainger,  called 
the  meeting  to  order  at  11  :25  a.m. 

The  minutes  of  the  13  April.  1960.  meeting  as 
circulated  to  the  membership  were  unanimously 
accepted. 

The  applications  of  Doctors  Goheille  and  Sieg- 
mund  were  returned  and  signed  by  the  Board  of 
Censors.  A motion  by  Doctor  John  P.  Jones  and 
seconded  by  Doctor  David  Dewees  to  accept  the 
two  doctors  as  members  was  posed  and  carried 
unanimously. 

The  brochures  as  requested  from  the  Rhode 
Island  Council  of  Community  Services,  Inc.  ar- 
rived and  were  distributed  to  the  membership. 

A letter  from  Medical  Management  of  Provi- 
dence. Rhode  Island,  was  read  hut  evoked  little 
interest. 

The  secretary  was  instructed  by  the  president  to 
invite  Doctor  Earl  iMara,  president  of  the  Rhode 
Island  Medical  Society,  to  our  October  meeting. 
Same  was  done  hut  due  to  previous  commitments 
Doctor  Mara  had  to  decline  until  the  next  meeting. 

A brochure  from  the  American  ^ledical  Society 
concerning  dissemination  of  information  to  inter- 
ested young  students  who  might  want  to  study 
medicine  was  presented.  A brief  discussion  fol- 
lowed and  the  availability  of  this  information  was 
explained. 

It  was  mentioned  to  the  membership  that  Doctor 
\'isgilio  had  moved  away  from  the  area  although 
no  notice  of  this  fact  has  been  received  to  date  from 
Doctor  \'isgilio. 

A brief  report  was  given  by  Doctor  Juliana 
Tatum  concerning  the  last  meeting  of  the  commit- 
tee appointed  to  investigate  the  possibility  of  a 
Mental  Health  Clinic. 

Mr.  Louis  Eddy,  Physicians  Service  Claims  rep- 
resentative and  a guest  at  this  meeting,  offered  a 
few  comments  about  the  new  Eederal  Employees 
Program. 

The  business  meeting  adjourned. 


Doctor  Joseph  Corsello.  guest  speaker,  then  pre- 
sented an  interesting  and  enlightening  paper  of 
T iihcrculosis  T odav. 

The  meeting  adjourned  at  12  :22  p.m. 

Respectfully  submitted. 

JoHX  J.  Walsh.  Jr.,  m.d..  Secretary 

PROVIDENCE  MEDICAL  ASSOCIATION 

A regular  meeting  of  the  Providence  iMedical 
Association  was  held  at  the  Rhode  Island  Medical 
Society  Library  on  Monday,  October  3.  1960.  The 
meeting  was  called  to  order  by  the  president.  Doc- 
tor Irving  A.  Beck,  at  8:30  p.m. 

Minutes  of  the  Previous  Meeting 

Doctor  Beck  noted  that  the  minutes  of  the  April 
meeting  of  the  Association  had  been  published  in 
the  May  issue  of  the  Rhode  Island  Medical 
Journal.  He  stated  that  the  minutes  would  not  he 
read  unless  there  was  a request. 

Action:  It  was  moved  that  the  minutes  of  the 
April  meeting  as  published  he  approved.  The 
motion  was  seconded  and  adopted. 

Report  of  the  Secretary 

The  secretary  reported  as  follows : 

In  addition  to  reviewing  applications  for  mem- 
bership in  the  Association,  the  Executive  Com- 
mittee. at  a recent  meeting,  granted  a lea\e  of 
absence  to  Doctor  Henry  2^1.  Litchman  who  has 
been  assigned  a tour  of  duty  with  the  armed  forces 
of  the  United  States. 

The  Executive  Committee  also  reviewed  the 
report  of  the  Entertainment  Committee  which 
conducted  the  very  successful  golf  tournament  and 
annual  dinner  at  Xewport  on  September  14. 

The  Committee  also  approved  of  the  work  of  the 
Program  Committee  which  has  already  secured  Dr. 
Mark  Altschule  as  the  speaker  at  the  meeting  on 
Monday.  X’ovemher  7,  and  Dr.  Simeone  of  Cleve- 
land as  speaker  at  the  annual  meeting  on  Monday. 
January  2. 

The  Executi\e  Committee  has  reviewed  the 
applications  for  active  membership  of  the  follow- 
ing physicians  whom  it  now  recommends  for  elec- 
tion to  membership  in  the  Association : Erwin 
Backrass.  M.D.;  Alexander  M.  Calenda.  M.D. : 
Allan  A.  DiSimone.  M.D. ; Ivan  J.  Laszlo,  M.D. : 
John  E.  Lowney.  Jr..  M.D. ; Julius  C.  Migliori, 
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M.D. : Rol)ert  L.  Nelson,  AI.I). ; Edward  SiMiidell, 
M.D. : Mario  Tanii,  M.D. ; Marshall  A.  Taylor, 
M.D.;  Leonard  J.  Triedinan,  AI.l).,  and  William 
V.  \"anDuvne,  M.D. 

Action:  It  was  moved  that  the  applicants  for 
memhership  he  elected.  The  motion  was  seconded 
and  unanimously  passed. 

Announcements  by  the  President 

Doctor  Beck  noted  that  the  following  memhers 
of  the  Association  had  died  since  the  April  meet- 
ing: Florian  G.  Ruest,  M.D.;  Richard  Whipple, 
M.D. ; Arthur  Hollingworth,  M.D.;  Margaret  B. 
Ross,  M.D.;  Charles  A.  McDonald,  ALD.;  Her- 
man C.  Pitts,  M.D. ; Emery  Pelletier,  M.D. ; Fran- 
cis J.  McCahe,  M.D.,  and  John  E.  Donley,  M.D. 

Doctor  Beck  asked  the  memhers  in  attendance 
at  the  meeting  to  stand  in  a minute  of  prayer  in 
memory  of  the  deceased  memhers. 

* * * 

Doctor  Beck  announced  the  program  for  the 
Interim  Aleeting  of  the  Rhode  Island  Medical  So- 
ciety to  he  held  on  November  9 at  the  Squantum 
Club,  and  he  urged  the  members  to  plan  to  attend. 

Scientific  Program 

Doctor  Beck  introduced  Doctor  Roman  Pe’er, 
chief.  Department  of  Surgery,  Poriah  Government 
Hospital,  Tiberias,  Israel,  who  discussed  The 
Problem  of  Unexplained  Upper  Gastrointestinal 
Bleeding. 

Doctor  Beck  introduced  Doctor  Littman,  cardi- 
ologist, Veterans  Administration  Hospital,  West 
Roxhury,  Massachusetts : associate  in  medicine. 
Harvard  Medical  School  and  lecturer  in  medicine 
at  Tufts  Medical  School;  former  president.  New' 
England  Cardiovascular  Society,  who  was  the  clin- 
ical discussor  for  the  CPC.  Doctor  Littman  read 
the  case  as  presented  in  the  j^rinted  notice  to  the 
memhership  and  then  discussed  it  in  detail.  His 
diagnosis  was : 1 ) Acute  Bacterial  Endocarditis 
of  Aortic  Valve ; 2 ) Possible  Bicuspid  Aortic 
V'alve ; 3)  Rupture  of  Aortic  Valve  Cusp,  and 
4 ) Cardiac  Failure. 

Doctor  Forsythe,  associate  roentgenologist, 
Rhode  Island  Hospital,  presented  the  radiological 
findings  in  the  case. 

Doctor  Enold  Dahlquist,  assistant  pathologist, 
Rhode  Island  Hospital,  reported  the  pathological 
findings  as  follows:  1)  Congenital  Aneurysm  of 
the  Sinus  of  Valsalva  ; 2 ) Acut  Bacterial  Endocar- 
ditis, Aortic  Valve,  w'ith  Rupture  of  Cusp,  and  3 ) 
Cardiac  Failure. 

Adjournment 

The  meeting  adjourned  at  10:30  p.m. 

Attendance  was  104. 

Collation  was  served. 

Respectfully  sulanitted, 
William  A.  Reid,  m.d..  Secretary 
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HOUSE  OF  DELEGATES 

of  the 

RHODE  ISLAND  MEDICAL  SOCIETY 
Report  of  Meeting  Held  September  28,  I960 


A REGULAR  MEETING  of  the  House  of  Delegates 
of  the  Rhode  Island  IMedical  Society  was  held 
at  the  INIedical  Library  on  Wednesday,  September 
28.  1960.  The  meeting  was  called  to  order  l)y  the 
president.  Doctor  Earl  J.  Mara,  at  8:05  p.m.  The 
following  delegates  were  in  attendance : 

BRISTOL  COL'XTY:  Robert  W.  Drew.  ^I.D. 
KEXT  COL'XTY:  Edmund  T.  Elackman.  M.D.. 
George  L.  Young.  M.D.  XEWPORT  COL'XTY: 
(Xo  delegates  present).  PAJJ’TL  CKET  DIS- 
TRICT: Alexander  Jaworski.  5iI.D. ; Earl  Kelly, 
M.D. ; Robert  Elaves.  AI.D.,  and  Harry  Hecker. 
M.D.  U'ASHIXGTOX  COUXTY:  Ereeman  B. 
Agnelli.  M.D.  WOOXSOCKET  DISTRICT: 
Saul  A.  Wittes,  M.D.  OEEICERS  OE  THE 
RIMS  (other  than  delegates):  Earl  J.  Mara. 
M.D. : Erank  W . Dimmitt.  M.D.,  and  Arthur  E. 
Hardy,  M.D.  IMMEDIATE  PAST  PRESI- 
DEXT  OE  RIMS:  Alfred  L.  Potter.  M.D. 
PROJ'IDEXCE  MEDICAL  ASSOCIATIOX: 
Irying  A.  Beck,  M.D. ; J.  Robert  Bowen.  M.D.; 
Bertram  H.  Buxton.  Jr.,  iM.D. ; Erancis  H.  Chafee, 
M.D.;  Harry  E.  Darrah.  M.D. ; Michael  DiMaio, 
M.D. : William  J.  H.  Fischer.  Jr..  M.D. : Henry  B. 
Fletcher,  M.D. ; Warren  Francis,  M.D.;  Frank 
Fratantuono,  M.D. ; J.  iMerrill  Gibson,  M.D. ; 
Stanley  Grzebien,  M.D. ; John  C.  Ham,  M.D.; 
Walter  S.  Jones,  M.D.;  Frank  C.  MacCardell. 
M.D. : Erank  I.  Matteo.  M.D. ; William  S.  Xerone. 
iM.D.:  Arnold  Porter,  M.D. ; William  A.  Reid. 
M.D. ; Ralph  D.  Richardson,  M.D. ; Carl  S.  Saw- 
yer, M.D. ; James  J.  Sheridan,  M.D..  and  Stanley 
b.  Simon.'  M.D.'  DELEGATE  TO  A.M.a': 
Charles  J.  Ashworth.  M.D. 

Also  present  were  Doctor  Alex  M.  Burgess.  Sr., 
associate  editor  of  the  Rhode  Island  Medical 
Journal;  Doctor  Peter  Mathieu.  chairman  of  the 
Committee  on  Social  Welfare ; Doctor  Erancis  B. 
Sargent,  chairman  of  the  Committee  on  Medical 
Defense  and  Grieyance : Doctor  Stanley  Sprague, 
chairman  of  the  Committee  on  Industrial  Health, 
and  John  E.  Farrell,  Sc.D.,  executiye  .secretary. 

Resolution  Regarding  Doctor  Donley 
The  Chair  recognized  Doctor  Alfred  L.  Potter 
who  presented  the  following  resolution  : 


WHEREAS  DOCTOR  JOHX  E.  DOXLEY 
has  served  the  medical  profession  of  Rhode 
Island  with  great  distinction  throughout  his  life- 
time. and 

JJ'HEREAS  he  was  President  of  the  Provi- 
dence Medical  Association  in  1931,  and  the 
Rhode  Island  IMedical  Society  in  1936-37,  and 
in  1954  he  was  named  by  the  Society  as  its 
Charles  \’alue  Chapin  Orator,  and 
ll'HEREAS  his  services  as  Editor-in-Chief  of 
the  Rhode  Island  Medical  Journal,  after 
many  years  as  an  associate  editor  and  as  a mem- 
ber of  the  Publications  Committee,  has  aided  in 
making  that  publication  one  of  the  best  edited 
medical  journals  of  its  kind, 

THEREEORE,  BE  IT  RESOLVED  that  this 
House  of  Delegates  of  the  Rhode  Island  Medical 
Society,  assembled  in  meeting  on  September  28. 
1960,  express  its  sorrow  in  the  death  of  Doctor 
John  E.  Donley  whose  contribution  to  the  Rhode 
Island  medical  profession,  and  to  this  Society, 
have  been  so  great. 

Action:  The  resolution  was  unanimously  adopted 
by  tbe  Hou.se  of  Delegates. 

Report  of  the  President 
Doctor  Earl  J.  Mara  reported  to  the  House  on 
the  activities  of  the  Society  since  the  meeting  of 
the  House  of  Delegates  in  April.  In  particular  he 
discussed  jiroblems  relating  to  national  legislation 
and  especially  the  new  law  relating  to  medical  care 
for  the  aged ; he  reported  on  problems  involving 
relations  with  the  newspapers  locally : and  he  dis- 
cussed in  detail  the  perplexing  problems  arising  as 
a result  of  the  polio  epidemic  in  greater  Providence 
during  the  summer. 

He  announced  that  in  accordance  with  the  by- 
laws he  was  naming  as  trustee  at  large  to  the  Board 
of  Trustees  of  the  Medical  Library,  to  serve  for 
the  calendar  year  1961.  Doctor  Philip  Morrison  of 
Woonsocket. 

Report  of  tbe  Secretary 

Doctor  Arthur  E.  Hardy  read  his  report,  copy 
of  which  had  been  submitted  to  the  delegates  in 
the  handbook. 
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Action:  It  was  moved  that  the  report  he  ai)proved 
and  placed  on  file.  Tlie  motion  was  seconded  and 
adopted. 

* * 

Doctor  Hardy  also  su1)mitted  to  the  House  a 
plaque  awarded  by  the  registrar  of  Motor  Vehicles 
in  Rhode  Island  to  the  Medical  Society  Advisory 
Committee  to  that  department.  The  award  was 
given  for  the  meritorious  service  of  the  committee. 

Report  of  the  Treasurer 

Doctor  Mara  stated  that  Doctor  Beardsley  was 
not  in  attendance  at  the  meeting,  hut  his  report  had 
been  submitted  to  the  delegates  in  the  handbook. 

Action:  It  was  moved  that  the  report  of  the  treas- 
urer be  approved  and  placed  on  file.  The  motion 
was  seconded  and  adopted. 

Recommendations  from  the  Council 

Doctor  Hardy  submitted  the  following  recom- 
mendations from  the  Council  upon  which  the 
House  took  action  as  noted : 

1.  The  Council  recommends  to  the  House  that 
the  Annual  dues  assessment  for  1961  for 
active  members  more  than  one  year  in  prac- 
tice be  $50  and  for  members  in  their  first  year 
of  practice,  $25. 

Action:  The  House  voted  to  adopt  the  rec- 
ommendatif)!!. 

2.  The  Council  accepted  the  report  of  the  Utili- 
zation Committee  and  the  recommendation 
therein  adopted  by  the  Medical  Economics 
Council  of  Rhode  Island. 

Action:  The  House  voted  to  accept  the  report 
of  the  Utilization  Committee  of  the  Medical 
Economics  Council  and  to  submit  it  to  the 
district  medical  societies  and  urge  them  to 
implement  the  program  as  proposed  in  the 
report. 

Report  on  the  Council  of  the 
New  England  State  Medical  Societies 

Doctor  Francis  B.  Sargent,  president  of  the 
Council  of  the  New  England  State  Medical  Soci- 
eties, gave  a brief  oral  report  on  the  meeting  of 
that  Council  held  in  Boston  on  Sundav.  Se])tember 
25,  1960. 

Election  of  Editor-in-Chief  of  the 
Rhode  Island  Medical  Journal 

Doctor  Mara  noted  that  under  the  by-laws  he 
was  privileged  to  appoint  a new  chairman  to  the 
Pul)lications  Committee  and  the  editor  to  the 
Journal;  hut  in  view  of  the  meeting  of  the  House 
of  Delegates  scheduled  at  this  time  he  felt  that  the 
matter  should  he  determined  bv  the  House.  He 
reported  that  he  had  discussed  the  matter  with 
Doctor  Alex  M.  Burgess,  Sr.,  associate  editor  of 
the  Journal,  and  he  asked  Doctor  Burgess  to 


address  the  House. 

Doctor  Burgess  ])aid  tribute  to  the  out.standing 
editorshi])  of  the  late  Doctor  John  E.  Doidey,  and 
he  re])orted  that  during  Doctor  Donley’s  illness  the 
work  had  been  carried  on  ably  by  the  associate 
editors  and  the  managing  editor.  He  expressed  the 
opinion  that  Doctor  (loldowsky  has  done  much  to 
improve  and  develop  the  Joi'RNAi.,  and  he  believed 
that  he  warranted  consideration  as  nominee  for 
editor-in-chief  of  the  Rhode  Island  Medical 
Journal. 

Action:  A motion  was  made  to  nominate  Doctor 
Seebert  J.  Coldowsky  as  editor-in-chief  of  the 
Rhode  Island  Medical  Journal  and  Doctor 
Alex  M.  Burgess,  Sr.  as  chairman  of  the  Publica- 
tions Committee  of  the  Society. 

The  motion  was  seconded  and  adojited. 

There  were  no  counter  nominations,  and  a mo- 
tion to  close  the  nominations  was  seconded  and 
passed. 

Doctors  Uoldowsky  and  Burgess  were  declared 
elected  to  the  resjiective  offices  of  editor-in-chief 
and  chairman  of  the  Publications  Committee. 

Delegate  to  the  American  Medical  Association 

The  president  announced  that  the  House  should 
consider  election  of  a delegate  and  alternate  dele- 
gate to  the  A.M.A.  for  a two-year  term  starting  in 
January,  1961. 

continued  on  next  page 
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Action:  A motion  was  made  to  nominate  Doctor 
Charles  J.  Ashworth  as  delegate  and  Doctor  Arthur 
E.  Hardy  as  alternate  delegate.  The  motion  was 
seconded. 

The  attention  of  the  House  was  called  to  its 
action  taken  at  the  April  meeting  in  adopting  the 
report  of  the  Committee  on  Tenure  of  Officers  to 
the  effect  that  a delegate  should  serve  not  more 
than  three  successive  terms. 

Action:  A motion  was  made  to  nominate  Doctor 
.Arthur  K.  Hardy  as  delegate.  The  motion  was 
seconded. 

^ ^ 

-A  motion  was  voted  to  close  the  nominations. 

^ ^ ^ 

A motion  was  made  that  the  House  permit  Doc- 
tor Charles  J.  Ashworth  the  privilege  of  addressing 
the  meml)ers.  Doctor  Ashworth  related  that  he  has 
been  elected  president  of  the  Aces  and  Deuces,  an 
organization  of  A.M.A.  delegates  from  states  with 
one  or  two  delegates,  to  serve  until  June,  1961  ; 
and.  therefore,  he  asked  to  he  continued  as  delegate 
for  another  term. 

^ ^ ^ 

On  a written  ballot,  by  a vote  of  21  to  14,  Doctor 
Ashworth  was  elected  delegate.  Doctor  Ashworth 
expressed  his  thanks  to  the  House  for  supporting 
his  continuation  as  delegate  for  another  two-year 
term. 

* * * 

Doctor  Arthur  E.  Hardy  was  nominated  as 
alternate  delegate  to  the  A. ALA.  There  were  no 
counter  nominations,  and  Doctor  Hardv  was  uni- 
mously  elected  alternate  delegate. 

Representation  on  the  Blue  Cross  Board 

Doctor  Alara  indicated  that  the  House  should 
elect  two  nominees  to  serve  on  the  Rhode  Island 
Blue  Cross  Board  for  the  calendar  year  1961.  Doc- 
tor Hardy  reported  that  the  present  representatives 
are  Doctors  Charles  J.  Ashworth  and  Charles  L. 
Farrell ; and  that  Doctor  Charles  Farrell  had  noti- 
fied him  that  he  no  longer  wished  to  serve  in  this 
office. 
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On  separate  motions  the  following  were  placed  >• 
in  nomination:  William  J.  H.  Fischer.  Jr..  AI.D. : I, 
Seehert  J.  Goldowsky.  AI.D. ; Arnold  Porter.  AI.D.. 
and  William  A.  Reid,  AI.D. 

On  a written  ballot  Doctor  Porter  received  the 
majority  of  votes  and  Doctors  Fischer  and  Reid 
were  tied  for  the  second  highest  vote.  Doctor 
Fischer  withdrew  his  vote  in  favor  of  Doctor  Reid, 
and  the  House  declared  Doctors  .Arnold  Porter  and 
illiam  .A.  Reid  as  its  elected  nominees  to  serve  on 
the  Blue  Cross  Board  of  Directors  for  1961. 

Report  of  the  Cancer  Committee 
The  president  noted  that  the  report  was  included 
in  the  handbook. 

Action:  It  was  moved  that  the  rejxirt  of  the 
Cancer  Committee  be  received  and  placed  on  file. 
The  motion  was  seconded  and  adopted. 

Report  of  the  Committee  on  Diabetes 
The  secretary  read  a brief  report  from  the  chair- 
man of  the  Committee  on  Diabetes. 

Action:  It  was  moved  that  the  report  of  the  Dia- 
betes Committee  chairman  be  received  and  placed 
on  file.  The  motion  was  seconded  and  adopted. 

Medical  Defense  and  Grievance 
Doctor  Francis  B.  Sargent,  chairman  of  the 
Committee  on  Aledical  Defense  and  Grievance, 
gave  an  oral  report  on  the  recent  meetings  of  his 
committee. 

Action:  It  was  moved  that  the  report  as  given  by 
Doctor  Sargent  be  accepted.  The  motion  was  sec-  ' 
onded  and  passed.  1 

Committee  on  Medical  Economics  | 

Doctor  Stanley  D.  Simon  gave  an  oral  report  in 
which  he  commented  on  the  work  of  the  Aledical  I 
Economics  Council  of  Rhode  Island  and  on  devel-  ' 
opments  of  an  investment  plan  for  Xew  England  , 
physicians  by  the  Council  of  the  Xew  England 
State  Aledical  Societies. 

Action:  It  was  moved  that  the  report  as  sub- 
mitted hv  Doctor  Simon  he  accepted.  The  motion  i 
was  seconded  and  passed.  | 

Special  Report  on  Medical  Care 

for  the  Over  Age  Sixty -five  Person  ^ 

in  Rhode  Island 

The  president  called  on  Doctor  Peter  Alathieu, 
chairman  of  the  Committee  on  Social  Welfare,  to 
discuss  the  special  report  on  Aledical  Care  for  the 
(dver  .Age  Si.xtv-Five  Person  in  Rhode  Island,  as 
submitted  to  the  House  by  the  Committees  on 
Social  Welfare  and  .Aging.  ' 

Doctor  Alathieu  reported  on  the  develo])ment  of 
federal  legislation  for  medical  care  for  the  aged, 
and  he  reviewed  the  action  at  the  recent  Go\  ernor’s 
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conference  at  which  Mr.  Arthur  Flemming,  Secre- 
tary of  Health,  Education  and  Welfare,  had  been 
the  speaker.  He  stated  that  the  Governor  had  asked 
the  various  agencies  at  the  conference,  including 
the  Rhode  Island  Medical  Society,  to  submit  indi- 
\ idual  opinions  which  could  be  used  for  discussion 
purposes. 

Doctor  ^lara  and  the  executive  secretary  also 
discussed  the  question  before  the  house. 

Action:  It  was  moved  that  the  special  report  of 
the  Committees  on  Social  Welfare  and  Aging  as 
submitted  to  the  House  be  approved  for  submission 
to  the  Governor's  Study  Committee  on  Medical 
Care  for  the  Aged.  The  motion  was  seconded  and 
adopted. 

Advisory  Committee  to  the  National  Fotdndation 
The  secretary  noted  that  the  report  of  the  Ad- 
visory Committee  to  the  National  Foundation  was 
included  in  the  handbook.  It  was  moved  that  the 
report  be  recei\  ed  and  placed  on  file.  The  motion 
was  seconded  and  adopted. 

Committee  on  Public  Laws 
The  president  complimented  Doctor  Agnelli  for 
his  excellent  report  on  the  Hershey  Conference 
which  he  had  submitted  to  the  delegates  and  which 
was  included  in  the  handbook. 

Action:  It  was  moved  that  the  report  as  sub- 
mitted bv  Doctor  Agnelli  he  received  and  placed 
on  file.  The  motion  was  seconded  and  adopted. 

^ ^ ^ 

The  recommendation  was  made  that  a copy  of 
this  report  be  sent  to  the  secretary  of  each  county 
society.  The  recommendation  was  accepted. 

Committee  on  Scientific  Work 
The  ]:)resident  noted  that  the  Committee  on  Sci- 
entific Work  report  was  included  in  the  handbook 
to  the  delegates.  It  was  mo\  ed  that  the  report  he 
received  and  placed  on  file.  The  motion  was  sec- 
onded and  adopted. 

Committee  on  Social  W'elfare 
The  president  noted  that  the  Committee  on 
Social  Welfare  report  was  included  in  the  hand- 
book to  the  delegates.  It  was  moved  that  the  rejtort 
he  received  and  placed  on  file.  The  motion  was  sec- 
onded and  adopted. 

Physician’s  Lien  Statute 
The  president  briefly  reviewed  the  reason  for  a 
proposed  lien  on  claims  for  personal  injuries,  and 
he  reported  that  the  proposal  had  been  reviewed  hv 
the  Council  which  referred  it  to  the  House  of  Dele- 
gates without  recommendation. 
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The  subject  was  discussed  by  members  of  the 
House. 

Action:  It  was  moved  that  the  proposed  Physi- 
cian’s Lien  Law  he  approved  and  that  in  final  draft 
it  be  submitted  to  the  General  Assembly  at  its  Jan- 
uary session  in  1%L  The  motion  was  seconded  and 
adopted. 

Report  on  Physicians  Service 

Doctor  Simon  suggested  that  at  the  meeting  of 
the  House  of  Delegates  a report  on  the  develop- 
ments in  Physicians  Service  be  made  by  the  doctors 
elected  by  the  House  of  Delegates  to  serve  on  the 
Board  of  Directors  of  that  Corporation.  He  called 
to  the  attention  of  the  House  that  the  only  informa- 
tion it  receives  is  at  the  Annual  Meeting.  There 
was  general  agreement  that  the  physician  delegates 
on  the  Board  of  Directors  of  Physicians  Service 
should  report  to  the  House  of  Delegates  as  do  the 
other  committees  of  the  Society. 

Action:  It  was  moved  that  a report  on  the  activi- 
ties of  Physicians  Service,  including  the  decisions 
of  the  Board  of  Directors,  be  on  the  agenda  for  each 
meeting  of  the  House  of  Delegates  and  that  a 
report  be  made  by  those  representatives  elected  by 
the  House  of  Delegates  to  the  Board  of  Directors 
of  Physicians  Service. 

The  motion  was  seconded  and  adopted. 

Adjournment 

The  House  of  Delegates  meeting  adjourned  at 
9 :58  p.M. 

Resj)ectfully  submitted. 

Arthur  E.  Hardy,  m.d..  Secretary 

REPORT  OF  THE  SECRETARY 

Since  the  April  meeting  of  the  House  of  Dele- 
gates the  Society  has  been  faced  with  many  impor- 
tant issues  involving  action  hv  various  committees 
as  well  as  the  officers  of  the  Society,  including  the 
situation  arising  from  the  polio  epidemic  during 
the  summer,  the  federal  legislative  activities  in  the 
health  field,  and  major  public  relations  problems. 
The  Council  has  reviewed  and  commended  the 
activity  of  the  president  in  these  matters,  and  it 
has  also  taken  the  following  actions : 

Approved  of  investments  of  funds  held  in  the 
■‘susj)ense"  account  of  the  Society. 

Approved  of  the  tentative  budget  for  1961  as 
submitted  bv  the  treasurer. 

Approved  of  the  listing  of  the  Society  as  a spon- 
soring organization  for  a Rhode  Island  Adminis- 
trators Conference  on  School  Health  to  be  held  on 
December  7.  1960,  at  Rhode  Island  College,  with 
the  Rhode  Island  Department  of  Education.  Rhode 
Island  Department  of  Health.  Rhode  Island  Col- 
lege. and  the  Rhode  Island  Council  of  Community 
Services  as  other  sponsors. 
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Referred  to  the  Committee  on  Industrial  Health 
communications  relating  to  the  1960  Physician’s 
Award  from  the  President’s  Committee  on  Em- 
ployment of  the  Physically  Handicapped,  and 
relating  to  a possible  conference  of  state  medical 
society  committees  dealing  with  rehabilitation. 

Approyed  of  the  appointment  of  a member  of  the 
Committee  on  Disaster  to  attend  the  national  con- 
ference on  ciyil  defense  and  disaster  preparedness 
to  be  sponsored  by  the  A.H.A.  and  held  in  Chicago, 
Xoyemher  4-6.  1960. 

Receiyed  and  rex  iewed  A.M.A.  resolutions  relat- 
ing to  the  role  of  physicians  in  public  affairs,  and 
on  prospectiye  medical  students. 

Commended  Doctor  F.  B.  Agnelli,  chairman  of 
the  Society's  Committee  on  Public  Laws,  for  his 
attendance  at  the  A.IM.A.  Conference  at  Hershey. 
Pennsylyania  in  August  on  political  action,  and  for 
his  excellent  report  of  that  Conference.  (See  report 
in  handbook.) 

Reyiewed  a report  from  the  X"ew  England 
Ophthalmological  Society  of  its  committee  on 
ophthalmological-optometrist  relations. 

Reyiewed  and  referred  to  the  House  of  Dele- 
gates a suggested  legislatixe  proposal  for  a physi- 
cian's lien  on  claim  for  personal  injuries. 

Appointed  Doctor  Stanley  Sprague,  chairman  of 
the  Society’s  Committee  on  Industrial  health,  as 
the  Society’s  official  delegate  to  the  20th  Annual 
Conference  on  Industrial  Health  sponsored  by  the 
A.M.A. 

Respectfully  submitted, 

Arthur  E.  Hardy,  m.d..  Secretary 

REPORT  OF  THE  TREASURER 

-Appended  to  this  report  is  a summary  of  the 
inyestment  account  of  the  Society,  and  also  a ten- 
tatiye  budget  for  1961. 

The  inyestment  account,  handled  by  the  Trust 
Department  of  the  Industrial  National  Bank,  is 
reyiewed  ])eriodically,  and  all  inyestments,  or 
changes  in  inyested  holdings,  are  subject  to  the 
decision  of  the  Council  of  the  Society.  The  Trust 
De])artment  in  its  latest  statement  has  notified  us 
that  it  has  examined  the  “pooled  fund’’  of  the  So- 
ciety and  it  belieyes  the  securities  are  of  satisfactory 
quality  and  therefore  no  investment  changes  are 
recommended  at  this  time. 

The  by-laws  jtrovide  that  at  the  September  meet- 
ing of  the  House  of  Delegates  the  treasurer  shall 
submit  a proposed  budget  for  the  subsequent  cal- 
endar year.  Therefore  I have  submitted  a tentative 
budget  for  1961  drafted  on  the  basis  of  current  and 
past  expenditures  for  the  operation  of  the  Society. 
This  budget  has  been  approved  by  the  Council  of 
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the  Society  and  it  is  submitted  to  the  House  for  its 
consideration. 

Respectfully  submitted, 

J.  Muricvy  Beardsley,  m.d..  Treasurer 

MEDICAL  ECONOMICS  COUNCIL 

Utilization  Committee  Report 

Aware  of  the  need  and  urgency  for  immediate 
and  direct  action  to  evaluate  locally  the  constantly 
increasing  Blue  Cross  and  hospital  rates  and  the 
mounting  volume  of  pulilic  criticism,  your  Com- 
mittee ]iresents  this  report  with  specific  recommen- 
dations. 

Based  upon  information  from  other  areas  where 
the  problem  is  present  and  is  being  met.  as  well  as 
opinions  expressed  by  individual  members  of  this 
Committee,  it  becomes  emphatically  clear  that  the 
Inilk  of  criticism  derives  from  these  two  sources : 

1.  A current  belief  that  hospitals  are  not  oper- 
ated and  administered  as  economically  as 
possible. 

2.  The  facilities  of  these  hospitals  available  to 
physicians  for  the  care  of  patients  are  abused 
or  at  least  not  used  as  efficiently  and  economi- 
cally as  possible  without  limiting  or  lessening 
good  medical  care. 

While  it  is  obvious  that  studies  in  other  areas 
indicate  some  of  the  criticism  has  a basis  in  fact, 
though  not  of  the  magnitude  charged,  initiation  of 
corrective  action  can  improve  a growing  situation 
here  as  it  has  elsewhere.  It  is  not  pertinent  at  this 
time,  however,  to  attempt  to  suggest  any  area  of 
hospital  operation  wherein  economies  could  he 
effected.  Studies  now  going  on  in  Massachusetts. 
Michigan,  and  New  York  may  be  available  to  us 
without  the  expenditure  of  a sum  that  would  he 
prohibitive  in  Rhode  Island.  Thus,  the  first  source 
of  criticism  above  mentioned  will,  for  the  present, 
be  dismissed. 

Regarding  the  second  source  of  complaint,  it  is 
obvious  that  it  is  the  physician  who  alone  deter- 
mines the  need  for  a patient’s  admission  to  the  hos- 
pital. who  orders  the  facilities  for  accurate  diag- 
nosis and  the  therapeutic  measures  with  the  accom- 
panying nursing  procedures  to  accomplish  relief 
from,  or  cure  of  a patient’s  disease.  The  duration 
of  hospital  stay,  likewise,  is  the  sole  resixmsihility 
of  the  doctor.  Consequently,  it  is  no  less  obvious 
that  these  medical  judgments  affect  the  cost  of  hos- 
pital care  as  well  as  the  cost  of  voluntary  prepaid 
plans,  and  the  community’s  attitude  toward  the 
acceptance  and  justification  of  such  costs. 

In  view  of  the  foregoing,  your  Committee  is  of 
the  opinion  that  insuring  proper  and  effective  utili- 
zation of  the  community’s  hospital  facilities  and 
services  is  a basic  responsibility  of  the  medical  pro- 

continued  on  page  “'21 


721 


NOVEMBER,  I960 

HOUSE  OF  DELEGATES 

continued  from  page  720 

fession.  This  responsibility,  therefore,  can  best  l)e 
discharged  through  the  establishment  of  an  active 
utilization  committee  within  the  medical  staff  of 
each  hosj)ital.  It  is  suggested  that  the  functions  of 
such  a committee  at  the  outset  would  embrace  the 
following : 

1 . Review  admissions  as  to  necessity  and  length 
of  stay. 

2.  Determine  that  the  services  used  could  not 
have  been  provided  as  effectively  in  some 
less  expensive  facility,  as  the  home,  office, 
or  out-patient  department. 

3.  Delay  in  use  or  over-use  of  all  laboratory, 
diagnostic  and  therapeutic  services. 

4.  Delay  in  consultation  and,  or  referral. 

5.  Numerical  compilation  of  such  cases. 

6.  Attempt  to  determine  what  factors  contrib- 
ute to  these  defections  and  what  corrective 
measures  might  be  recommended. 

7.  Seek  collaboration  with  chiefs  of  service, 
department  heads,  administrative  personnel, 
and  staff  committee  chairmen  such  as  med- 
ical records,  tissue,  operation  room,  drug, 
nursing,  educational,  social  service,  and 
others. 

8.  Meet  regularly,  at  least  monthly. 

9.  Accumulate  simple  hut  suitable  records  for 
future  comparison  and  analysis. 

10.  Organize  and  elect  chairmen  so  that  each 
committee  will  be  able  to  he  active  Januarv 
1.  1961. 

11.  The  chairman  of  each  utilization  committee 
should  comprise  a liaison  group  to  report 
semi-annually  to  this  Council  or  a designated 
body  of  similar  objectives. 

It  should  be  emphasized  that  such  a committee 
would  primarily  l)e  a fact-finding,  educational  in- 
strument of  each  medical  staff  working  in  close 
harmony  with  the  administration  of  each  hospital 
toward  a common  goal.  It  would  be  witlanit  author- 
ity to  effect  changes  in  privileges,  procedures  or 
responsiljilities  of  any  individual  or  area  of  the  hos- 
pital organization,  but  by  study  and  recommenda- 
tion strengthen  the  entire  administrative  and 
clinical  structure. 

The  experience  of  other  groups,  meager  though 
it  is  to  date,  has  demonstrated  conclusively  that 
improvement  can  he  achieved  by  utilization  com- 
mittees. The  initiation  of  such  improvement,  it  has 
been  shown,  is  the  responsil:)ility  of  the  individual 
physician.  It  is  suggested,  therefore,  that  the  Rhode 
Island  Medical  Society,  representing  organized 
medicine  in  our  community,  he  apprised  of  the 
Council's  opinion  in  this  matter  by  api)roi)riate 
communication.  Recognition  of  the  prime  role  the 


medical  i)rofession  plays  in  the  ])roper  use  of  hos- 
pital facilities  and  services,  as  well  as  the  imple- 
mentation of  any  measures  that  will  protect  the 
progress  prepayment  has  made,  will  without  c|ues- 
tion  secure  the  co-operation  of  the  medical  society 
in  accepting  our  suggestion  for  inaugurating  this 
program.  Your  Committee  suggests  the  following 
recommendation  he  forwarded  to  the  officers  of 
the  Rhode  Island  Medical  Society : 

The  Medical  Economics  Council  of  Rhode  Is- 
land, after  a brief  survey  hv  appropriate  com- 
mittees, recommends  that  the  Rhode  Island 
Medical  Society  act  as  the  official  sponsor  of  a 
plan  to  organize  and  establish  utilization  com- 
mittees in  each  hospital  in  the  state.  This  could 
he  delegated  to  the  officership  of  each  county 
medical  society  within  whose  jurisdiction  a hos- 
pital is  located.  All  aid  and  co-operation  of  this 
council  will  be  available  to  the  state  society  for 
initiating  and  implementing  this  program,  in 
order  that  as  of  January  1,  1961,  each  hospital 
in  the  state  will  have  a well-organized  utilization 
committee  ready  to  function  along  the  line  sug- 
gested in  this  report. 

The  Medical  Economics  Council  further  recom- 
mends that  a copy  he  sent  to  the  Hospital  Asso- 
ciation of  Rhode  Island  urging  its  help  in  secur- 
ing full  co-operation  from  each  hospital  through 
its  governing  board  or  trustees,  hospital  adminis- 
trators, and  the  medical  staff's. 

It  is  the  considered  opinion  of  the  Council’s  com- 
mittee submitting  this  report  that  medicine,  that  is, 
the  practicing  physician,  is  irrevocably  committed 
to  participation  in  prepaid  plans,  their  continued 
success,  even  survival.  Over-utilization  of  hospital 
facilities  seems  to  be  a prime  problem  at  this  time, 
and  full  co-operation  of  the  profession,  individually 
and  collectively,  must  be  patient  to  all  who  are  close 
to  and  concerned  with  the  problem. 

Chelcik  C.  Bosland 
Earl  E.  Kelly,  m.d. 

Stanley  H.  Saunders 
I.  Herbert  Scheffer,  m.d. 
William  K.  Turner 
Charles  J.  Ashworth,  m.d., 
Chairnian 

CANCER  COMMITTEE 

The  Cancer  Committee  of  the  Rhode  Island 
Medical  Society  held  its  first  formal  meeting  on 
July  26,  1960,  to  discuss  plans  for  the  Cancer 
Workshojis  for  general  jiractitioners.  The  dates 
selected  are  three  consecutive  Sundays : October  2 
— 9 — 16,  and  the  phases  of  cancer  to  he  covered 
on  each  of  these  days  are  lung,  cancer  in  children 
and  lymphoma. 
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The  physicians  in  charge  of  these  three  work- 
shops are  Doctors  Thomas  Perry,  Ruth  Appleton, 
and  William  J.  H.  Fischer,  Jr.  Each  will  he  su])- 
]K)rted  in  his  presentations  hy  very  capable  contrib- 
uting ])anelists.  Letters  have  been  written  to  Dr. 
Kraemer  and  to  Dr.  Erinakes,  both  of  whom  repre- 
sent the  American  Academv  of  Cleneral  Practice, 
and  an  effort  was  made  in  these  letters  to  try  to 
stimulate  interest  in  improved  attendance. 

We  also  discussed  the  ty])e  of  Cancer  Day  which 
should  l)e  conducted  in  Ai)ril  of  1961  to  coincide 
with  the  annual  Cancer  Drive,  and  it  was  the  gen- 
eral feeling  at  the  meeting  that  this  should  he  a 
verv  high  level  program  stressing  the  investigative 
and  progressive  features  in  cancer  research  and 
cancer  therapy.  Details  of  this  are  being  worked 
out  at  the  present  time,  and  invitations  will  he  sent 
out  soon  to  the  guest  s])eakers. 

It  was  also  brought  out  at  this  meeting  by  Dr. 
Ciura  that  there  appeared  to  he  a rather  constant 
break  in  intraprofessional  relationships  in  the  man- 
agement of  patients  with  malignancy  that  works 
constantlv  to  the  disadvantage  of  the  general  prac- 
titioner. By  this  Dr.  Giura  implied  that  a patient 
first  seen  hv  a general  practitioner,  and  subse- 
quently referred  to  a specialist  for  evaluation  and 
treatment,  was  rarelv  seen  again  by  the  general 
])ractitioner,  and  that  his  knowledge  and  follow-up 
of  the  case  was  of  necessity  verv  scanty. 

I\es])ectfully  submitted, 

Hexry  C.  McDuff,  Jr.,  m.d..  Chairman 

MEDICAL  ADVISORY  COMMITTEE 
TO  THE  NATIONAL  FOUNDATION 

It  was  agreed  that  the  committee  should  he 
enlarged  with  particular  reference  to  meml)ers 
actively  engaged  in  the  treatment  of  patients  at 
the  Charles  Cha])in  Hospital  and  Dr.  Silva  has 
written  to  Dr.  Mara  requesting  the  appointment  of 
Dr.  J.  Dailey  and  Dr.  \\’est  to  the  committee. 

It  had  been  learned  that  in  previous  years  the 
National  Foundation  had  covered  the  exi)enses  of 
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patients  stricken  with  polio  for  a period  of  thirty 
days  of  hospitalization.  During  the  present  epi- 
demic. apparently  because  of  the  greater  case  load, 
the  Providence  Cha])ter  of  the  National  Foundation 
has  paid  for  the  first  fourteen  days  of  treatment  at 
the  Charles  Chapin  Hospital  for  twentv-one 
patients.  (3ther  patients  are  still  hospitalized  and 
their  hills  have  not  been  submitted  to  the  Foun- 
dation. 

It  was  the  consensus  that  the  National  Founda- 
tion should  he  requested  to  jiav  only  for  indigoit 
j)atients. 

The  decision  as  to  financial  need  should  he  made 
hy  the  Social  Service  Department  at  the  hospital 
while  the  patient  is  hospitalized. 

It  was  determined  from  discussion  with  Mr. 
Eddy  at  Blue  Cross-Physicians  Service  that  pa- 
tients with  Blue  Cross  coverage  have  been  receiv- 
ing full  Blue  Cross  benefits,  and  it  would  appear 
that  in  the  vast  majority  of  cases,  except  in  those 
of  special  need,  that  patients  with  Blue  Cross  cov- 
erage would  not  he  reciuired  to  make  application  to 
the  National  Eoundation  for  financial  assistance. 

The  applicable  principle  would  appear  to  he  to 
use  any  private  insurance  payments  first  before 
ai)i)lying  to  funds  from  the  National  Eoundation. 
It  should  he  determined  from  the  Providence 
County  Chapter  whether  the  funds  available  in 
Rhode  Island  must  come  onlv  from  the  local  county 
cha])ters  in  Rhode  Island.  If  this  is  so,  then  some 
discussion  should  he  had  with  the  National  Foun- 
dation to  determine  if  funds  could  he  made  avail- 
able in  areas  of  need  without  regard  to  geographical 
restrictions,  considering  that  in  epidemic  areas, 
financial  assistance  could  he  available  from  chapters 
which  are  free  of  disease  or  the  need  for  appropria- 
tion of  funds. 

It  was  agreed  to  discuss  with  the  National  Foun- 
dation their  attitude  towards  the  long-term  treat- 
ment of  paralytic  polio  cases. 

The  resolutions  of  the  A.M..\.  House  of  Dele- 
gates meeting  in  Miami  Beach.  June,  1960,  with 
respect  to  the  National  Foundation  were  reviewed 
and  it  was  agreed  that  a meeting  with  the  local  com- 
mittee of  the  Providence  Chapter  should  he  ar- 
ranged at  an  earlv  date  in  order  to  implement  the 
recommendations  of  the  A.M.A. 

Maurice  Silver,  m.d..  Chairman 

PUBLIC  LAWS 

Report  of  A.Al.A.  Conference  at  Hershey 

On  .August  26th  and  27th  I had  the  privilege  of 
representing  the  Council  of  the  Rhode  Island  Med- 
ical Society  at  the  regional  political  action  confer- 
ence held  at  the  Hotel  Hershey  in  Hershey,  Penn- 
sylvania. 

The  meeting  was  most  instructive  and  its  theme 
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was.  The  Role  of  the  Physieian  in  General  Polities. 
Dr.  David  B.  Allman,  a former  A.M.A.  president, 
who  was  chairman  of  the  conference  committee, 
reminded  us  that  physician  activities  in  politics  is 
not  new.  A physician.  Dr.  Rush,  was  the  first  to 
sign  the  Declaration  of  Independence.  The  true 
objective  of  political  action  hy  physicians  is.  "so 
that  the  people  in  this  country  get  the  best  possible 
medicine  that  can  he  available  to  them.”  Any  ad- 
verse legislation  might  conceivably  alter  and  dam- 
age medical  care  in  this  country.  Dr.  Allman 
stressed  the  importance  of  the  wives  of  the  doctors 
and  their  activities  on  the  outside  that  could  influ- 
ence political  action.  Several  of  the  speakers  stated 
that  it  is  imperative  that  physicians  take  a political 
stand  either  for  one  jx)litical  party  or  for  the  other, 
it  does  not  matter  much  which  political  party.  It  is 
important  that  the  average  physician  he  not  a 
"fence  sitter"  or  a so-called  independent  voter,  hut 
an  individual  who  has  an  interest  in  politics,  either 
to  run  for  oflice  or  to  support  others  who  run  for 
office.  Only  in  this  manner  can  the  best  type  of  can- 
didate be  presented  to  the  .\merican  public. 

It  was  stressed  that  perhaps  the  most  impor- 
tant phase  of  politics  in  America,  whether  it  be  on 
the  local,  state  or  national  level,  is  the  choosing  of 
candidates  and  not  the  voting  for  the  candidate  who 
already  has  been  chosen.  An  individual  has  no  voice 
in  the  choosing  of  a candidate  unless  he  aligns  him- 
self with  one  of  the  major  parties.  Several  of  the 
speakers  also  stressed  the  importance  of  physicians 
themselves  running  for  office. 

Dr.  Ernest  B.  Howard,  assistant  executive  vice 
president  of  the  A.H.A..  spoke  at  length  concern- 
ing medicine  and  the  86th  Congress.  He  stated  that 
during  the  time  the  86th  Congress  was  in  session 
19.000  hills  were  introduced  and  of  these  739  con- 
cerned themselves  either  directly  or  indirectly  with 
medicine.  He  stated  that  the  Forand  campaign  ac- 
tuallv  started  between  1935  and  1938  and  at  this 
time  it  was  rejected  by  President  Roosevelt  ( 1938 ) 
as  being  too  radical.  This  campaign  was  again  re- 
sumed in  1949  and  1951  bv  Congressmen  ^Murray 
and  Dingell.  and  urged  by  President  Truman.  At 
this  time  the  plan  of  attack  was  not  a head-on  attack 
but  a break-through  bv  appealing  to  the  aged. 

In  1957  the  campaign  gained  momentum  and  "all 
the  stops  were  pulled.”  They  began  by  a system  of 
"dividing  and  conquering”  and  the  first  that  they 
divided  away  from  organized  medicine  was  the 
-American  Xursing  Association  whom  they  con- 
quered lock,  stock  and  barrel.  They  convinced  the 
nurses  that  the  best  thing  for  them  was  Social 
Security  Medicine.  They  attempted  to  capture  the 
American  Hospital  .Association  hut  the  .A.AI..A. 
blocked  them.  Howe\er,  the  .American  Hospital 
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.Association  could  have  been  lost,  as  was  the  .Amer- 
ican Xursing  .Association,  if  it  were  not  for  the 
intervention  of  the  .American  Medical  -Association. 

The  Forand  Bill,  it  was  pointed  out  bv  Dr. 
Howard,  gained  momentum  because  a non-existing 
crisis  was  created.  This  was  started  bv  a series  of 
opinions  of  half-truths  concerning  people  over  65. 
Alany  of  these  opinions  were  formulated  by  so- 
called  "national  authorities  on  Social  Securitv” 
who  made  themselves  authorities  in  classrooms  and 
by  their  writings.  M'e,  as  physicians,  never  make 
ourselves  authorities  in  these  matters  and  it  is  these 
people  that  have  actually  brain-washed  the  working 
press  by  meaningless  statistics  and  hy  feature 
writers  who  have  an  audience.  Ironicallv.  most  of 
the  editorial  writers  agreed  with  the  .American 
Medical  .Association,  hut  it  seems  as  though  the 
solons  know  of  the  feature  writers  and  not  of  the 
editorial  writers.  This  talk  by  Dr.  Howard  empha- 
sized strongly  the  necessity  for  physicians  to  en- 
gage in  politics  and  to  have  an  active  interest  on 
political  action. 

One  afternoon  was  wholly  devoted  to  organiza- 
tion and  methods  of  operation  of  politics  in  general 
and  this  program  was  conducted  by  Mr.  Joseph  J. 
Eley  who  is  a specialist  in  public  affairs  counseling. 
Air.  Eley  stressed  that  both  parties  are  in  need  of 
professional  members.  He  stated  briefly  that  there 
are  three  main  components  of  politics  . . . one.  or- 
ganization ; two,  candidates  ; and  three,  issues  : and 
they  rank  in  importance  in  that  order.  In  order  to 
win  elections  two  things  are  necessary,  one,  voters  ; 
and  two,  dollars.  Of  the  two,  voters  are  much  more 
important  than  dollars.  Regardless  of  the  amount 
of  money  that  is  put  into  a political  campaign,  if 
the  voters  are  not  brought  to  the  polls,  the  campaign 
is  lost,  irrespective  of  the  issues.  Air.  Eley  reminded 
us  of  the  Kefauver  z's.  Taylor  campaign.  There  is 
no  question  in  the  minds  of  professional  politicians 
that  Air.  Taylor  had  both  the  issues  and  the  dollars 
hut  he  did  not  have  the  voters  as  Kefauver  had. 

The  second  dav  of  the  meeting  was  devoted  to 
legal  aspects  of  political  activities  and  a report  of 
several  states  who  are  pioneering  political  action 
throughout  the  country.  .Among  the  speakers  were 
Dr.  Edward  .Annis  of  Florida,  who  heads  a rather 
active  Political  .Actions  Committee  in  that  state. 
-Aside  from  supporting  medical  legislation  and  phy- 
sicians within  the  state  of  Florida,  this  committee 
in  Florida  has  also  contributed  financially,  regard- 
less of  party  affiliations,  to  candidates  from  other 
states  who  were  physicians.  Sometimes  these  dona- 
tions were  small  hut  they  at  least  encouraged  phy- 
sicians in  other  states  who  were  running  for  offices 
on  a national  level. 

Dr.  Raymond  W hite  of  Idaho  made  one  terse 
statement  that  "apathy,  not  lack  of  money,  loses 
elections."  Air.  Hugh  W'.  Brenneman,  Public  Rela- 
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tions  director  of  the  Michigan  State  Medical  So- 
ciety. spoke  concerning  the  types  of  campaigns  that 
are  commonly  used  in  politics.  There  again  the 
theme  was  not  so  much  issues  as  the  type  of  can- 
didate that  is  presented.  He  has  noticed  that  most 
elections  are  won  by  destroying  the  opposition 
rather  than  by  supporting  own  candidates.  In  this 
coming  presidential  campaign  for  example,  if  one 
were  to  take  a stand  against  Kennedy,  it  would  not 
be  enougli  to  say  that  Xixon.  or  whomever  is  run- 
ning against  Kennedy,  is  for  this  or  that  issue,  hut 
rather  that  Kennedy  has  stated  opposition  to  medi- 
cine and  approval  of  socialism.  He  also  stated  tliat 
the  Medical  Society  per  se  is  a pressure  group  and 
should  be  utilized  as  such  in  politics.  It  is  not  nec- 
essary for  a Medical  Society  to  take  sides  with  one 
political  party  or  another  because  it  is  conceivable 
that  many  members  of  the  Society  are  members  of 
both  of  the  two  major  parties.  It  does  behoove  the 
Society,  however,  as  a Society,  to  take  a stand  on 
issues,  to  let  candidates  know  of  their  stand  if  it 
affects  American  medicine  in  any  way. 

Dr.  Emerson  of  X'assau  County  in  Xew  York 
brought  up  the  fact  that  labor  is  trying  to  dislocate 
the  practice  of  medicine.  He  presented  a very  vig- 
orous program  that  the  physicians  of  X’^assau 
County  in  Xew  York  State  have  followed  these 
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past  several  years.  They  ha\  e formed  a Guild  of 
Physicians  and  have  actively  blocked  situations  that 
occurred  within  their  county  that  would  he  dele- 
terious to  medicine.  This  Guild,  purely  a physicians 
guild,  is  concerned  with  politics  and  also  provides 
many  benefits  for  its  members ; it  even  offers  a 
mutual  investment  fund  for  its  members.  A bro- 
chure and  literature  was  obtained  and  will  he  avail- 
able at  the  Medical  Library  for  anyone  who  wants 
to  look  into  this  X'assau  County  Physicians  Guild. 

Dr.  John  H.  Harris  of  Pennsylvania  stressed 
the  importance  of  the  W oman’s  Auxiliarv  in  activi- 
ties of  legislative  committees  of  the  various  states. 

I take  this  opportunity  to  thank  you  for  the  privi- 
lege accorded  me  to  represent  our  Medical  Society 
at  this  conference. 

Respectfully  submitted. 

F.  B.  Agnelli,  m.d. 

COMMITTEE  ON  SOCIAL  WELFARE 

The  Committee  on  indigent  care  of  the  Council 
on  Medical  Service,  .\merican  Medical  Association 
held  a day-long  conference  in  X"ew  York  City  on 
July  22,  1960.  Representatives  of  medical  societies 
and  welfare  departments  from  ten  eastern  states 
discussed  methods  of  controlling  drug  expenditures 
and  welfare  medical  care  programs  without  ruin- 
ing the  quality  of  the  medical  care  provided.  The 
Rhode  Island  Medical  Society  was  represented  by 
John  E.  Farrell,  executive  secretary  and  Peter  L. 
Mathieu.  Jr.,  chairman  of  the  Social  Welfare  Com- 
mittee. Also  from  Rhode  Island  were  .\ugustine 
Riccio,  director  of  the  Department  of  Welfare  and 
P.  Joseph  Pesare,  M.D.,  medical  director  of  the 
Department  of  Social  Welfare. 

Discussion  was  enlightening  and  revealing.  State 
programs  on  indigent  care  ranged  from  totally  in- 
adequate in  some  states  to  moderately  effective 
programs  in  other  states.  The  state  of  Pennsyl- 
vania felt  that  its  program  lacked  medical  super- 
vision and  the  president  of  the  Pennsylvania  i\Ied- 
ical  Society  felt  that  the  doctors  received  totally 
inadequate  comi)ensation  for  care  of  indigent  pa- 
tients. Several  states  without  vendor  payment  plans 
felt  doctors  were  deprived  of  their  fees,  in  many 
instances.  The  state  of  Florida  reported  that  the 
indigent  patient  should  have  some  financial  respon- 
sihilitv  for  his  care  and  that  he  should  be  made  to 
pav  a partial  cost  of  his  prescribed  drugs.  Maryland 
reported  that  cost  of  drugs  represented  50^  of 
their  entire  budget.  It  was  agreed  that  the  full 
benefit  of  an  adequate  program  can  be  met  by  the 
presence  of  a medical  director  who  can  interpret 
and  re\  iew  problems  and  policy  with  the  physician. 

A summary  of  four  years'  experience  with  the 
Rhode  Island  indigent  care  program  (19.H-1958) 
was  j)resented  to  the  assembly.  It  was  pointed  out 
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One  of  the  most  important 
benefits  of  Industrial’s  Con- 
vertible  Living  Trust  is  its 
unique  flexibility.  Thanks  to 
this  flexibility,  the  type  of 
investment  service  you  re- 
ceive varies  in  accordance 
with  your  requirements. 

Under  normal  circum- 
stances, the  Convertible 
Living  Trust  functions  pri- 
marily as  your  investment 
“bookkeeper,”  handling  the 
time-consuming  chore  of  de- 
tailed record  keeping  and 
other  paperwork  for  you. 
You  continue  to  exercise 
full  control  of  your  own 
investments. 

However,  if  at  any  time 
you  become  temporarily  or 
permanently  unable  to 


actively  manage  your  in- 
vestments, the  automatic 
“convertibility”  of  this 
Trust  permits  Industrial 
National’s  skilled  trust  offi- 
cers to  assume  management 
of  your  estate  immediately 
— for  as  long  a period  as 
your  circumstances  require. 

Convertible  Living  Trust 
advantages: 

• You  and  your  beneficiar- 
ies receive  financial  services 
conforming  to  your  actual 
needs  and  circumstances  at 
any  given  time 

• Helps  avert  financial 
losses  in  any  “change-over” 
period 

• Assures  maximum  pro- 


tection of  your  investments 
if  your  beneficiaries  lack  in- 
vestment knowledge  or 
experience 

• Takes  care  of  burden- 
some paperwork  for  you, 
now  and  in  the  future 

Get  full  information  today 
about  our  Convertible  Liv- 
ing Trust.  There’s  no  obliga- 
tion. Write  to  our  Trust 
Department,  Box  1466, 
Providence,  or  call  JAckson 
1-9700,  extension  534. 

TRUST  DEPARTMENT 

Indvistrial 

IVATIOIV.AL  BAIVK 

Member  Federal  Reserve  System 
Member  Federal  Deposit  Insurance  Corporation 
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College  of  Surgeons  Inducts  Five  Rhode  Islanders 

The  American  College  of  Surgeons  inducted  five 
Rhode  Island  physicians  as  Fellows  of  the  College 
at  the  organization’s  annual  clinical  congress  held 
in  San  Francisco  last  month.  Elected  from  this  state 
were : Dr.  Robert  hh  Corrente,  of  East  Greenwich, 
and  the  following  from  Providence:  Doctors  Cyril 
j.  Bellavance.  J.  E.  Caruolo,  Warren  W.  Francis, 
and  Michael  E.  Scala.  Fellowship  is  awarded  doc- 
tors who  fulfill  comprehensive  recjuirements  for 
acceptable  medical  education  and  advanced  train- 
ing as  s])ecialists  in  one  or  another  of  the  branches 
of  surgery,  and  who  give  evidence  of  good  moral 
character  and  ethical  practice. 

Ohio  Blue  Cross  Provides 
''Paid-up-at-65"  Plan 

.\  recent  issue  of  Mr:i)iCAL  ]\T:ws  reports  that  a 
unique  “])aid-up-at-age-65”  program  has  been  de- 
velo])ed  by  the  Blue  Cross  of  Northeast  Ohio  as  a 
new  ai)])roach  toward  financing  health  care  for  the 
aged. 

'I'he  i)lan  calls  for  reduction  of  B)lue  Cross  ])re- 
miums  on  a sliding  scale  for  all  subscribers  with 
5 to  dO  years  of  consecutive  enrollment  ])rior  to 
reaching  age  65. 

Com])letely  free  hos])ital  care  coverage  would  he 
offered  to  ])ersons  enrolled  for  40  years  when  they 
reach  age  65.  Rates  would  he  halved  after  20  vears  ; 
reduced  by  25%  after  10  years  and  12^%  after 
5 years. 

To  finance  the  program,  which  was  originated 
by  John  R.  Mannix,  executive  vice-])resident  of  the 
Blue  Cross  i>lan,  a 5%-  rate  rise  for  all  subscribers 
has  been  recpiested.  This  rise,  with  a 22.4%  rate 
increase  to  cover  mounting  costs  for  existing  cov- 
erage, is  now  being  studied  hv  the  Ohio  Dejjart- 
ment  of  Insurance. 

If  ])as.sed  on  schedule,  the  j)rogram  may  become 
effective  on  January  1 — and  benefit  as  manv  as 
148,000  subscribers  immediately.  Of  these,  one- 
third  may  he  entitled  to  a 50%  reduction,  Mr. 
Manni.x  .said. 


Aledicine  haunches  Campaign  to 
Help  Cut  Health  Care  Cost 

The  American  IMedical  Association  is  calling 
u])on  the  nation’s  physicians  to  alert  the  jnihlic, 
their  patients,  on  the  latent  dangers  involved  in 
self-jirescrihing  with  the  vast  number  of  non- 
prescrijition  or  over-the-counter  drug  products 
currently  being  used  at  a cost  running  into  mil- 
lions of  dollars  annually. 

The  A.M.A.  in  a news  editorial  .said  physicians 
also  owe  it  to  their  jiatients  to  discourage  them 
from  “throwing  their  money  out  the  window’’  on 
devices,  so-called  “cures,”  food  fads,  “health  lit- 
erature,” and  many  other  forms  of  ([uackery  cur- 
rently bilking  the  American  public  out  of  additional 
millions  of  dollars  a year. 

The  A.M.A.  News  editorial  said  in  part: 

“The  (piackery,  food-faddism  phase  of  the  pro- 
gram is  a continuation  of  a concerted,  nationwide 
cam])aign  against  door-to-door  peddlers,  self-styled 
health  and  nutrition  experts,  and  manufacturers  of 
useless  devices  and  gadgets  being  ])romoted  as 
‘cure-alls’  for  everything  ranging  from  ‘that  tired 
feeling’  to  arthritis  and  cancer. 

“Physicians  are  being  asked  to  tell  their  patients 
the  truth  about  vitamins,  rheumatism,  and  arthritis 
remedies  and  other  ])roducts  being  bought  by  the 
public  and  which  are  essentially  worthless  in  terms 
of  preserving  health,  relieving  jiain  and  suffering, 
and  knocking  out  disease.” 

Contributions  Through  AAIEF 
Increase  by  132% 

As  of  June  31,  1960,  the  receipts  of  the  Founda- 
tion were  132%  above  those  through  June  31st, 
1959 — a total  of  $295,302,  as  comi)ared  to  $126,- 
912  in  recei])ts  the  jirevious  year.  The  1959  figure 
includes  one  extra  month  because  the  ending  of  the 
fiscal  year  was  changed  to  January  31. 

I'orty-seven  states  have  shown  an  increase  over 
last  year’s  figures.  It  is  hoped  that  this  iiromising 
trend  continues,  making  1960  a banner  year. 

Rhode  Island  jibysicians  have  for  the  most  jiart 
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Ill  active  people  who  won’t  take  time  to  eat  properly,  mvadec  can  help  prevent  deficiencies  by 
providing  coniprehensi\'e  vitamin-mineral  support,  jnst  one  capsule  a day  supplies  therapeutic 
doses  of  9 important  vitamins  jilns  significant  quantities  of  11  essential  minerals  and  trace 
elements,  mvadec  is  also  valuable  in  vitamin  depletion  and  stress  states,  in  convalescence,  in 
chronic  disorders,  in  jiatients  on  salt-restricted  diets,  or  where\’er  therapeutic  vitamin-mineral 
supplementation  is  indicated. 

Each  MYADEC  Capsule  contains:  vitamins:  Vitamin  B12  crystalline— 5 meg.;  Vitamin  B2  (riboflavin)— 10  mg.; 
Vitamin  Ba  (pyridoxine  hydrochloride)  — 2 mg.;  Vitamin  Bi  mononitrate— 10  mg.;  Nicotinamide  (niacinamide)  — 
100  mg.;  Vitamin  C (ascorbic  acid)— 150  mg.;  Vitamin  A— (7.5  mg.)  25,000  units;  Vitamin  D — (25  meg.)  1,000 
units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate)  — 5 LU.  minerals:  (as  inorganic  salts)  Iodine  — 0.15  mg.; 
Manganese— 1 mg.;  Cobalt  — 0.1  mg.;  Potassium  — 5 mg.;  Molybdenum  — 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.; 
Zinc— 1.5  mg.;  Magnesium  — 6 mg.;  Calcium— 105  mg.;  Phosphorus— 80  mg.  Bottles  of  30,  100  and  250. 
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preferred  to  make  their  medical  school  gifts  di- 
rectly to  the  school  of  their  choice,  rather  than 
through  the  AMEF.  Thus,  in  1939  of  the  438  con- 
tributors from  Rhode  Island  only  33  routed  their 
donations  through  AMEF,  although  the  state’s 
total  giving  of  $26,293.60  compared  very  favorably 
with  states  having  comparable  medical  populations. 

Group  Medical  Practice  Units 
Increase  Threefold  in  14  Years 

There  are  now  more  than  three  times  as  many 
group  medical  practice  units  in  the  United  States 
as  there  were  in  1946.  according  to  a rejiort  pre- 
sented in  Xew  Orleans  last  month  to  the  American 
Association  of  Medical  Clinics  by  Dr.  S.  David 
Pomrinse  of  W ashington.  D.  C. 

Dr.  Pomrinse,  Chief  of  Health  Professions  in 
the  U.  S.  Public  Health  Service,  Department  of 
Health,  Education  and  W elfare,  presented  a pre- 
liminary report  on  a survey  of  group  practice  in 
the  L'.  S..  conducted  in  1939,  along  the  same  lines 
as  one  that  was  made  in  1946.  Marcus  H.  Cold- 
stein,  Ph.D.,  of  the  Public  Health  Service,  col- 
laltorated  in  the  prej)aration  of  both  reports. 

The  response  of  the  group  practice  units  studied 
was  almost  j)recisely  the  same — about  80^ — in 
both  .studies.  Of  those  responding  a])])roximately 
379^  in  both  studies  were  found  to  be  "true”  med- 
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ical  i)ractice  groups  of  three  or  more  full-time  phy- 
sicians providing  services  in  more  than  one  medical 
field  or  specialty,  with  their  combined  income  dis- 
tributed according  to  a prearranged  plan. 

In  1946,  there  were  368  groujis  of  this  type  and 
in  1939.  1134  such  groups  found  to  be  operating 
in  the  U.  S.  Since  in  both  studies  20^/(  of  question- 
naires were  not  returned,  the  total  number  of  such 
groups  in  1946  may  be  estimated  at  about  433,  and 
in  1939,  about  1,383. 

In  the  1134  multi-specialty  groups  of  three  or 
more  jdiysicians,  are  10,083  full-time  ithysicians 
and  1 .363  physicians  serving  part-time,  more  than 
three  times  as  many  as  in  1946.  In  addition  there 
are  219  multi-specialty  groups  having  fewer  than 
three  full-time  physicians  in  which  there  are  333 
full-time  and  3,062  part-time  physicians  engaged. 

While  the  number  of  these  multi-specialty 
groups  has  grown  by  a national  ratio  of  3.1  since 
1946.  the  largest  regional  growth  ratio  (4.4)  has 
been  in  the  South  Atlantic  states,  followed  by  the 
east  South  Central  ( 4.2  i and  the  Pacific  states 
( 3.6).  The  smallest  rate  of  growth  (2.0)  has  been 
in  the  Mountain  states  and  in  Xew  England  (2.2). 

Actually,  only  1.3'/^  of  all  these  groups  are  in 
Xew  England,  while  13^  of  them  are  in  the  middle 
and  South  .Atlantic  states.  The  Central  states  ac- 
count for  63.3%,  the  Mountain  states  for  7.3%  and 
the  Pacific  states  for  14.6%  of  all  U.  S.  groups. 
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tach  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vi.amin  B,,  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1 15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B,) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Choline  Bitartrate 
25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C)  as  Calcium  Ascorbate 


50  mg.  • 1-Lysine  Monohydrochloride  25  mg.  • Vitamin  E 
(Tocopherol  Acid  Succinate)  10  Int.  Units  • Rutin  12.5  mg.  • 
Ferrous  Fumarate  (Elemental  iron,  10  mg.)  30.4  mg.  • Iodine 
(as  Kl)  0.1  mg.  • Calcium  (as  CaHPOa)  35  mg.  • Phosphorus  (as 
CaHPOj)  27  mg.  • Fluorine  (as  CaFJ  0.1  mg.  • Copper  (as  CuO) 
1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese  (as  MnOj) 
1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO)  1 mg.  • Boron 
(as  NajBjOj.lOHjO)  0.1  mg.  Bottles  of  100,  1000. 
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The  percentage  of  all  practicing  physicians  who 
are  in  grouj)  practice  is  also  lowest  in  the  New  Eng- 
land and  North  Atlantic  areas,  and  greatest  in  the 
Midwest.  Nationwide,  the  study  reveals  that  in 
1959,  6.21%  of  all  ])racticing  j)hysicians  were  in 
full-time  group  practice  and  0.85%  more  are  part- 
time  group  practitioners.  This  compares  with 
2.64%  full-time  and  0.35%  part-time  practitioners 
in  1946. 

As  to  the  size  of  these  medical  groups,  there  have 
been  slight  increases  in  the  proportion  of  groups  in 
the  smallest  and  largest  categories  since  1946.  57% 
have  from  three  to  five  full-time  physicians;  24%. 
from  si.x  to  ten  physicians;  7.5%  from  eleven  to 
fifteen  physicians  and  11%  have  sixteen  or  more 
full-time  physician  members. 

The  study  shows  that  most  newly  formed  groui)s 
are  small,  and  they  tend  to  grow  with  age.  899  (or 
79%  ) of  the  1 1 54  multi-specialty  groups  with  3 or 
more  full-time  physicians,  were  organized  since 
1940.  The  groups  rej^orted  they  planned  to  add 
more  than  1000  new  full-time  j)hvsician  memliers 
in  1960. 

Medical  Emergency  Radio  Service  Denied 

The  Federal  Communications  Commission  has 
announced  that  for  the  ])resent  it  will  not  assign 
.s])ecific  radio  frequencies  for  the  exclusive  use  of 
the  nation’s  physicians. 

In  not  taking  any  current  action  on  a petition 
filed  by  the  American  Medical  Association,  FCC 
said  that  frequency  demand  and  availability  does 
not  justify  such  an  allocation  for  a new  medical 
emergency  radio  service.  FCC  said,  however,  that 
alternative  means  of  satisfying  such  use  is  under 
consideration. 

The  A.M.A.  had  asked  FCC  to  change  its  rules 
so  that  the  medical  profession  could  set  up  a pri- 
vate two-way  radio  service.  This  would  he  known 
as  Physicians’  Radio  Service.  The  petition  had 
explained  that  medical  emergency  service  is  needed 
not  only  in  routine  practice,  but  also  for  use  in 
mobilizing  physicians  during  periods  of  extreme 
national,  regional,  or  local  emergency. 

Improvement  Reported  m Stipends 
for  Interns,  Residents 

Stipends  paid  interns  and  residents  showed  im- 
provement in  many  of  the  nation’s  hospitals  during 
the  year  ended  June  30,  1960,  a report  by  the  Amer- 
ican Medical  Association  stated  recently. 

The  average  cash  stipend  per  intern  in  hos])itals 
affiliated  with  medical  schools  was  $166  per  month, 
a seven  per  cent  increase  over  the  previous  year. 
In  hospitals  not  affiliated  with  medical  schools,  the 
average  stipend  was  $207,  an  increase  of  four  and 
one-half  per  cent  over  the  previous  year. 

In  addition  to  the  cash  stipend,  the  report  said 
74  ])er  cent  of  the  hospitals  paid  full  maintenance 


for  unmarried  interns,  18  per  cent  jjaid  ])artial 
maintenance  while  8 ])er  cent  paid  none.  I'or  the 
married  intern,  full  maintenance  was  jirovided  by 
52  per  cent  of  the  hos])itals  and  i)artial  maintenance 
by  35  j)er  cent  while  13  per  cent  jiaid  none. 

Beginning  stij)ends  for  residencies  also  showed 
improvement. 

In  affiliated  hospitals,  the  report  said  39  per  cent 
of  the  residencies  ])aid  from  $101  to  $.100  ])er 
month.  In  the  nonaffiliated  grouj),  41  per  cent  of 
the  residencies  paid  from  $101  to  $350  per  month. 

A total  of  16  residencies  paid  more  than  $600 
])er  month,  including  eight  over  $700  and  two  over 
$950.  There  were  only  six  residencies  over  $700 
and  none  over  $950,  according  to  the  1958-59 
report. 

For  the  1959-60  academic  year,  there  were  9,457 
foreign  physicians  from  92  countries  training  in 
hospitals  throughout  the  United  States,  the  report 
.said.  This  is  a 13  per  cent  increase  over  the  number 
reported  in  the  previous  year. 

The  A.M.A.  and  the  Institute  of  International 
Education  co-o])erated  in  taking  one  census  of  all 
interns  and  residents,  including  American  and  for- 
eign graduates. 

Six  states  accepted  more  than  500  foreign  grad- 
uates. These  were  New  York  with  2,387  or  25  per 
cent,  Ohio  with  872  or  9 per  cent,  Pennsvlvania 
with  619  or  7 per  cent,  Mas.sachusetts  with  573  or 
6 per  cent,  Illinois  with  552  or  6 ])er  cent,  and  New 
Jersey  with  502  or  5 per  cent. 

Research  Findings  on  Treatment  of 
High  Blood  Pressure  Announced 

Research  findings  concerning  choice  of  treatment 
for  high  blood  jjressure  for  patients  throughout  the 
nation  were  announced  by  the  Veterans  Adminis- 
tration tf)day. 

The  findings  are  from  the  nation’s  first  large- 
scale  controlled  test  of  newer  drugs  in  general  use 
against  the  disease — a project  under  way  in  eight 
\’A  hospitals  for  nearly  two  years. 

Dr.  Edward  D.  Freis  of  the  Washington,  D.  C., 
\h\  hospital,  chairman  of  the  study,  said  the  infor- 
mation gained  on  the  safety  and  relative  effective- 
ness of  the  compounds  should  enable  doctors  to 
better  choose,  from  among  the  available  antihyper- 
tensive drugs,  treatment  most  useful  for  the  indi- 
vidual patient. 

For  patients  with  mild  high  blood  pressure,  a 
combination  of  two  compounds,  reserpine  and 
hvdralazine,  was  found  more  effective  than  reser- 
pine alone.  Reserpine  alone  was  found  to  have  little 
effectiveness  against  the  condition. 

For  patients  with  moderately  severe  high  blood 
pressure,  the  reserpine-hydralazine  combination 
was  considerably  more  effective  than  reserpine 
alone  and  was  better  tolerated  than  and  about  as 
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by  the  Rhode  Island  Medical  Society  had  seconded 
on  a nunil)er  of  occasions  hy  all  the  other  medical 
societies  that  to  he  efifective  the  indigent  medical 
care  program  must  he  a team  effort  requiring  the 
understanding  and  close  working  co-operation  of 
both  the  medical  society  and  the  Department  of 
Wei  fare  in  an  eff'ort  to  resolve  problems  in  a man- 
ner which  is  satisfactory  to  all  concerned  within 
the  particular  state.  It  was  felt  that  the  Rhode 
Island  Medical  Society  especially  was  to  he  com- 
plimented in  its  ability  to  attain  this  relationship 
and  the  assembly  requested  that  the  entire  sum- 
mary of  the  Rhode  Island  state  program  he  in- 
cluded in  the  minutes  of  the  day  which  are  to  he 
printed  and  distributed. 

Respectfully  submitted, 

Pktkr  L.  Mathieu,  Jr.,  .m.d..  Chairman 

COMMITTEE  ON  SCIENTIEIC  WORK 

Tlie  Committee  on  Scientific  Work  has  arranged 
for  the  Interim  Meeting  of  the  Society  to  he  held 
at  the  Squantum  Club,  in  East  Providence,  on 
Wednesday.  November  9.  I960,  starting  at  3:00 
p.M.  The  i)rogram  is  as  follows: 

PAX  EL:  Surijical-M  cdical  Management  of  the 
Older  Aged  Persons 
ftisciissors: 

William  H.  Harridge,  m.d.  Clinical  Assistant 
Professor  of  Surgerv.  University  of  Illinois  Col- 
lege of  Medicine,  Chicago,  Illinois ; .\ssociate 
Attending  Surgeon.  .St.  Francis  Hosiiital, 
Evanston,  111. 

Thomas  H.  McCavack,  m.d..  Chief.  Inter- 
mediate .Service,  \"A  Center  at  Martinshurg, 
W.  \’a. ; Professorial  Eecturer  in  Ceorge  Wash- 
ington University  School  of  Aledicine;  1925 
.Memlier,  L’niversity  of  California  Medical  Fac- 
ultv:  1936  Associate  Professor  of  Medicine, 
New  York  Medical  College;  1946  Professor  of 
Clinical  Medicine,  New  York  Medical  College, 
1943-1957  Director,  New  York  Medical  College 
and  Metrojiolitan  Hospital  Research  Unit,  and 
Director  and  past  president,  .American  Geri- 
atrics Society. 

Edward  Henderso.x,  .m.d.,  Editor-in-Chief, 
Journal  of  the  .Americ.\n’  GERL\TRirs  So- 
ciety ; Director  and  pa.st  president  of  the  .Amer- 
ican ( Geriatrics  Society. 

* * * 

Evening  Progi'am:  .At  the  conclusion  of  the  sci- 
entific program  a .social  hour  will  he  conducted,  to 
he  followed  hy  dinner.  A siieaker  at  the  dinner  is 
yet  to  he  named. 
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Aitxiliary  Meeting:  The  Woman’s  Auxiliary 
will  i)lan  to  have  a meeting  at  the  Squantum  Club 
the  same  afternoon,  and  the  memhers  will  join  with 
the  Society  at  the  dinner. 

Respectfully  submitted, 

Henri  E.  Gauthier,  m.d..  Chairman 


Saturday,  December  10.  Annual  Dinner- 
Dance.  Woman’s  Auxiliary  to  the  Rhode 
Island  Medical  Society  (evening). 

Monday,  January  9,  1961.  Annual  Meeting 
of  the  Providence  Medical  Association, 
Medical  Library  (8:30  P.M.). 


PROVIDENCE  MEDICAL 
ASSOCIATION 
COMING  MEETINGS 

Monday,  December  5,  I960 

Role  of  Chemicals  in  the 
Treatment  of 
Advanced  Cancer 

Louis  A.  Leone,  m.d. 


Monday,  January  2,  1961 

Contributions  of  Surgical 
Research  to  Human 
Physiology 

F.  A.  SiMEONE,  M.D. 

(of  Cleveland) 

AT  THE  MEDICAL  LIBRARY 
. . . 8:30  p.M. 


What’s  she  doing  that’s  of  medical  interest? 


le’s  drinking  a glass  of  pure  Florida 
ange  juice.  And  that’s  important  to 
r physician  for  several  reasons. 

How  your  patients  obtain  their  vita- 
ins  or  any  of  the  other  nutrients  found 
citrus  fruits  is  of  great  medical  inter- 
: — considering  the  fact  there  are  so 
my  wrong  ways  of  doing  it,  so  many 
bstitutes  and  imitations  for  the  real 
ing. 

Actually,  there’s  no  better  way  for 
is  young  lady  to  obtain  her  vitamin  C 
an  by  doing  just  what  she  is  doing. 


for  there’s  no  better  source  than  oranges 
and  grapefruit  ripened  in  the  Florida 
sunshine.  There’s  no  substitute  for  the 
result  of  nature’s  own  m)'sterious  chem- 
istry, flourishing  in  the  warmth  of  this 
luxurious  peninsula. 

An  obvious  truth,  you  might  say,  but 
not  so  obvious  to  the  parents  of  many 
teen-agers. 

We  know  that  a tall  glass  of  orange 
juice  is  just  about  the  best  thing  they 
can  reach  for  when  they  raid  the  refrig- 
erator. We  also  know  that  if  you  en- 


courage this  refreshing  and  healthful 
habit  among  your  young  patients  — and 
for  that  matter,  your  patients  of  any  age 
— you’ll  be  helping  them  to  the  finest 
between-meals  drink  there  is. 

Nothing  has  ever  matched  the  quality 
of  Florida  citrus— watched  over  as  it 
is  by  a State  Commission  that  enforces 
the  world’s  highest  standards  for  quality 
in  fresh,  frozen,  canned  or  cartoned 
citrus  fruits  and  juices. 

That’s  why  the  young  lady’s  activities 
are  of  medical  interest. 

©Florida  Citrus  Commission,  Lakeland,  Florida 
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THROUGH  THE  MICROSCOPE 
concluded  from  page  733 

effective  as  reserpine  plus  ganglion-blocking  drugs. 

Combinations  of  reser])ine  with  each  of  three 
ganglion-blocking  drugs — mecaniylaniine.  chlori- 
sondamine,  and  pentolininm  tartrate — were  tested 
against  both  moderately  severe  high  blood  ])ressnre 
and  severe  hy])ertension. 

Ivach  of  the  three  blocking  drugs,  with  reser])ine, 
produced  significant  reductions  in  blood  i)ressure. 
d he  three  were  about  ecpial  in  effectiveness  bnt 
varied  slightly  in  fre(|uency  of  undesirable  reactions 
])roduced. 

Chlorisondamine  treatment  was  associated  with 
visual  disturbances  in  patients,  and  mecamylamine 
produced  slightly  more  dryness  of  the  mouth  and 
l)ladder  difficulty  than  did  chlorisondamine  or  pen- 
tolinium  tartrate. 

( )f  the  101  patients  receiving  reserpine  plus 
hydralazine,  the  treatment  was  discontinued  in  nine 
because  of  development  of  drug  reactions  such  as 
headache,  stomach  upset,  or  nervousness. 

The  co-o])erative  study,  involving  some  320 
patients  with  high  blood  pressure,  was  made  at  the 
X’.A  hospitals  in  Ilrooklyn,  X.  Y.  ; Chicago  (W  est 
Side  VA  Hos])ital  ) ; Iowa  City;  Oklahoma  City; 
Richmond.  \'a. ; San  Juan,  P.  R. ; Seattle,  W ash., 
and  W ashington,  I).  C. 


Curran  & Burton,  Inc. 


INDUSTRIAL 
AND  WHOLESALE 


COAL  OIL 

17  CUSTOM  HOUSE  STREET 
PROVIDENCE,  R.  I. 

DExter  1-3315 


di6  you  know  ? 

• That  at  lea.st  53  insurance  companies  are  issuing 
individual  and  family  health  insurance  policies 
which  are  guaranteed  renewable  for  life  or  to 
later  than  age  65. 

• That  health  insurance  benefit  payments  by 
insurance  companies  during  the  first  six  months 
of  i960  totaled  more  than  $1.5  billion,  up  eight 
per  cent  over  the  first  half  of  1959. 

• That  in  28  of  the  nation’s  50  states,  more  than 
65  per  cent  of  the  population  have  health  insur- 
ance. 


INDEX  OF  ADVERTISERS 

.Vines  Company  

PAGE 

678 

K.  P.  .Anthony 

703 

P)e.st  Foods  

679 

J.  E.  P)rennan 

702 

Bristol  Laboratories  677, 

683,  691,  723 

Butterfield's  Drug  Store  

722 

Hattie  Ide  Chaffee  Home  

680 

Ciba  Pharmaceutical  Products 

3rd  Cover 

Curran  & Burton  

736 

Derosier  .Agencv  

706 

Desitin  Chemical  Companv  

674 

Plndo  Laboratories  

684 

P'lorida  Citrus  Commission  

735 

PAiller  Alemorial  Sanitarium  

715 

William  H.  Harris  

710 

Industrial  National  Bank  

729 

Lederle  Laboratories, 

t)8(),  717,  732,  672,  673  Insert  between  684-685,  685 

Fdi  I.illv  and  Companv  

Front  Cover 

McDonald  Drug  Store  

716 

Medical  Bureau  

690 

Medical  Management  

710 

Merck,  Sharp  & Dohme  

689,  711,  727 

M tin  roe  Dairv  

713 

Parke,  Davis  & Company, 

Inside  Front  Cover,  6(')9,  731 

F’hvsicians  Service  

676 

R.  1.  Hospital  Trust  

670 

.A.  H.  Robins  Insert  between  720-721 

Sandoz  

681 

(j.  I).  Searle  

692 

Smith  Dorsev  

675,  719 

.Smith,  Kline  &•  French 

Back  Cover 

E.  R.  Squibb  

682 

Wallace  Laboratories  

686 

Warwick  Club  Beverages  

728 

Winthrop  Laboratories  

687.  724,  725 

Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASIl! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J.  A.:  J.  South  Carolina 
Complete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  “. . . in  about  70 
per  cent  of  cases . . .”* 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  antihypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  antihypertensives, 


Serpasil  minimizes  the  incidence  and  severity 
of  their  side  effects.  " 


M.  A.  51:417  (Dec.)  1955. 


/asaoMS 


IN  CHILDREN  COMPAZINE*  RELIEVES  NAUSEA 

brand  or  prochlorperazine 

STOPS  VOMITING  FROM  VIRTUALLY  ANY  CAUSE 


a major  advantage  with  ^Compazine'  . . . Nausea  and  vomiting 
are  usually  controlled  during  the  first  day  of  therapy. 
Therefore,  more  than  one  day’s  therapy  is  seldom  necessary. 

Useful  ‘Compazine’  dosage  forms  for  children  include 
‘Compazine’  Syrup  (5  mg./5  cc.),  and  23^  mg.  and 

5 mg.  Suppositories. 

It  is  important  always  to  use  the  lowest  effective 
dosage,  because  as  dosage  is  raised  the  possibility 
of  side  effects  increases.  For  dosage,  cautions 
and  contraindications,  see  comprehensive 

S.K.F.  literature. 


SMITH 

KLINE© 

FRENCH 


DECEMBER,  1960 


9Jc0MM.m€MZ 


Volume  XLIII,  No.  12 
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Pulvules® 

liosone^ 

. . . in  a more  acid-stable  form  ...  for  greater  therapeutic  activity 

• more  antibiotic  available  for  absorption 

• new  prescribing  convenience 

• same  unsurpassed  safety 

Pulvules  • Suspension  • Drops 

llosone'®  (propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  I N D I A N A,  U.  S.  A. 
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for  every  phase  of  cough... 
comprehensive  relief 


IMBENYL  EXPECTORANT 


^BENYL  EXPECTORANT  quickly  comforts  the 
)ughing  patient  because  it  is  formulated  to 
ilieve  all  phases  of  cough  due  to  upper 
ispiratory  infections  or  allergies.  Combining 
mbodryl®— potent antihistam in ic;  Benadryl®— 
le  time-tested  antihistaminic-antispasmodic; 
id  three  well-recognized  antitussive  agents, 

43ENYL  EXPECTORANT; 

loothes  irritation  • quiets  the  cough  reflex 
decongests  nasal  mucosa  • facilitates  expec- 
ration  • decreases  bronchial  spasm  • and 
stes  good,  too. 


Each  fluidounceof  AMBENYL  expectorant '^contains: 


Ambodryl®  hydrochloride 24  mg. 

(bromodiphenhydramine  hydrochloride,  Parke-Davis) 

Benadryl®  hydrochloride 56  mg. 

(diphenhydramine  hydrochloride,  Parke-Davis) 

Dihydrocodeinone  bitartrate Ve  gr. 

Ammonium  chloride 8 gr. 

Potassium  guaiacolsulfonate 8 gr. 

Menthol q.s. 

Alcohol 5% 


Supplied:  Bottles  of  16  ounces  and  1 gallon. 

Dosage:  Every  three  or  four  hours-adults,  1 to  2 tea- 
spoonfuls; children  Vz  to  1 teaspoonful.  svuo 

Exempt  narcotic 


PARKE,  DAVIS  & COMPANY 
Detroit  32,  Michigan 


PARKE-DAVIS 


738 


RHODE  ISLAND  MEDICAL  JOURNAL 


i 

i 

I 

k 

I 

1 

k 

f 

I 

& 

% 

i 

I 

a? 

i 

i 


MEDICAL  CLEARING  BUREAU 

ELEANOR  TAYLOR,  director 


"Serving  Rhode  Island  Physicians  Since  1932" 
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a broad  spectrum 
non-narcotic  analgesic 

Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^  ® 
and  quiets  the  psyche.^  ® ® '' 

The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically®  in  a 
number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a series  of 
862  patients,®  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,^  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  . . will 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”® 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.®’®  In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain tension—^  spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as:  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 


Dosage 

The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 
The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 
daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 
for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 
minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [Trancopal®  brand].  Bottles  of  100  and  1000. 


Trancoprin  Tablets  / non-narcotic  analgesic 


Hcfcrences:  l.  DeNyse,  D.  L.:  M.  Times  87:1512,  Nov.,  1959.  2.  Ganz, S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3.  Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Kearney.  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  6.  MuIIin,  W.  G.,  and  Epifano,  Leonard:  Am. 
Pract.  & Digest  Treat.  10:1743,  Oct.,  1959.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories.  9.  Hergesheimer,  L.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  practice,  to  be  submitted. 


LABORATORIES , New  York  18,  N.  Y. 


Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  reg.  U.  S.  Pat.  Off. 
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NOW... FOR  STUDENTS 
SPECIAL  RATES  UNDER 
BLUE  CROSS- 
PHYSICIANS SERVICE 

Welcome  news  for  young  men  and  women  studying  at  schools 
and  colleges  above  high  school  level . . . and  for  parents,  too! 
Rhode  Island  Blue  Cross  and  Physicians  Service  have  developed 
a special  low  cost  membership  for  students. 

WHO  IS  ELIGIBLE:  Full  -time  students  up  to  the  age  of  24  are 
now  eligible  for  this  new  membership  at  special  low  rates.  This 
includes  students  beyond  the  high  school  level  enrolled  in 
recognized  colleges,  technical,  or  specialized  schools.  If  you  or 
any  of  your  children  qualify  — whether  or  not  you  are  already 
Blue  Cross  members  — it  will  pay  you  to  act  now. 

HOW  TO  JOIN:  For  more  information  and  an  application,  send 
your  name  and  address  to: 

Direct  Pay  Dept. 

Blue  Cross-Physicians  Service 
31  Canal  St.,  Providence,  R.  1. 

PHONE:  TE  1-7300 


Provides  greater  assurance  of  more  comprehensive  relief  in  acute 
self-limiting  diarrheas  through  the  time-tested  effectiveness  of  two 
outstanding  antidiarrheals  — Donnagel  and  a paregoric  equivalent. 
Tastes  good,  too! 

Each  30  cc.  (1  fl.  oz.)  of  Donnagel-PG 

Powdered  opium  U.S.F 24.0  mg. 

(equivalent  to  paregoric  6 ml.)  coDtrol  of  bacterial  'diarrheas.* 

Kaolin  6.0  Cm. 

Pectin 142.8  mg.  . rTjTjTJESlL  ~ th e basic  formula  — 

^ Wyamint^s^ifa^te  0.1037  mg.  - When  paregoric  or  an  antibiotic  is  not 

atropine  sulfate  0.0194  mg.  required. 

hyoscine  hydrobromide  0.0065  mg. 

Phenobarbital  ( ',  i gr.)  16.2  mg.  <«>  Is'’ 

Supplied:  Pleasant-tasting  banana  fla-  A.  H.  ROBINS  CO.,  INC." 

vored  suspension  in  bottles  of  6 fl.  oz.  RICHMOND  20,  VIRGINIA 


for  those 
troublesome 
.cases  of 
acute 

nonspecific 

diarrhea 


Beating 
too  fast? 


Slow  it 
down  with 

SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 
(reserpine ciBA)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 


CIBA 


3/  2ei9MB 
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a book  is  to  look  at 


cats  are  so  you  can  have  kittens 


REDISOL,  is  so  kids  have  better  appetites 


Redisol  (Cyanocobalamin,  crystalline  vitamin  B12)  often  stimulates  children's  appetites  with  consequent  weight  gain. 
Tiny  Redisol  Tablets  (25. 50, 100,  250  meg.)  dissolve  instantly  in  the  mouth,  on  food  or  in  liquids. 

Also  available:  cherry-flavored  Redisol  Elixir  (5  meg.  per  5-cc.  teaspoonful);  Redisol  Injectable, 
cyanocobalamin  injection  USP  (30  and  100  meg.  per  cc.,  10-cc.  vials  and  1000  meg.  per  cc.  in  1, 5 and  10-cc.  vials). 


Drawings  reproduced  from  "A  Hole  Is  to  Dig",  copyright  by  Ruth  Krauss  and  Maurice  Sendak,  published  by  Harper  k Brothers. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 

S]3  MERCK  SHARP  & DOHME,  DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  I, 


PA. 


REOlSOt  IS  K TRADEMARK  OF  MERCKvi  CO.,  INC. 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PORTLAND,  OREGON 

Wednesday,  January  11,  1961 
The  Sheraton  Portland  Hotel 

MONTGOMERY,  ALABAMA 

Friday,  January  13,  1961 
The  Whitley  Hotel 

MINNEAPOLIS,  MINNESOTA 

Monday,  January  16,  1961 
The  Hotel  Leamington 

LEMONT,  ILLINOIS 

Wednesday,  January  18,  1961 
The  White  Fence  Farm 

CINCINNATI,  OHIO 

Sunday,  January  22,  1961 
The  Netherland  Hilton  Hotel 

NEW  DORP,  STATEN  IS.,  N.  Y. 

Wednesday,  February  15,  1961 
The  Tavern  on  the-Green 

CHARLESTON,  SOUTH  CAROLINA 

Thursday,  February  23,  1961 
The  Francis-Marion  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  25,  1961 
The  Westward  Hotel 

BAKERSFIELD,  CALIFORNIA 

Friday,  March  3,  1961 
The  Bakersfield  Hacienda 

WILLIAMSBURG,  VIRGINIA 

Wednesday,  March  8,  1961 
The  Williamsburg  Lodge 

ALBUQUERQUE,  NEW  MEXICO 

Saturday,  March  11,  1961 
The  Hilton  Hotel 

OMAHA,  NEBRASKA 

Thursday,  March  16,  1961 
The  Sheraton-Fontenelle  Hotel 

PHOENIX,  ARIZONA 

Saturday,  March  18,  1961 
The  Westward  Ho  Hotel 

LOUISVILLE,  KENTUCKY 

Thursday,  March  23,  1961 
The  Sheraton-Seelbach  Hotel 


BAY  SHORE,  LONG  ISLAND, 
NEW  YORK 

Wednesday,  April  12,  1961 
The  LaGrange  Inn 

BUTTE,  MONTANA 

Saturday,  April  22,  1961 
The  Finlen  Hotel 

ITHACA,  NEW  YORK 

Thursday,  April  27,  1961 
The  Statler  Club 

ERIE,  PENNSYLVANIA 

Wednesday,  May  3,  1961 
The  Hotel  Lawrence 

SACRAMENTO,  CALIFORNIA 

Wednesday,  May  10,  1961 
The  El  Dorado  Hotel 

LOS  ANGELES,  CALIFORNIA 

Wednesday,  June  7,  1961 
The  Statler  Hotel 


UEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 


FIORINAL 


relieves  pain , 
muscle  spasm, 
nervous  tension 


rapid  action  • non-narcotic  • economical 


“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isohutylallylharhituric  acid,  [Fiorinal]  to  he  one  of  the  most 

effective  medicaments  for  the  symj)tomatic  treatment  of  headache  due  to  tension.” 

Frinlnian.  A.  1’..  and  Merrill.  H.  M. : 163  illll  (Mar.  .30)  1957. 


Enrh  contains:  .Sandoptal  ( Allylharbituric  Arid  N.F.  X) 

50  mg.  ( 3/ 1 gr. ) , caffeine  40  mg.  (2/3  gr. ) , acetylsalicylic  acid 
200  mg.  1 3 gr.  I . arrtophenetidin  1.30  mg.  (2gr.  I. 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 [ler  day. 


\v;n];il)le:  Fiorinal  T;ihlets  and 
Vow  Form  — Fiorimil  (l.apsulcs 


SANDOZ 
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MdUlft  Ids/  CiwffeA 

A non-profit  nursing  home  for 
Convalescent  and  Terminal  Care 
of  CANCER  PATIENTS  EXCLUSIVELY 

Edwin  F.  Morgan,  President 
Eva  M.  Dickson,  Administrator 

Pleasantly  Located  on  7 Acres  at  200  Wampanoag  Trail, 
East  Providence  15,  R.  I.  Tel.  GEneva  4-1520 


Wherever  you  go 
forget  your  telephone 
calls.  Well  take  them 
for  you,  day  or  night. 


MEDICAL  BUREAU 

of  the 

Providence  Medical  Association 


Hydroflumethiazide  • Reserpine 


Protoveratrine  A 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — i tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

Protoveratrine  A — a centrally  mediated 

vasorelaxant 0.2  mg. 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 


Comprehensive  information  on  dosage  and  precautions 
in  official  package  circular  or  available  on  request. 


BRISTOL  LABORATORIES  • Syracuse,  New  York 
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Proven 

in  over  five  years  of  elinical  use  and 
more  than  750  published  clinieal  studies 

Effective 

for  relief  of  anxiet^'  and  tension 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

“o  does  not  produce  ataxia,  change  in  appetite  or  libido 

^9  does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

p does  not  impair  mental  efficiency  or  normal  beha\  ior 

Miltown* 

meprobomate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets;  or  as  meprotabs*— 400  mg.  unmarked,  coated  tablets. 

WALLACE  LABORATORIES /Crrt;d7nrv,  \ . 


outstanding 

nutritional 

research 

achievement 


MAZOLA 


MARGARINE 

scientifically  formulated  with 
pure  liquid  non -hydrogenated 
MAZOLA  Corn  Oil. 


Mazola  Margarine  is  an  economical  tablespread  and 
serves  as  a solid  shortening,  rich  in  linoleic  acid  and  low 
in  the  more  saturated  fatty  acids  — making  it  an  ideal 
dietary  adjunct  in  the  management  of  serum  cholesterol. 
It  contains  2 to  3 times  as  much  linoleic  acid  as  any  other 
margarine  in  the  grocery  store,  and  5 to  8 times  as  much 
as  butter.  It  contains  no  dairy  or  animal  fats,  no  coconut 
oil,  and  no  cholesterol. 


Two  ounces  or  56.8  Gm.  (4  tablespoons)  of 
MAZOLA  Margarine  supply: 


Linoleic  acid  12  Gm. 

Oleic  acid 23  Gm. 

Saturated  fatty  acids  8 Gm. 


Mazola  Margarine  is  indistinguishable  from  other 
quality  margarines  as  to  taste,  aroma  and  handling 
characteristics.  Thus,  it  can  be  part  of  the  regular  diet 
for  the  whole  family,  including  the  hypercholesterolemic 
patient.  The  major  ingredient  in  Mazola  Margarine  — 
liquid  Mazola  Corn  Oil— is  NOT  hydrogenated,  thereby 
preserving  its  rich  content  of  linoleates. 


Send  for  free  booklet: 
"Recent  Advances  in  the  Dietary  Control 
of  Hypercholesterolemia.” 


BEST  FOODS  • Division  of  Corn  Products  Co., 


Plant  sterols  (sitosterols) 215  mg. 

Natural  tocopherols  30  mg. 

Vitamin  A 1870  USP  units 

Vitamin  D 250  USP  units 

Calories  415 


Available  in  the  refrigerator  sections  of  grocery 
stores  in  the  same  general  price  range  as  other 
premium  quality  margarines,  in  1-lb.  packages  (four 
1/4  lb.  sticks). 


NEW  YORK  22,  N.Y. 


now-for 
more  comprehensive 

control  of 


INDICATIONS 
Head:  temporomandibular 
muscle  spasm  • Neck:  acute 
torticollis,  osteoarthritis  of  cer- 
vical spine  with  spasm  of  cervical 
muscles,  whiplash  injury  • Trcnk  and  Chest:  costochondritis,  intercostal  myositis,  xiphodynia  • Back: 
acute  and  chronic  lumbar  strains  and  sprains,  acute  low  back  pain  (unspecified),  acute  lumbar  arthritis 
and  traumatic  injury,  compression  fracture,  herniated  intervertebral  disc,  post-disc  syndrome,  strained 
muscle (s)  • Extremities  : acute  hip  injury  with  muscle  spasm,  ankle  sprain,  arthritis  (as  of  foot  or  knee), 
blow  to  shin  followed  by  muscle  spasm,  bursitis,  spasm  or  strain  of  muscle  or  muscle  group,  old  fracture 
with  recurrent  spasm,  Pellegrini-Stieda  disease,  tenosynovitis  with  associated  pain  and  spasm. 


-pain  due  to 
or  associated  with 
-spasm  of  skeletal  muscle 


a new  muscle  relaxant-analzesic 


Many  conditions,  painful  in  themselves,  often  give  rise  to  spasm  of  skeletal  muscles. 
Robaxisal,  the  new  dual-acting  muscle  relaxant-analgesic,  treats  both  the  pain  and 
the  spasm  with  marked  success:  In  clinical  studies  on  31 1 patients,  12  investigators^ 
reported  satisfactory  results  in  86.5%.  Each  Robaxisal  Tablet  contains: 


• A relaxant  component — Robaxin*  — widely  recognized  for  its  prompt,  long-lasting  relief  of 

painful  skeletal  muscle  spasm,  with  unusual  freedom  from  undesired  side  effects 400  mg. 

• Methocirbamol  Robins.  U.S.  Pat.  No.  2770649. 

• An  analgesic  component — aspirin — ^whose  pain-relieving  effect  is  markedly  enhanced  by  Robaxin, 
and  which  has  added  value  as  an  anti-inflammatory  and  anti-rheumatic  agent.  . . . (S  gr.)  325  mg. 


Sl’PPLY:  ROBAXIS.4L  Tablets  (pink-and- 
white,  laminated)  in  bottles  of  100  and  500. 

Also  available:  Kobaxin'  Injectable,  1.0  Gm. 
in  10-cc.  ampul.  Robaxim  Tablets,  0.5  Gm. 
(white,  scored)  in  bottles  of  50  and  500. 


...or  vilien  anxiety  accompanies  pain  and  spasm:  Robaxisal®-PH 
(Robaxin®  with  Phenaphen®).  Sedative-enhanced  analgesic  and  skeletal 
muscle  relaxant.  Each  two  white-and-green  laminated  Robaxisal-PH  tab- 
lets contain : methocarbamol  800  mg.,  plus  the  equivalent  of  one  Phenaphen 
capsule  (phenacetin  194  mg.,  acetylsalicylic  acid  162  mg.,  hyoscyamine  sul- 
fate 0.031  mg.,  and  gr.  phenobarbital  16.2  mg.).  Bottles  of  100  and  500. 


^Clinical  reports  io  files  of  A.  H.  Robins  Co..  Inc.,  from:  J.  Allen,  Madison,  Wise..  B.  Billow,  New  York,  N.  Y.,  B.  Decker,  Ricbmond,  Va., 
C.  Freeman,  Jr.,  Augusta,  Ga..  R.  B.  Gordon,  New  York,  N.  Y.,  J.  E.  Holmblad.  Scbenectady.  N.  Y.,  L.  levy.  New  York.  N.  Y.,  N.  LoBue. 
Chicago  Heights.  111.,  H.  Nachman,  Richmond,  Va..  A.  Poindexter,  Los  Angeles,  Cal.,  £.  Rogers,  Brooklyn,  N.  Y.,  K.  H.  Strong.  Fairfield,  la. 
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n£M^dujd^: 


“almost  universally  rapidly  curative”^  in 

infantile  eczema 


Biopsy  section  from  skin  stained 
with  osmic  acid  after  treatment 
for  one  week  with  placebo  base 
shows  little  unsaturated  oil  (black 
stain)  on  the  surface  and  practi- 
cally none  within  the  epidermis. 


Biopsy  section  from  skin  stained  with  osmic 
acid  after  treatment  with  Desitin  Ointment 
for  one  week  shows  much  unsaturated  oil 
(black  stain)  on  the  surface  and  also  within 
the  epidermis.  Unsaturated  oils  are  impor- 
tant constituents  of  natural  emollients. 


DESITIN 

OINTMENT 


restores  unsaturates  via  fatty  acids  of  external  cod  liver  oil 


Spoor  findsi  that  Desitin  Ointment  topically 
replenishes  unsaturated  fatty  acids  dermally 
deficient^"*  in  many  babies  with  infantile 
eczemas.  Desitin  Ointment  was  selected  be- 
cause its  rich  cod  liver  oil  unsaturates 
resemble  those  naturally  found  in  the  skin. 

1.  Spoor,  H.  J.:  New  York  St.  J.  M.  60:2863,  1960. 

2.  Wiese,  H.  F.,  et  al.:  J.  Nutrition  66:345,  1958. 

3.  Smith,  L.  W.,  et  al.:  Amer.  J.  Med.  Sc.  237:600,  1959. 

4.  Nutrition  Reviews  17:136,  1959. 


Desitin  plus  antiallergenic  therapy 
proved  . . . 

“almost  universally  rapidly  curative”, 
with  great  improvement  or  clearing  of 
the  condition  in  all  babies  in  from  one 
to  five  iveeksd 

for  samples  of  soothing,  protective,  healing 
Desitin  Ointment  and  reprint,  please  write... 

DESITIN  CHEMICAL  COMPANY 

812  Branch  Avenue,  Providence  4,  R.  I. 
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more  and  more  physicians  are  prescribing  this  tripie  suifa 


TER  FO  N YL 

Squibb  Triple  Sulfas  (Trisulfapyrimidines) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


• specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  • soluble  in  urine  through  entire  physiologic  pH  range 

• minimal  disturbance  of  intestinal  flora  * excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  * extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb 


Squibb  Quality  — the  Priceless  Ingredient 

'TERFONYL'  IS  A SQUIBB  TRADEMARK 


! 
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RHODE  ISLAND  HAS  LOWEST  INFANT  MORTALITY  RATE 

Statement  issued  by  the  Children’s  Bureau,  Social  Security  Administration, 
United  States  Department  of  Health,  Education,  and  Welfare, 

November  2,  I960 


The  infant  mortality  rate  in  the  United 
States  was  reduced  7.9  per  cent  lietween  1950 
and  1958,  according  to  data  in  the  newly  published 
1959  United  Nations  Demoiiraphic  Yearbook. 

After  declining  for  two  decades,  the  United 
States  infant  mortality  rate  went  up  from  an  all- 
time  low  of  26.0  deaths  under  one  year  per  1,000 
live  births  in  1956  to  26.3  in  1957  and  27.1  in  1958. 
In  1915.  when  data  were  first  gathered  on  infant 
mortality  in  the  United  States,  the  rate  was  99.9  jier 
1.000.  Ry  1940,  this  had  been  cut  to  47.0,  and  by 
1950.  it  had  been  reduced  to  29.2. 

( The  UX  document  lists  the  United  States  provi- 
sional 1958  rate  of  infant  death  jier  1.000  live  births 
at  26.9.  The  final  official  figure  for  United  States 
infant  mortality,  27.1  jier  cent,  was  made  available 
since  the  UX  document  went  to  press.  On  this 
basis  the  reduction  between  1950  and  1958  was 
7.2  per  cent. ) 

The  provisional  infant  mortalitv  rates  for  the 
most  recent  periods — 26.4  for  1959  and  25.9  for 
the  first  half  of  1960 — show  improvements  over 
the  rate  for  1958,  hut  Mrs.  Katherine  B.  Oettinger, 
chief  of  the  Children’s  Bureau,  warned  that  “these 
imjiroved  rates  are  still  above  levels  which  could 
have  been  expected  if  the  general  downward  trend 
between  1950  and  1957  had  continued.’’ 

According  to  a Children’s  Bureau  analysis  of 
data  in  the  new  Unitpid  X'ations  Ye.vrbook,  tak- 
ing into  account  countries  with  sizable  jioimlations 
and  relatively  complete  reporting  in  line  with  inter- 
national definitions,  nine  countries  had  better  rec- 
ords than  the  United  .States  in  1958  in  infant  mor- 
tality rate.  They  are : 

Sweden,  15.8;  Netherlands.  17.2;  .\ustralia. 
20.5;  N’orway,  20.5;  Switzerland,  22.2;  United 
Kingdom,  23.3;  Denmark,  23.4;  X"ew  Zealand, 
23.4  ; and  Finland,  24.5.  The  UX  document  reports 
infant  mortality  rates  for  both  X'orway  and  Den- 
mark for  1957,  latest  data  available  when  the  report 
was  prepared. 

On  the  same  basis  of  analysis  five  countries  had 
better  records  than  the  United  States  in  1950.  They 
were : Sweden,  21.0 ; Australia,  24.5  ; X^etherlands, 
25.2;  X’^ew  Zealand,  27.6;  and  X’orway,  28.2. 

The  Union  of  the  Soviet  Socialist  Rejmhlics 
reported  a rate  of  81  deaths  under  one  year  jier 
1,000  live  births  in  1950  and  40.6  in  1957,  latest 


year  for  which  data  were  rejiorted. 

Mrs.  Oettinger  said  the  new  UX’  report  makes 
“all  of  us  feel  that  we  must  double  our  efforts  to 
assure  that  infant  mortality  in  the  United  States 
is  brought  to  and  held  at  the  lowest  possible  point.’’ 

No  state  within  the  United  States  matched  the 
low  infant  mortality  rate  registered  by  Sweden  for 
19.'i8.  The  United  States  range  among  states  in 
1958  was  from  21.3  per  1,000  in  Rhode  Island  to 
41.0  in  Mississijijii,  Children’s  Bureau  analvsis 
shows. 

Here  are  some  factors  in  the  infant  mortality 
picture  in  the  United  States,  as  analyzed  by  the 
Children’s  Bureau  for  the  period  1950-57 : 

1.  There  has  been  only  insignificant  reduction 
in  the  mortality  rate  between  1950  and  1957  among 
infants  less  than  a day  old. 

2.  Progress  in  decreasing  the  rate  of  infant 
death  from  prenatal  and  natal  causes  has  been 
much  slower  than  for  postnatal  causes.  Studies  need 
to  be  made  about  whether  jirenatal  care  of  high 
quality  is  equally  available  to  all  mothers,  and 
whether  special  services  are  available  for  mothers 
threatened  with  premature  delivery  or  other  com- 
plications of  pregnancy. 

3.  The  death  rate  for  infants  of  one  week  to 
three  months  of  age  dropiied  more  slowly  during 
1950-57  than  in  the  previous  period. 

4.  Progress  has  been  made  in  decreasing  infant 
deaths  from  postnatal  causes,  such  as  certain  infec- 
tious and  parasitic  diseases,  diseases  of  the  digestive 
system,  and  from  accidents.  Deaths  from  infections 
of  unidentified  tyjies  have  shown  small  hut  continu- 
ing increases.  These  include  pneumonia  of  the 
newborn ; acute  upjier  respiratory  infections  and 
bronchitis;  meningitis  (except  meningococcal  and 
tuberculous)  ; certain  “other  infections  of  the  new- 
born” ; and  septicemia  and  iwemia.  If  the  death 
rate  for  the.se  unidentified  types  of  infections  had 
decreased  at  about  the  pace  of  the  death  rate  for 
infectious  and  parasitic  diseases  as  a whole,  the 
lives  of  some  2,500  infants  would  have  been  spared 
annually  in  the  period  1954-57. 

The  small  but  steady  increase  in  infant  mortality 
from  ill-defined  infections  during  1950-58  suggests 
study, on  a community  basis,  of  the  roles  of  hospital- 
acquired  staphylococcal  disease,  and  other  infec- 
tions, the  Children’s  Bureau  believes. 
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FdDM  SHMIUILTAMEdPlUS  IIMMIUMnmTndDM 
A(GMMSt4  DnSEASKSg 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI -ANTICS 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 


Dose : I cc. 

Su/iplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age  circular  and  material  in  vial  can  be  examined 
without  damaKins:  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 


For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 

_ TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 

MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc..  Philadelphia  i.  pa. 
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Qflemo/iial  Sanikuum 


Located  on  Rt.  1 
South  Attleboro,  Massachusetts 

A modern  non-profit  hospital  for  the  care  and  treatment  of 
nervous  and  emotional  disorders  as  well  as  long  term  geriatric 
problems. 

Physical,  neurological,  psychiatric  and  psychological  exam- 
inations. 

Modern  recognized  psychiatric  therapies. 

A pleasant  homelike  atmosphere  in  a beautiful  and  conven- 
iently located  institution. 

L.  A.  Senseman,  M.D.,  F.A.P.A.,  Medical  Director 
Edwin  Dunlop,  M.D.  Michael  G.  Touloumtzis,  M.A. 

Oliver  S.  Lindberg,  M.D.  William  H.  Dunn,  M.S.W. 

Birtis  Ingersoll,  M.D. 

Referred  patients  are  seen  daily  (except  Saturdays)  9-12  A.M., 
and  by  appointment. 

R.  I.  Blue  Cross  Benefits  Tel.  Southgate  1-8500 

Special  Rates  for  Long-Term  Care 
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R.  I.  INFANT  MORTALITY  RATE 

concluded  from  page  756 


INFANT  MORTALITY  RATES 

United  States,  Each  State  and  Territory,  and 
Specified  Possessions 
1958  and  1950 
( By  place  of  residence ) 


Area 

ranked  on 

1958  rate 

1958 

1950 

Per  Cent  change 
1958  from  1950 
decrease  increase 

United  States^ 

27.1 

29.2 

-7.2 

Rhode  Island 

21.3 

27.8 

-23.4 

Utah  

22.1 

23.7 

-6.8 

Vermont  

22.4 

24.5 

-8.6 

Iowa 

22.7 

24.8 

-8.5 

Massachusetts  

22.8 

23.3 

—22 

Minnesota  

22.8 

25.1 

-9.2 

Kansas  

23.0 

25.7 

-10.5 

Hawaii- 

23.1 

24.0 

-3.8 

Oregon  

23.4 

22.5 

+4.0 

Wisconsin  

23.6 

25.7 

-8.2 

Idaho  

23.7 

27.1 

-12.6 

Connecticut 

23.8 

21.8 

+9.2 

New  Jersey 

24.5 

25.2 

-2.8 

New  York 

24.5 

24.7 

-0.8 

California 

24.6 

25.0 

-1.6 

Indiana  

24.6 

27.0 

-8.9 

Michigan  

24.6 

26.3 

-6.5 

Nebraska  

24.7 

25.0 

-1.2 

Illinois  

24.9 

25.0 

-2.7 

New  Hampshire 

24.9 

24.5 

+ 1.6 

North  Dakota 

24.9 

26.6 

-6.4 

Ohio  

25.3 

26.8 

—5.6 

Pennsylvania 

. 25.5 

27.6 

-7.6 

Montana  

25.7 

28.2 

-8.9 

Washington  

26.1 

27.3 

-4.4 

Arkansas 

26.3 

26.5 

-0.8 

South  Dakota  

26.3 

26.6 

-1.1 

Missouri  

26.4 

29.2 

-9.6 

West  \’irginia 

26.4 

36.1 

-26.9 

Maine  

. 26.5 

30.9 

-14.2 

Oklahoma  

27.4 

30.2 

-9.3 

W'yoming 

27.8 

32.5 

-14.5 

Delaware  

28.1 

30.7 

-8.5 

Maryland 

28.8 

27.0 

+6.7 

Kentucky  

29.1 

34.9 

-16.6 

Colorado  

30.6 

34.4 

-11. 1 

T exas  

30.6 

37.4 

-18.2 

Tennessee  

30.9 

36.4 

-15.1 

Georgia  

31.1 

33.5 

-7.2 

\’irginia  

31.1 

34.6 

-10.1 

Florida  

31.7 

32.1 

-1.3 

Nevada 

31.9 

37.9 

-15.8 

North  Carolina  

32.6 

34.5 

-5.5 

Arizona  

33.0 

45.8 

—28.0 

South  Carolina  

33.9 

38.6 

-12.2 

Louisiana 

34.7 

34.6 

+0.3 

•Alabama  

35.4 

36.8 

-3.8 

New  Mexico  

37.3 

54.8 

-31.9 

Alaska^  

38.7 

51.8 

-25.3 

District  of  Columbia 

38.7 

30.4 

+27.3 

Mississii’pi 

41.0 

36.7 

+ 11.7 

\’irgin  Islands- 

44.3 

57.0 

-22.3 

Puerto  Rico2 

53.2 

67.5 

-21.2 

’Forty-eight  States  and  District  of  Columhia 
^By  place  of  occurrence 

Source  of  data:  National  Office  of  Vital  .Statistic.s 


“Well,  I’ll  send  the  culture 
to  the  lab,  and  we  should 
hear  from  Bacteriology  in  a 
day  or  two.  Now,  how 
shall  we  treat  her  cystitis 
while  we’re  waiting?” 


“The  chief  usually  orders  azotrex.  Theazodye 
is  an  excellent  urinary  analgesic  and  the 
sulfamethizole  and  tetracycline  are  likely  to  take  care 
of  most  of  the  bugs  you  find  in  the  urinary  tract. 

If  necessary,  you  can  switch  to  something  else  after  you  get 
the  lab  findings.  But  it  probably  won’t  be  necessary.” 


BRISTOL  LABORATORIES 
BRISTOL^  Div.  of  Bristol-Myers  Co. 

SYRACUSE,  NEW  YORK 
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• LOMOTIL 

EXACT 
TABLET  SIZE 


A NEW  THERAPEUTIC  ENTITY  FOR  DIARRHEA 


L O M O T I L 

SELECTIVELY  LOWERS  PROPULSIVE  MOTILITY 


LOMOTIL  represents  a major  advance  over  the 
opium  derivatives  in  controlling  the  propulsive 
hypermotility  occurring  in  diarrhea. 

Precise  quantitative  pharmacologic  studies  dem- 
onstrate that  Lomotil  controls  intestinal  propulsion 
in  approximately  Hi  the  dosage  of  morphine  and 
Ho  the  dosage  of  atropine  and  that  therapeutic 
doses  of  Lomotil  produce  few  or  none  of  the  diffuse 
untoward  effects  of  these  agents. 

Clinical  experience  in  1,314  patients  amply  sup- 
ports these  findings.  Even  in  such  a severe  test  of 
antidiarrheal  effectiveness  as  the  colonic  hyperac- 
tivity in  patients  with  colectomy,  Lomotil  is  effec- 
tive in  significantly  slowing  the  fecal  stream. 

Whenever  a paregoric-like  action  is  indicated, 
Lomotil  now  offers  positive  antidiarrheal  control 
. . . with  safety  and  greater  convenience.  In  addition, 


LOW  DOSAGE  EFFECTIVENESS 
OF  LOMOTIL 

EDso  in  mg.  per  kg.  of  body  weight  In  mice 

LOMOTIL  MORPHINE  ATROPINE 


EFFICACY  AND  SAFETY  of  Lomotil  are  indicated  by  its  low  median  effective 
dose  As  measured  by  inhibition  of  charcoal  propulsion  in  mice.  Lomotil  was 
effeaive  in  about  V\\  the  dosage  of  morphine  hydrochloride  and  in  about  Vm  the 
dosage  of  atropine  sulfate. 


as  a nonrefillable  prescription  product,  Lomotil 
offers  the  physician  full  control  of  his  patients’ 
medication. 

PRECAUTION:  While  it  is  necessary  to  classify 
Lomotil  as  a narcotic,  no  instance  of  addiction  has 
been  encountered  in  patients  taking  therapeutic 
doses.  The  abuse  liability  of  Lomotil  is  comparable 
with  that  of  codeine.  Patients  have  taken  therapeu- 
tic doses  of  Lomotil  daily  for  as  long  as  300  days 
without  showing  withdrawal  symptoms, even  when 
challenged  with  nalorphine. 

Recommended  dosages  should  not  be  exceeded. 

DOSAGE : The  recommended  initial  dosage  for 
adults  is  two  tablets  (5  mg.)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Main- 
tenance dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil,  brand  of  diphenoxylate  hydrochloride 
with  atropine  sulfate,  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  (Hroo  gr.)  of  atropine  sulfate  to  dis- 
courage deliberate  overdosage. 

Subject  to  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available 
in  Physicians’  New  Product  Brochure  No.  81  from 

G.  D.  SEARLE  4 CO. 

P.O.  Box  5110.  Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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PERSONAL  EXPERIENCE  IN  MANAGEMENT  OF  HYDATID  CYST 
WITH  REPORT  OF  UNUSUAL  COMPLICATION* 

Roman  R.  Pe’er,  m.d. 


The  Author.  Ronwn  R.  Pe’er, M.D.,  of  Tiberias, Israel. 
Head,  Department  of  Surgery,  Poriah  Government 
Hospital,  Tiberias,  Israel.  Surgeon-in-Chief,  pro 
tempore,  Miriam  Hospital,  Prozndence,  Rhode  Island, 
September,  1960. 


All  of  us  are  acquainted  with  the  parasitologic 
"entity  known  as  hydatid  cyst,  which  is  one  of 
three  forms  of  echinococcus  granulosus,  a minus- 
cule parasite  of  the  tapeworm  family. 

To  begin  with,  I should  like  to  point  out  that, 
as  far  as  geographic  distribution  is  concerned,  the 
usual  concept  of  echinococcus  being  connected  with 
the  rural  population  of  certain  areas,  such  as 
Australia,  New  Zealand,  or  South  Africa,  in  my 
opinion  is  incorrect. 

'Hie  distribution  of  the  disease  is  much  wider 
than  is  generally  realized  and  probably  no  area  of 
the  world  is  immune  to  it.  W’e  know  of  a large 
number  of  cases  from  Mediterranean  countries  and 
from  Russia  and  Mongolia  as  well.  The  disease  is 
fouml  in  Europe,  in  such  different  countries  as 
Luxembourg,  England,  and  Spain,  and  each  year 
new  cases  are  reported  from  all  corners  of  the 
world  ; for  example,  India,  South  America,  Canada, 
and  among  the  Alaskan  Eskimos.  The  small  num- 
ber of  cases  in  the  United  States  is  probably  due  to 
the  high  standard  of  food  hygiene  and  jiersonal 
living,  even  among  the  rural  poinilation. 

Now  returning  to  hydatid  cyst,  it  is  of  great 
interest  to  remember  the  vicious  circle  of  the  echi- 
nococcus. which  in  the  full  adult  form  lives  only  in 
the  dog’s  intestine,  or  in  animals  related  to  the  dog, 
such  as  the  wolf,  fox,  or  jackal.  A dog  becomes 
infected  hv  eating  organs  of  the  sheep,  pig,  or 
camel,  where  echinococcus  lives  as  a larva,  or  hyda- 
tid cyst.  The  adult  worm  disseminates  from  the 
dog  intestine  a large  number  of  eggs  which,  being 
excreted  with  dog’s  feces,  contaminate  the  entire 
environment,  such  as  grass,  soil,  and  dog’s  hair. 
Cattle  become  infected  directly  from  the  grass,  and 
man  by  contact  with  dog’s  hair  and  nonwashing  of 

*Read  before  a special  Staff  Meeting  at  Miriam  Hospital, 
Providence,  Rhode  Island,  September  19,  1960. 


hands  before  meals. 

An  ingested  egg  of  the  echinococcus  passes  into 
the  duodenum  and  upper  intestine,  where  the  micro- 
scopic larva  hatches.  The  larva  then  penetrates 
into  the  intestinal  wall,  eventually  enters  lymphatic 
or  venous  capillaries,  and  is  carried  with  the  stream. 
L'snally  it  reaches  the  liver,  where  it  settles  down 
and  undergoes  vesicularization,  which  metamorpho- 
sis is  the  cause  of  hydatid  cyst. 

The  hydatid  cyst  then  presents  itself  as  a spheri- 
cal cystic  mass  composed  of  two  walls  or  layers. 
The  most  important  is  the  interior  layer,  or  so- 
called  germinative  membrane,  which  produces  sco- 
lices.  One  large  cyst  may  contain  many  thousands 
of  so-called  broad  capsules,  each  of  which  contains 
20  to  30  scolices. 

In  man,  however,  instead  of  immediate  produc- 
tion of  scolices  from  the  germinative  membrane,  we 
have  the  production  of  so-called  daughter  cysts, 
which  are  exact  rei)licas  of  the  primary  or  mother 
cyst,  'rhe  daughter  cysts  contain  scolices,  and  when 
transplanted  to  .some  other  organism,  continue  to 
develoj)  and  grow.  Even  the  scolices  themselves 
when  disseminated  may  undergo  vesicular  meta- 
morphosis and  i)roduce  secondary  hydatid  cysts. 
Sometimes  we  may  find  so-called  sterile  hydatid 
cysts  in  which  no  daughters  or  scolices  develop,  hut 
this  is  an  extremely  rare  phenomenon. 

As  I mentioned  before,  a hydatid  cyst  usually 
grows  in  the  liver,  and  this  represents  about  6.^ 
])er  cent  of  cases,  hut  an  egg  can  travel  further  in 
the  bloodstream  and  settle  in  the  lung,  which  is  the 
second  most  usual  location  of  hydatid  cysts  (24 
])er  cent ) . Less  common  sites  are  long  bones  ( about 
3 per  cent),  brain  (1  per  cent),  muscles  (5  per 
cent),  and  no  organ  is  spared.  Theoretically  and 
practically,  wherever  there  is  blood  supply,  echi- 
nococcus eggs  can  l)e  carried  with  it. 

The  pathological  jiicture  develops  when  the  hyda- 
tid cyst  grows  to  such  proportions  that  it  exerts 
pressure  on  surrounding  structures  comparable  to 
a growing  tumor.  For  instance,  in  the  liver  it  may 
obstruct  the  bile  ducts  or  blood  vessels,  or  if  in  the 
lung,  a bronchus.  In  the  hones  we  witness  patho- 

continued  on  next  page 
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logical  fractures  due  to  erosion,  and  in  the  brain 
varying  syinj)toms  depending  on  the  localization  of 
the  cyst.  So  the  chief  pathological  consequences  of 
a hydatid  cyst  are  obstruction  or  destruction  by 
pressure  on  surrounding  structures. 

(dn  the  other  hand,  there  are  known  instances  of 
spontaneous  recovery  by  calcification  and  consider- 
able shrinkage  of  the  cyst,  or  by  expelling  of  the 
cvst  through  the  biliary  passages,  bronchi,  or  ali- 
mentary canal. 

The  treatment  is  surgical,  and  the  pur])ose  is  to 
remove  the  cyst  completely  if  accessible.  It  is  pos- 
sible to  do  so  in  some  cases,  but  in  the  majority  the 
hvdatid  cyst  is  of  such  proportions  or  situated  in 
such  places,  that  excision  is  impossible,  even  if  we 
have  access  to  the  cyst.  In  such  a situation  we 
employ  the  method  of  marsupialization,  which  con- 
sists of  evacuating  the  cyst  and  of  removing  the 
germinative  membrane.  The  remaining  fibrous 
outer  wall  is  left  to  collapse  and  to  shrink  slowly 
until  the  cvst  is  completely  obliterated.  This  is  the 
best  method. 

However,  rough  handling  of  the  cyst  may  jwo- 
duce  the  undesirable  rupture  of  its  wall,  with  con- 
sefjuent  wide  dissemination  of  the  daughter  cysts. 
Also,  failure  to  remove  completely  the  germinative 
membrane  may  lead  to  prompt  recurrence.  To  elim- 
inate this  possil)ility.  4 per  cent  solution  of  formalin 
is  instilled,  which  kills  all  of  the  scolices  and  the 
cells  of  the  germinative  membrane  as  well. 

Mv  own  experience  with  some  140  cases  has  con- 
vinced me  of  the  effectiveness  and  safety  of  this 
procedure,  notwithstanding  the  prolonged  and 
annoying  post-operative  hospitalization. 

Of  the  usual  complications  I should  like  to  men- 
tion the  two  most  frequent : The  first  of  these  is 
ruptnre  of  the  wall  of  the  hydatid  cyst  with  dissemi- 
nation of  its  contents  and  production  of  numerous 
new  hvdatid  cvsts.  Sometimes  sudden  leakage  of 
the  hydatid  fluid  into  the  abdominal  cavity  may 
produce  severe  or  fatal  anaphylactic  shock.  The 
second  most  common  complication  is  secondary 
infection  of  the  hydatid  cyst,  which  is  thus  trans- 
formed into  a purulent  abscess  of  tremendous 
proportions. 

Case  Report 

I should  now  like  to  report  an  unusual  complica- 
tion which  occurred  in  one  of  my  patients  and.  as 
far  as  I know,  has  never  been  described  before. 

The  case  is  that  of  a male,  thirty-seven  years  old. 
and  a new  immigrant  from  [Morocco.  Except  for 
lues  at  the  age  of  fourteen,  he  was  never  ill  before. 
I'or  his  lues  he  had  already  received  treatment  in 
[Morocco,  and  for  the  last  thirteen  years  his  Wasser- 
mann  reaction  had  Iteen  negative.  He  is  married, 
hut  has  no  children. 

For  the  last  ten  months  he  complained  of  a dis- 
tended and  painful  abdomen,  .severe  constipation. 


RHODE  ISLAND  MEDICAL  JOURNAL 

and  pressure  on  the  urinary  bladder,  causing  fre- 
quent micturition.  The  patient  says  that,  on  pal- 
pating his  abdomen,  he  found  a tumor  that  wasn’t 
there  before.  He  reported  this  to  his  doctor,  who 
on  examination  found,  not  one.  but  two  tumors, 
and  jwomptly  sent  the  patient  to  the  hospital  for 
examination  and  treatment.  His  diagnosis  was 
hydatid  cyst. 

On  admission  we  found  a well-built,  well- 
nourished  male.  General  clinical  examination  dem- 
onstrated nothing  pathological,  except  for  a bulging 
cystic  mass  above  the  symphysis  pubis  and  a small, 
orange-like  tumor  in  the  left  upper  abdomen.  This 
tumor  was  obviously  pedunculated  because  it  could 
he  moved  to  the  mid-line  and  hack.  The  abdomen 
was  distended,  meteoristic,  but  not  painful  on  exam- 
ination. The  liver  was  not  enlarged,  and  the  spleen 
was  not  palpable.  On  rectal  examination  it  was 
possible  to  feel  a bulging  cystic  mass,  pressing  on 
the  anterior  wall  of  the  rectum.  We  were  sure  we 
were  palpating  an  extension  into  the  pelvis  of  the 
same  tumor  as  that  in  the  suprapubic  region.  The 
prostate  was  small,  and  frequent  urination  was  due 
to  the  pressure  of  the  tumor  on  the  bladder,  and 
not  to  prostatic  enlargement. 

Urine  examination  was  without  pathological 
findings.  Culture  sterile.  Blood  count  was  normal, 
except  for  elevated  number  of  leukocytes  ( 11.000  ) 
and  5 eosinophils  on  ditterential  count.  Blood  .sedi- 
mentation rate  and  routine  serological  examinations 
including  liver  function  tests  were  normal.  Exam- 
ination of  feces  revealed  nothing.  Two  tests  for 
echinococcus,  the  cutaneous  test  of  Cassoni  and 
Weinberg  blood  complement  fixation  test  were 
inconclusive. 

Roentgen  examinations,  however,  were  most 
helpful.  Intravenous  pyelography  showed  bilateral 
hydronephrosis  due  to  the  pressure  on  the  bladder. 
Barium  enema  demonstrated  a large  pelvic  tumor 
pressing  on  the  rectum.  Other  X-ray  examinations 
such  as  gastrointestinal  series  and  cholecystography 
revealed  no  pathological  findings.  Lungs  and  heart 
were  normal,  and  X-rays  of  skull  and  long  bones 
failed  to  demonstrate  any  hydatid  cyst  or  other 
pathology. 

On  the  strength  of  these  examinations,  a tentative 
diagnosis  of  hydatid  cyst  was  made,  and  operative 
treatment  suggested.  The  ])atient  was  operated 
upon  under  general  anesthesia  in  X'ovemher,  19.^6. 

.\fter  opening  the  abdomen,  we  found  a small 
cystic  tumor,  the  size  of  a tangerine,  suspended  by  a 
long  peduncle  which  originated  from  the  mesentery 
of  the  transver.se  colon.  This  tumor  was  quickly 
removed.  The  liver  presented  a perfectly  normal 
appearance  and  consistency.  4'he  spleen  was  nor- 
mal. There  were  no  enlarged  glands  in  the  mesen- 
tery. and  no  iiathological  findings  in  the  stomach, 
duodenum,  or  small  intestine.  The  gall  bladder 
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was  ])erfectly  normal  and  the  head  of  the  i)ancreas 
soft. 

In  the  pelvis,  lying  above  the  urinary  bladder,  we 
found  a big  cyst  which  on  aspiration  i)roduced 
clear,  transparent,  water-like  fluid,  typical  of  hyda- 
tid cyst.  We  aspirated  as  much  of  the  fluid  as 
p()ssil)le  (about  250  cc. ) and  refilled  the  cyst  with 
4 ])er  cent  solution  of  formalin,  which  as  I men- 
tioned before,  is  a standard  procedure.  After  15 
minutes  the  formalin  was  aspirated  and  the  cystic 
wall  o])ened.  All  of  the  germinative  membrane 
was  removed,  together  with  numerous  daughter 
cysts  imbedded  inside. 

Ilefore  ending  the  operation,  I examined  the 
bottom  of  the  cyst  looking  for  some  fragments  of 
germinative  membrane,  when  I noticed  that  the 

i) Ottom  was  protruding,  instead  of  being  concave 
as  it  should  have  been.  On  pressing  further,  I felt 
fluctuation,  and  it  occurred  to  me  that  maybe  there 
was  a second  cyst  below  the  flrst  one. 

I tried  needle  aspiration  and  surely  enough, 
received  the  same  clear  typical  fluid  as  before. 
Repeating  the  procedure  we  aspirated  even  more 
fluid  than  the  first  time  and  again  replaced  it  with 
solution  of  formalin.  We  eventually  opened  the 
second  cyst  and  found  it  to  he  larger  than  the  first 
one,  and  extending  very  dee])  into  the  pouch  of 
Douijlas.  Obviously  this  was  the  cyst  that  we  felt 
on  rectal  examination.  \\'e  destroyed  the  partition 
between  the  two  cysts,  again  extracted  the  germina- 
tive membrane  and  daughter  cysts,  and  finished  the 
operation  by  marsupializing  the  empty  pocket. 

Post-operative  treatment  was  long  and  slow,  hut 
uncomplicated.  The  large  empty  space  contracted 
slowly  and  after  a month  was  nearly  closed.  The 
])atient  felt  very  well  and  all  his  complaints  van- 
ished. He  was  sent  home  after  fistulography  and 
received  ambulatory  treatment  until  the  wound 
was  completely  closed. 

The  pathological  examination  of  the  fluid  and  of 
the  membrane  su])ported  our  clinical  diagnosis.  It 
was  a typical  hydatid  cyst  of  the  mesentery  im- 

j) lanted  into  the  cul-dc-sac  of  Douglas. 

P'or  two  full  years  we  did  not  see  the  patient  and 
heard  only  that  he  had  returned  to  his  work  and 
felt  well.  In  December,  1958,  exactly  two  years 
after  his  first  admission,  he  appeared  again  with 
exactlv  the  same  com])laints  as  two  years  previously 
before  his  oj)eration. 

( )n  examination  it  was  possible  to  jialpate  a big 
hard  mass  located  in  the  supra})uhic  region,  directly 
under  the  scar  of  our  previous  operation.  On  rectal 
examination  a large  hard  mass  was  felt  occupying 
all  of  the  pouch  of  Douglas  and  pressing  firmly  on 
the  rectum. 

lllood  sedimentation  rate  rose  to  40  in  the  first 
hour  and  63  in  the  second,  hut  all  other  laboratory 
findings  were  normal.  Roentgen  examinations 


again  revealed  hydronej)hrosis  and  the  findings 
that  we  have  just  seen,  hut  nothing  else. 

I'rom  the  surgical  point  of  view;  the  jire.sent 
situation  was  much  more  com])licated  than  the  pre- 
vious one,  because  this  time  the  tumor  was  much 
larger,  and  it  was  impossible  to  define  its  borders. 

It  was  like  a neoi)lasm  invading  all  the  surrounding 
structures.  What  did  we  have  before  us? 

The  most  likely  possibility  was  a recurrence.  1 
have  seen  recurrences  of  operated  hydatid  cyst,  hut 
never  ai)i)earing  as  a large  hard  infiltrating  tumor. 

Usually,  if  one  is  not  careful  enough  during  the 
o])eration,  one  can  disseminate  some  scolices.  After 
a time,  the  i)atient  a])pears  with  a number  of  new 
cysts  of  varying  size  and  localization,  but  one  lar(/e 
hard  tumor  is  something  that  I had  never  heard  of, 
or  seen  before.  I suspected  something  “fishy"  and 
decided  on  exploration. 

On  December  21,  the  ])atient  was  operated  upon 
again.  I found  a large  cartilage-like  mass,  extend- 
ing from  the  bladder  to  the  rectum,  com])letely  fill- 
ing the  pouch  of  Douglas  and  pressing  heavily  on 
both  the  bladder  and  the  rectum.  There  was  no 
demarcation  whatsoever  between  the  tumor  and 
the  normal  structures,  and  all  attem])ts  to  sei)arate 
the  tumor  from  the  bladder  on  one  side,  and  the 
rectum  on  the  other,  failed  miserably.  I cut  through 
the  tumor  also,  thinking  that  perha])s  a s])onge  had 
been  left  inside  after  marsu])ialization,  hut  found 
nothing.  It  was  like  cutting  through  cartilage,  with 
a uniform  lucid,  white  surface.  In  the  end,  I 
excised  a piece  from  the  center  of  the  tumor  for 
biopsy  and  closed  the  abdomen. 

Histological  study  of  the  biopsy  si)ecimen  indi- 
cated that  it  was  a “Fragment  of  fihrotic  tissue  with 
signs  of  subacute  inflammation  with  plasma  cells, 
leukocytes,  and  eosinophils.  Conclusion  ; Foreign 
body  granuloma.” 

It  was  confusing  to  me.  and  I asked  our  patholo- 
gist to  elucidate  further.  In  his  o})inion  it  was  tissue 
reaction  to  formalin,  which  we  had  used  during  the 
j)revious  operation.  He  thought  that  perhaps  some 
of  the  formalin  hadn’t  been  aspirated,  hut  had 
remained  in  some  deej)  corner,  as  the  cul-de-sac 
of  Douglas  for  instance,  and  had  provoked  the 
reaction. 

I had  never  heard  of  such  a complication  before, 
and  started  looking  into  hooks  for  help,  hut  found 
nothing.  I performed  some  small  experiments  on 
my  patient  api)lying  solution  of  formalin  to  his 
skin,  even  injecting  it  intracutaneously,  hut  pro- 
duced no  reaction  worth  mentioning,  either  local 
or  general. 

Rut  in  the  meantime,  while  we  were  busy  with 
the  theoretical  and  scientific  aspect  of  the  problem, 
a strange  thing  happened  to  our  patient.  On  the 
very  second  day  after  the  operation  his  mild  ileus 
disappeared,  and  he  complained  no  more  of  the 
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pressure  on  liis  bladder.  On  rectal  examination  the 
tumor  could  be  felt,  but  was  much  smaller. 

The  patient  continued  to  improve,  and  had  nor- 
mal daily  stools.  Now,  what  had  happened?  How 
explain  the  sudden  regression?  I knew  very  well 
that  I had  excised  a very  small  part  of  the  tumor 
and  that  this  excision  could  not  he  taken  seriously 
in  relation  to  the  large  mass  that  remained.  We 
checked  to  see  if  the  patient  had  received  some 
antibiotics  or  other  drugs  which  could  be  respon- 
sible for  the  improvement.  Except  for  the  usual 
premedication  before  the  operation  and  some  anal- 
gesics after,  he  had  received  nothing. 

So.  after  much  speculation,  we  put  forward  the 
following  theory : 

The  second  operation  was  a major  stress  on  the 
patient,  and  such  a stress  would  release  increased 
amounts  of  .\CTH  and,  consequently,  the  adrenal 
cortex  would  put  into  circulation  increased  amounts 
of  cortisone.  This  is  a well-known  process.  That 
we  can  successfully  treat  allergic  conditions  or  aller- 
gic inflammatory  reactions  with  .\CTH  or  corti- 
sone is  well  established.  Obviously  our  foreign- 
hodv  granuloma  belonged  to  that  group  of  tissue 
reaction  which  is  sensitive  to  ACTH  or  cortisone, 
or  both,  and  the  short  operative  and  post-operative 
]:)eriods  of  stress,  which  produced  increased  quanti- 
ties of  cortisone,  were  sufficient  to  produce  such 
improvement. 

To  prove  our  point,  we  started  with  cortisone 
therapy,  hut  after  a few  days  our  patient  decided 
that  he  felt  well  enough  to  go  home,  and  all  our 
e.xplanations  to  him  were  of  no  avail.  You  must 
know  that  when  a patient  from  Morocco  says. 
“I  go  home.”  he  goes  home.  Before  he  departed, 
we  made  another  roentgen  check-up. 

This  was  in  January.  1959.  .\fter  a little  more 
than  a year,  in  March.  I960,  he  appeared  again  with 
the  same  all  too  well-known  complaints  of  pressure 
on  the  bladder,  distention  of  the  abdomen,  colicky 
l^ains.  and  constipation.  He  had  had  no  stools 
without  enemas. 

He  had  enjoyed  his  previous  good  health  for 
about  six  months,  hut  thereafter  his  condition  dete- 
riorated slowly  until  all  symptoms  reappeared  in 
full  force.  He  himself  had  examined  his  abdomen 
and  again  found  the  suprapubic  mass.  He  came  to 
us  complaining  bitterly  about  the  state  of  Israeli 
medicine,  stating  that  in  his  native  Morocco  he 
would  already  have  been  dead  two  years  ago.  but 
here,  because  of  us,  he  was  neither  fully  dead  nor 
fully  alive. 

His  clinical  examination  was  identical  to  the 
previous  one.  He  was  in  good  general  condition 
and  nothing  pathological  was  found  except  for  the 
same  sui)rapuhic  hard  mass,  which  occuj)ied  all  of 
the  lower  abdomen  and  ])rotruded  into  the  ampulla 
recti.  Xo  borders  of  the  tumor  could  he  detected 
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as  it  merged  with  the  surrounding  tissues. 

Hematological  and  serological  examinations  re- 
vealed normal  values  with  the  exception  of  an 
elevated  number  of  leukocytes,  an  elevated  number 
of  eosinophils,  and  elevated  blood  sedimentation 
rate  (25/48).  Urea,  electrolytes,  proteins,  sugar, 
cholesterol,  liver  function  tests  were  again  normal. 
Urine  examination  was  negative.  Intravenous 
pyelogram  again  demonstrated  bilateral  hydro- 
nephrosis due  to  pressure  on  the  bladder,  and  bar- 
ium enema  an  even  worse  picture  than  previously. 

Based  on  our  previous  experience,  we  were  now 
determined  to  act  decisively.  W'e  started  immedi- 
ately with  cortisone,  and  decided  to  give  larger 
doses  and  for  a longer  period.  So  we  began  with 
300  mg.  daily  and  reduced  the  dosage  slowly  until 
after  two  weeks  we  continued  with  a maintenance 
dose  of  75  mg.  daily.  Every  twenty-one  davs  he 
received  ACTH-GEL  (-10  Units).  His  weight, 
blood  pressure,  and  urine  output  were  controlled 
systematically,  and  he  was  on  a proper  diet. 

After  three  weeks  of  this  treatment  we  noticed 
considerable  retraction  of  the  tumor.  The  protru- 
sion about  the  pubis  was  now  no  bigger  than  a 
grapefruit,  and  on  rectal  examination  it  was  difficult 
to  feel  it.  An  X-ray  check-uj)  clearly  confirmed 
the  improvement.  Because  of  the  evident  benefit 
and  the  complete  lack  of  side  eflfects  on  our  patient, 
we  continued  cortisone  treatment  for  another  two 
weeks,  adding  antibiotic  therapy  ( aureomycin  ) in 
the  last  week. 

When  the  tumor  contracted  to  the  size  of  a 
tangerine,  we  decided  to  operate  and  completely 
excised  the  tumor  with  no  difficulty  whatsoever.  It 
is  of  interest  to  mention  that  the  smaller  the  tumor, 
the  more  mobile  it  became,  and  in  the  end  it  was 
attached  only  to  the  skin.  So.  with  an  elliptical 
incision  I excised  the  whole  region  which  com- 
prised two  old  scars  and  the  underlying  tumor 
attached  to  them.  All  around  the  tumor  I encoun- 
tered normal  subcutaneous  tissue,  resulting  in  a 
\ ery  easy  dissection. 

W e sent  the  specimen  for  histological  examina- 
tion. and  received  the  same  answer  as  before; 

“Gross  examination : Spherical  tumor.  7 x 5 .x  5 
cm.  in  size,  composed  of  hard  whitish  tissue.  Tumor 
attached  firmly  to  old  skin  scar. 

“Microscopical:  Eihrotic  tissue  with  occasional 
muscle  and  fat  cells.  Imbedded  in  the  fihrotic 
tissue  are  granulomata  of  the  type  known  as 
foreign-body  granulomata.  In  a few  places  islands 
of  necrotic  debris  are  to  he  seen,  of  non.specific 
type.  In  comjiarison  with  previous  biopsy,  there 
are  many  fewer  leukocytes  and  fewer  eosinophils. 

“Conclusion:  Foreign-body  granulomata  in  fi- 
brous tissue.” 

The  ])atient  made  an  excellent  recovery  and 
roentgenological  examination  after  the  operation 

concluded  on  page  773 
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WHAT  IS  YOUR  DIAGNOSIS? 

Clinical  Pathological  Conference  * 

David  Littman,  m.d.;  Enold  Dahlquist,  Jr,,  m.d.,  and  Thomas  Forsythe,  m.d. 


The  Discussers.  David  Littman,  M.D.,  of  Boston, 
Massachusetts.  Cardiologist,  J’etcrans  Administration 
Hospital,  IVcst  Roxbnry;  Associate  in  Medicine, 
Harvard  Medieal  .School,  and  Lecturer  in  Medieine  at 
Tufts  Medieal  Sehool;  former  President,  Nezv  Eng- 
land Cardiovaseular  .Soeiety. 

Enold  H.  Dahlquist,  Jr.,  M.D.,  of  Prozndenee,  Rhode 
Island.  Assistant  Pathologist , Rhode  Island  Hospital. 
Thomas  Porsythe,  .M.D.,  of  Providence , Rhode  Island. 
Associate  Radiologist , Rhode  Island  Hospital. 


CASE  SUMMARY 
RIH  No.  629495 
Male,  Colored,  Age  22 
PATIENT  vvas  well  Until  five  days  before 
admission  when  he  hej^an  to  experience  chills 
after  being  out  of  doors.  He  felt  feverish  late  in 
the  afternoon  and  became  (|uite  thirsty.  The  chills 
and  fever  persisted ; and,  in  addition,  he  began  to 
have  a headache,  malaise,  anorexia,  and  a slight 
cough.  Because  of  these  symptoms  he  began  taking 
some  jiroprietary  cold  tablets  without  relief.  He 
slept  a great  deal  and  noticed  .some  dizziness.  He 
began  having  muscular  aches  and  pains.  Three 
days  before  admission,  he  took  a dose  of  Epsom 
salts  which  resulted  in  a loose,  brown  bowel  move- 
ment. h'ollowing  this  he  felt  slightly  better.  Chills 
and  fever  persisted,  however,  and  he  began  having 
profuse  sweating  with  an  evening  temperature  ri.se. 

Further  questioning  elicited  the  information 
that  he  had.  on  a number  of  occasions,  been  exam- 
ined by  ])bysicians  for  colds,  fevers,  and  minor 
injuries,  but  on  no  occasion  was  he  told  that  he 
had  a heart  murmur.  He  denied  a history  of  .scarlet 
fever,  rheumatic  fever,  or  infectious  disea.ses.  His 
activity  had  been  unrestricted.  He  bad  been  able 
to  do  heavy  lifting,  and  bad  been  able  to  climb 
.several  flights  of  stairs  without  dyspnea,  chest  pain 
or  jialpitation. 

Physical  Examination 

Physical  examination  on  admission  revealed  a 
well-develojied  and  nourished  young  Negro  adult 

*Prcsented  before  the  Providence  Medical  .Association  at 
the  Rhode  Island  Medical  Society  Library,  October  3, 
1960. 


male  complaining  of  chills.  Temiierature  104°, 
respirations  20,  jiulse  96,  blood  pressure  14,5/20. 
His  throat  was  slightly  infected.  Chest  was  clear 
to  percussion  aiul  auscultation. 

The  heart  was  not  enlarged  to  percussion.  There 
was  normal  sinus  rhythm.  There  was  a Crade  IV, 
jirecordial,  high  jiitched,  seagull  systolic  murmur 
loudest  in  the  fourth  left  interspace  at  the  sternal 
border  with  radiation  to  the  aortic  area  and  axilla. 
There  was  a Crade  1 1 apical,  low'-jiitched  .systolic 
murmur.  A-  was  diminished.  There  was  a jire- 
cordial  thrill. 

The  liver  and  spleen  were  reported  to  be  ])al- 
pable  although  this  was  not  confirmed  in  numerous 
later  examinations.  There  were  small  jialpable 
glands  in  the  inguinal  area.  Examination  was  other- 
wi.se  not  remarkable.  It  was  further  noted  that 
paradoxical  jiulse  was  not  elicited  and  that  circula- 
tion time  on  two  attempts  was  17  seconds. 

Laboratory 

Initial  white  count  12,500  with  a differential  of 
74  polys.  15  lymjihs,  and  11  monos.  Hemoglobin 
1,3.2  grams.  More  than  one  half  of  polys  were  band 
forms.  Micro  HCT  40^.  Fasting  blood  sugar 
150.  BUN  23.  Urine  showed  one  jilus  protein  and 
a siiecific  gravity  of  1.023.  Initial  chest  X-ray  was 
negative.  Hinton  was  negative. 

During  the  prolonged  hospitalization  a number 
of  these  laboratory  tests  were  repeated.  Several 
urines  were  negative  but  one  recorded  on  the  34th 
ho.s])ital  day  showed  rare  fine  granular  casts  and 
many  bacteria.  W hite  count  varied  between  18,100 
and  5,450.  Antistrejitolysin  titre  was  833  units  per 
cc.  A sub.sequent  test  showed  150  units  per  cc. 
C reactive  jirotein  was  positive.  A throat  culture 
showed  moderate  growth  of  a non-pathogenic  neis- 
.seria  and  a few  strep,  viridans  which  had  wide 
antibiotic  sensitivity.  A sinitum  culture  showed 
similar  organisms.  A blood  culture  on  the  day  of 
admission  revealed  a hemolytic  staph,  albus,  coagu- 
lase  negative,  which  was  sensitive  to  a number  of 
antibiotics.  Forty  subsequent  blood  cultures  were 
negative,  although  one  on  the  29th  hospital  day 
vielded  aerobacter  aerogenes,  showing  some  anti- 
biotic sensitivities.  A chest  X-ray  on  the  4th  hosjiital 
day  showed  the  heart  to  be  slightly  increased  in 
tran.sver.se  diameter.  Obli(|ue  view  with  harium 
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swallow  showed  no  specific  chamber  enlargement. 
Chest  plate  on  the  10th  hospital  day  showed  a large 
homogeneous  shadow  obscuring  the  outer  half  of 
the  lower  2^  of  the  right  lung  probably  due  to 
pneumonia  with  accompanying  eltusion.  The  right 
costophrenic  angle  and  the  outer  portion  of  the 
diaphragm  were  obscure.  There  ap])eared  to  be 
some  cardiac  enlargement.  Another  chest  X-ray 
two  (lavs  later  showed  resolution  of  the  previously 
noted  homogeneous  density.  On  the  16th  hospital 
day  there  was  a rather  hazy  density  in  the  lower 
portion  of  the  left  lung  due  to  either  pneumonitis 
or  pulmonarv  infarction.  Three  subsequent  chest 
plates  showed  no  significant  change  although  there 
was  a gradual  increase  in  the  maximum  diameter 
of  the  heart  from  16.5  cm.  to  26.5  cm. 

Sedimentation  rate  on  the  11th  hospital  day  was 
3vlmm  hour.  Se^■eral  others  were  in  the  same  range. 
Eosinophil  count  on  the  15th  hospital  day  was  zero, 
hut  was  within  normal  limits  on  other  occasions ; 
one  on  the  32nd  day  was  150.  Three  subsequent 
BUX’s  were  normal.  Blood  electrolytes  were  gen- 
erallv  within  normal  limits.  Prothroml)in  activity 
moderately  reduced.  Several  sputum  cultures 
showed  mixed  organisms  of  no  particular  signifi- 
cance. The  same  was  true  of  several  urine  cultures. 
Purified  protein  derivative  (PPD)  skin  test  was 
negative.  There  was  a drop  in  hemoglobin  to  8.9 
grams  and  hematocrit  to  29%.  These  later  rose  to 
10  grams  and  32.5%  after  blood  replacement  ther- 
apy. Serological  tests  for  four  strains  of  influenza 
were  negative  1/8,  for  the  psittacosis  group  nega- 
tive 1 16,  and  for  O fever  negative  1/8.  It  was 
noted  that  the  aerohacter  aerogenes  grown  from  the 
patient's  blood  was  not  inhibited  lyv  the  patient’s 
serum.  L.  E.  preparation  was  negative.  Cold 
hemagglutinins  negative  1/4.  Six  electrocardio- 
grams were  obtained.  The  first  three  were  within 
normal  limits.  The  last  three  were  abnormal,  sug- 
gesting left  ventricular  enlargement  and  strain,  and 
in  addition  some  nonspecific  effects. 

Course  in  Hospital 

T’atient  ran  a febrile  course  throughout.  During 
the  first  three  days  the  temperature  gradually 
dropped  from  levels  of  103  to  105  to  levels  of  98  to 
101.  and  except  for  occasional  rises  to  102  or  103. 
remained  under  101,  and  for  an  extended  period 
under  100.  Early  in  the  course  of  his  hospitaliza- 
tion, he  complained  of  pain  in  his  right  eye  and  of 
blurring  of  vision.  An  eye  consultant  found  mas- 
sive exudative  retinopathy.  The  cardiac  murmur 
varied  somewhat  in  intensity  of  cjuality  hut  per- 
sisted throughout.  Patient  was  given  a wide  variety 
of  medication.  Ilis  antibiotic  therapy  included 
Achromycin,  Streptomycin,  Penicillin,  ^*anco- 
mycin,  iNIycostatin,  and  Chloromycetin.  Other  medi- 
cation included  Benamid.  Meticorten,  ACTH,  and 
digitalis  j)reparations. 
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On  the  8th  hospital  day  patient  complained  of 
shortness  of  breath  for  the  first  time.  It  was  noted 
that  there  was  increased  intensity  of  P-  and  that 
the  initial  systolic  murmur  was  louder.  Pie  appeared 
somewhat  sicker.  On  the  11th  hospital  day  al- 
though patient  felt  slightly  better,  dullness  to  per- 
cussion was  noted  over  a fairly  wide  area  at  the 
right  base,  but  no  absent  breath  sounds.  On  the 
12th  hospital  day  the  jmtient  had  a nosebleed  with 
a loss  of  3 to  5 ounces  of  blood.  A bleeding  point 
in  the  left  nostril  was  cauterized.  Later  the  same 
day  the  patient  had  a coin  ulsion.  became  cvanotic 
with  irregular  respirations.  The  convulsion  had 
started  immediately  following  an  intramuscular 
streptomycin  injection  given  in  the  buttocks,  and 
the  question  was  raised  as  to  whether  there  was  a 
causal  relationship  between  the  two  episodes.  He 
was  stimulated  by  pounding  his  chest  and  was  given 
oxygen  by  catheter  passed  between  his  teeth. 
Patient  regained  consciousness,  following  which 
he  was  reported  as  having  some  stiffness  of  his 
neck.  Xo  localized  neurological  abnormalities 
could  lie  found.  Streptomycin  was  discontinued. 
On  the  1 5th  hospital  day  blotchy  areas  appeared  on 
both  the  soles  and  palms  and  there  were  several 
small  petechial  spots  on  the  tips  of  his  fingers.  Xo 
previous  petechial  phenomena  had  been  noted. 
The  heart  murmurs  were  described  as  follows : 
There  was  a Grade  II  to  III  blowing  diastolic 
murmur  heard  best  along  the  left  sternal  border 
and  radiating  to  the  axillia.  There  was  a rumbling 
mid-systolic  murmur  best  heard  at  the  apex  and 
left  sternal  border.  There  was  a short  jiresystolic 
crescendo  murmur  leading  into  the  first  heart  sound. 

On  the  21st  day  there  was  some  evidence  of  neck 
vein  dilation.  At  that  time  the  venous  pressure  was 
150,  the  pulse  was  104,  and  there  was  distinct  split- 
ting of  the  second  sound  with  apparent  gallop 
rhythm.  At  this  time  the  murmurs  previously 
described  were  loud  and  could  he  heard  beneath  the 
left  shoulder  blade.  The  apical  diastolic  rubbing 
murmur  was  very  loud  and  booming  in  quality.  At 
this  time  there  was  slight  abdominal  distention.  On 
the  22nd  hospital  day  there  was  dullness  of  the  left 
base  and  fine  rales  of  both  bases.  On  the  29th  hos- 
pital day  patient  complained  of  a sore  throat  and 
examination  revealed  milkv  white  patches  con- 
sistent with  monilia.  This  was  confirmed  by  culture. 
The  gradual  enlargement  of  his  heart  noted  in  the 
X-rav  films  was  observed  on  physical  examination. 
On  the  34th  hospital  day  he  was  unable  to  lie  flat  in 
bed  because  of  dyspnea.  His  neck  veins  were  dis- 
tended and  there  were  coarse  rales  and  dullness  in 
the  right  base.  There  was  no  pitting  edema.  The 
venous  jiressure  was  290.  On  the  38th  hospital 
(lav,  because  of  the  drop  in  hemoglobin  and  hemato- 
crit previously  noted,  patient  was  given  jiacked  red 
cells.  Although  there  were  periods  during  which 
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he  seemed  to  improve  temijorarily,  his  over-all 
course  was  one  of  gradual  deterioration.  Toward 
the  end  he  was  described  as  being  in  “severe  heart 
failure.”  He  died  quietly  in  his  sleej)  on  his  41st 
hospital  day. 

* 

Doctor  Littman:  1 would  like  to  check  on  one  or 
two  details,  if  I may,  because  there  are  apparent 
discrepancies.  First  of  all,  Dr.  Dahlquist,  have  you 
the  records,  here? 

Dr.  Dahlquist:  Dr.  Goldowsky  has  the  records. 

Dr.  Littman:  Dr.  Goldowsky,  the  initial  pres- 
sure is  in  error,  1 believe. 

Dr.  Goldozvsk'v:  No,  the  initial  pressure  is  not 
in  error;  it  is  145/20. 

Dr.  Littman:  That  is  correct,  you  say? 

Dr.  Goldozvsky:  Yes.  Subsequently,  the  follow- 
ing day,  it  was  1.10/40. 

Dr.  Littman:  That  is  substantially  the  same.  In 
that  case,  I would  offer  the  sugge.stion  that  the 
])hysical  examination  was  either  an  error  or  that  it 
was  copied  in  error.  There  is  a statement  that  there 
was  a normal  sinus  rhythm,  and  a Grade  IV,  pre- 
cordial, high  pitched,  seagull  systolic  murmur.  I 
can  under.stand  that  in  a sick  person,  it  is  not  too 
difficult  to  he  in  error  regarding  the  timing  of  such 
a murmur.  In  any  event,  I shall  assume  that  this 
was  dia.stolic.  'I'his,  I think,  is  rather  important. 
If  this  young  man  had,  in  fact,  wide-open,  aortic 
insufficiency  when  first  seen,  the  imjdication  is  that 
either  he  had  had  rheumatic  heart  disease  for  some 
time  in  the  jiast,  or  that  he  developed  acute  insuffi- 
ciency of  the  aortic  valve. 

Dr.  Dahlquist:  This  is  recorded  as  systolic. 

Dr.  Littman : Even  so,  I am  going  to  assume  that 
it  was  not  systolic,  because  it  makes  no  sense.  The 
diastolic  blood  pressure  of  20  makes  it  quite  neces- 
sary to  have  something  wrong  with  the  aortic  valve 
because  one  does  not  get  jiressures  of  that  kind 
merely  as  a result  of  high  fever  or  rapid  run-off. 
This  required  insufficiency  of  the  aortic  valve  and 
I must  assume  it  was  present. 

Subsequently,  a diastolic  murmur  is  mentioned, 
and  it  would  he  gf)od  to  know  if  this  murmur 
developed  during  the  six  weeks’  course. 

Dr.  Goldozvsky : The  notes  .say  “seagull  systolic 
murmur.” 

Dr.  Littnian:  Very  well.  I have  made  the  same 
error  myself. 

Also,  while  you  are  on  the  physical  examination. 
Dr.  Goldowsky,  where  were  the  systolic  and  dias- 
tolic murmurs  heard,  and  where  was  the  apical 
thrill? 

Dr.  Goldozvsky:  I’recordial  thrill. 

Dr.  Littman:  Very  well.  This  is  what  makes 
these  cases  puzzling  and  interesting,  don’t  you 
think  ? 


There  are  some  other  details  which,  perhaps, 
might  he  considered  in  the  same  category.  There 
is  an  antistreptolysin  titre  of  8.I.I  units  per  cc.  and 
then  a subsequent  test  of  1.50  units.  If  this  young 
man  had  rheumatic  fever,  and  I suspect  this  was 
certainly  on  the  li.st  of  possibilities,  it  would  he 
most  unusual  for  the  antistrejitolysin  titre  to  drop 
from  83.1  to  1.50  during  the  course  of  the  illness. 

I don’t  quite  know  how  to  interpret  that. 

Dr.  Goldozvsky : Those  figures  are  correct. 

Dr.  Littman:  All  right.  There  is  one  more  de- 
tail. I wonder  when  this  young  man  received  his 
ACTH  or  the  other  medication,  including  Benamid, 
Meticorten  and  the  like.  W’hen  did  he  get  the 
ACTH  and  the  Meticorten? 

Dr.  Goldozvsky:  About  the  24th  day  of  his 
illness. 

Dr.  Littman:  Roughly,  half  way,  or  a little 
beyond  half  way  in  his  illness.  This,  I think,  is 
rather  important,  because  if  he  died  of  rheumatic 
fever  — 

Dr.  Goldozvsky:  I am  sorry,  but  that  is  not  cor- 
rect. He  was  already  getting  it  on  the  24th  day. 

Dr.  Littman:  That  is  even  more  impressive,  isn’t 
it?  Well,  it  is  perfectly  obvious,  merely  from  a 
review  of  the  therapy,  the  kind  of  thinking  that  the 
attending  physicians  went  through. 

This  young  man,  right  from  the  very  start,  obvi- 
ously had  a de.sperate  illness,  from  which  he  subse- 
quently succumbed,  and  it  was  apparent  that  ther- 
apy was  directed  against  bacterial  infection  in  his 
heart,  with  or  without  rheumatic  fever.  Those  are 
clearly  the  most  likely  reasons  for  his  illness. 

Let  us  look  at  the  possibilities.  To  begin  with, 
the  blood  pres.sure  of  145/20  implies  disease  of  the 
aortic  valve.  This  was  either  present  before  his 
illness  and  escaped  notice  by  jirevious  examiners, 
or  develojied  acutely  during  the  first  few  days  of 
his  illness.  This  is  not  a manifestation  of  subacute 
endocarditis.  It  must  he  considered  of  the  acute 
variety,  of  the  type  that  characteristically  attacks 
the  aortic  valve.  By  definition,  or  at  least  by  .some 
definitions,  an  illness  of  this  type  which  lasts  longer 
than  six  weeks  may  he  considered  subacute  rather 
than  acute.  However,  I am  not  sure  it  is  an  impor- 
tant differentiation. 

Of  greater  importance  is  the  infecting  organism 
and  the  therapy  directed  toward  it.  It  would  appear 
that  this  represented  an  acute  infection  with  sta- 
phylococcus and/or  unusual  streptococcus  or  pneu- 
mococcus, characteristically  involving  the  aortic 
valve.  The  changing  murmurs  help  to  support 
such  a diagnosis.  Dr.  Forsythe,  may  we  look  at  the 
films  at  this  time? 

Dr.  Forsythe:  I have  a series  of  eight  A-P  films 
of  the  chest,  beginning  with  his  admission  film,  on 
Januarv  17,  1960,  and  extending  right  through  to 
that  of  Fehruarv  23,  1960. 
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The  first  film  was  interpreted  as  negative,  and  I 
think  I may  have  made  the  same  interpretation. 
However,  let  me  show  yon  the  lateral  film.  I would 
think  that,  in  a cardiac  problem,  I would  have  to 
comment  on  the  posterior  border  of  the  heart.  I 
would  think  that  this  patient  had  some  enlargement 
of  the  left  ventricle.  There  is  nothing  further  that 
I can  see  on  this  admission  film  in  January. 

The  next  film  was  the  P-A  film,  taken  with  the 
oblique  and  lateral  films,  and  there  was  no  displace- 
ment or  deviation  of  the  esophagus  on  any  of  the 
films.  Certainly,  there  was  no  change  or  enlarge- 
ment on  that  series  of  films.  The  diaphragm  was 
elevated  bilaterally. 

One  film,  a portable  film,  was  taken  apj^rently 
when  he  was  quite  ill,  on  the  27th.  This  would  he, 
roughlv,  on  the  10th  or  11th  hospital  day,  and  this 
shows  the  large  area  described  and  interpreted  as 
being  ])neumonia.  and  we  see  the  sulcus  almost 
totally  obscured  by  fluid.  Then,  some  two  days 
later,  we  have  almost  total  clearing  of  this  density  ; 
I sav  “almost  total"  because  I think  there  is  some 
residual  density  here.  His  fluid  has  almost  com- 
pletely gone,  except  for  a small  residue  in  his  sulcus, 
which  is,  perhaps,  still  here. 

In  the  final  film,  it  is  gone.  I would  think  that 
this  has  cleared  far  more  quickly  than  I would  have 
e.xpected  to  see  a pneumonia  clear,  in  two  days.  I 
think  it  has  cleared  too  much  for  the  ordinary  pul- 
monary infarct. 

Dr.  Liftman:  What  are  you  going  to  call  it? 

Dr.  Forsythe:  I don't  know  the  answer.  I would 
call  it  pulmonary  edema. 

Dr.  Liftman:  Lying  on  his  right  side,  there? 

Dr.  Forsythe:  I would  go  further.  I think  that 
possibly  prior  to  the  time  this  film  was  taken,  yes, 
I think  he  was  in  failure.  His  vascular  markings 
are  becoming  exaggerated  and  were  persistently 
exaggerated  for  the  rest  of  his  hospital  stay.  I would 
say  that  he  was  in  chronic  failure  all  the  way 
through. 

On  one  film,  some  twelve  days  after  he  came  in, 
he  has  for  the  first  time  changes  in  the  left  base. 
There  is  a density  in  the  lower  lobe,  corresponding 
to  this.  His  heart  looks  progressively  enlarged.  It 
is  quite  enlarged,  but  with  somewhat  amorphous 
contour. 

'I'here  is  a picture,  on  the  final  film,  of  a big 
heart.  Failure?  Nothing  in  the  parenchyma  of  his 
lungs  that  I see. 

Dr.  Liftman:  The  shape  is  not  characteristic  of 
any  ])articular  lesion. 

Dr.  h'orsythe:  In  particular,  I don’t  think  he  has 
pericardial  eft'usion  of  any  massive  sort. 

Dr.  Litttnan:  It  could  be  consistent? 

Dr.  h'orsythe:  Yes. 

Dr.  Liftman:  I wonder  if  we  could  see  the  cardio- 
grams at  the  same  time  and  get  them  out  of  the  way. 
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( The  cardiograms  were  then  shown  on  the 
screen.  The  changes  were  nonspecific. ) 

Dr.  Liftman:  You  have  seen  the  chest  films  and 
the  electrocardiograms.  These  confirm  our  impres- 
sion of  desperate  heart  disease  in  a young  person 
who  goes  into  congestive  failure  and  dies.  The 
diagnosis  of  active  rheumatic  fever  is  one  that 
must  he  ruled  out,  no  matter  what  else,  and  it  is  the 
one  which  I shall  work  on.  to  begin  with. 

There  are  a good  many  details  about  this  young 
man  which  suggest  that  rheumatic  fever  was.  in 
fact,  present.  On  the  other  hand,  if  he  had  the 
juvenile  form  of  rheumatic  fever  which  sometimes 
ends  fatally,  it  would  he  extraordinarv  that  he 
should  not  have  joint  involvement. 

On  admission,  he  had  aches  and  pains.  At  no 
time  were  the  joints  specifically  mentioned.  In  my 
personal  experience,  I don’t  think  I have  ever  seen 
a fatal  rheumatic  carditis  in  the  absence  of  active 
joints  or  active  exudative  pan-carditis,  pericarditis 
and  the  like.  This,  apparently,  was  not  present. 

In  a similar  fashion,  I don’t  believe  I have  ever 
seen  a case  of  fatal  rheumatic  fever,  in  which  there 
wasn’t  more  abnormality  of  the  electrocardiogram, 
particularly  of  heart  block. 

As  evidence  for  rheumatic  fever,  we  have  a 
young  man  in  failure,  together  with  a very  high 
antistreptolysin  titre.  He  had  evidence  of  a brisk 
anemia,  such  as  is  seen  in  rheumatic  fever,  and 
some  though  not  great  renal  involvement. 

On  the  other  hand,  the  possibility  of  hacterio.’ 
invasion  of  his  heart  is  a strong  one.  Here,  too,  of 
course,  we  would  like  to  have  a ])ositive  diagnosis. 
\Ve  would  like  to  have  a positive  blood  culture.  It  is 
quite  possible  that  the  first  culture  in  which  a 
staphylococcus  was  discovered  may  have  been  a 
clue  to  his  infection.  He  may  have  had  a staphylo- 
coccus bacteremia  and  staphylococcus  endocarditis. 
It  would  have  been  nice  to  have  had  a single  con- 
firmation. It  did  not  turn  up.  It  was  likely  this  boy 
was  so  ill  that  he  received  treatment  on  the  day  of 
admission,  and  it  may  have  been  impossible  to  get 
positive  cultures  thereafter,  even  though  the  organ- 
ism may  have  been  growing  in  his  heart. 

There  are  a few  other  conditions  which  might 
simulate  the  findings  here,  and  I shall  review  them 
as  they  come  up.  For  example,  one  may  have  a 
nonhacterial  endocarditis,  with  disseminated  lupus, 
and  I notice  that  this,  too,  was  considered,  at  least 
insofar  as  tests  were  made  for  this.  But,  it  is 
unusual  to  have  this  type  of  disease  in  a male.  I 
don’t  believe  I have  ever  seen  it.  and  in  the  re])orted 
cases  about  90  per  cent  are  young  women. 

Did  this  hov  have  luetic  heart  disease?  I have 
seen  rather  raj)id  progression  and  death  in  patients 
with  aortic  insufficiency  due  to  .syphilis.  I have  also 
seen  this  in  the  absence  of  a positive  serology.  This 
can  happen,  and  I suppose  that  it  is  a possibility. 
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It  does,  however,  not  begin  to  account  for  the  feb- 
rile course.  There  is  no  reason  why  this  patient 
should  have  luetic  heart  disease  with  a persistent 
fever. 

Did  this  young  fellow  have  something  like  sickle 
cell  anemia?  This,  too,  may  simulate  active  rheu- 
matic fever,  together  with  joints,  the  development 
of  murmurs,  and  anemia  ; hut,  I have  never  seen  one 
of  these  that  came  to  such  an  end  in  so  brief  a time. 
'I'his  patient  is  not  reported  to  have  had  scars  or 
ulcers  on  his  legs,  or  any  of  the  other  stigmata  of 
this  disorder. 

( )n  rare  occasions  diphtheritic  myocarditis  may 
mimic  a case  like  this,  with  murmurs,  dilation  of 
the  heart,  and  a fatal  outcome. 

It  seems  that  we  are  dowm  to  the  two  conditions 
I mentioned  earlier,  bacterial  endocarditis  and 
rheumatic  fever.  And  frankly,  at  this  point,  I don’t 
know  whether  I can  rule  out  or  rule  in  either,  except 
for  their  statistical  likelihood.  If  this  is  bacterial 
endocarditis,  I will  have  to  consider  that  it  is  an 
acute  type,  because,  in  the  absence  of  evidence  of 
valvular  disease  in  the  past,  it  is  very  unlikely  that 
the  subacute  variety  would  occur  in  an  otherwise 
normal  heart. 

I toyed  with  the  possibility  that  he  was  a mor- 
j)hine  addict,  and  might  have  infected  himself  by 
an  intravenous  injection.  This  isn't  very  likely, 
and  as  you  probably  know,  infections  acquired  in 
this  manner  usually  involve  the  tricuspid  valve. 

A w’ord,  by  the  way,  about  the  findings.  To  get 
back  to  tbe  original  murmur,  w'e  have  a seagull 
murmur ; this  is  the  description  usually  used  to 
describe  diastolic  murmurs  of  aortic  valve  origin, 
which  are  said  to  oc-cur  with  a ruptured  or  a dis- 
placed cusp.  It  is  also  seen  in  acute  endocarditis. 
If  he  does,  in  fact,  have  a wdde  open  aortic  insuffi- 
ciency, this  can  account  for  all  the  other  murmurs 
without  the  necessity  of  involving  other  valves. 
As  you  know,  this  may  include  an  apical  murmur 
which  is  indistinguishable  from  the  murmur  of 
mitral  stenosis. 

Dr.  Forsythe  believes,  in  retrospect,  that  the 
findings  of  the  chest  film  were  likely  those  of  pul- 
monary edema,  rather  than  the  findings  of  pneu- 
monitis. The  presence  of  pneumonitis  made  me 
Swing  a little  tow'ards  rheumatic  fever  as  the  more 
likely  diagnosis,  because  in  a desperate  and  fatal 
case,  rheumatic  i)neumonitis  is  sometimes  seen. 
But,  it  cleared  too  fast.  I agree  that  this  is  more 
likely  i)ulmonary  edema. 

I offer  the  suggestion  that  tins  young  man  was  in 
failure  when  first  seen,  and  I should  like  to  com- 
ment on  the  circulation  time,  which  was  17  seconds 
on  two  tries.  In  young  people,  circulation  time 
should  be  around  12  to  15  seconds,  and  in  normal, 
young  ])eople  with  fever,  around  10  or  12  seconds. 
Hence  a determination  of  17  seconds  suggests  to 


me  be  was  already  in  trouble  when  first  seen. 

1 he  fact  that  he  had  a BUN  of  23  on  admission 
that  he  was  j)rohably  dehydrated,  although 
in  bacterial  endocarditis  renal  involvement  is  rather 
common. 

I am  very  much  disturbed,  however,  by  tbe  fact 
of  tbe  subsequent  urines  being  negative.  I find  that 
it  is  extraordinarily  difficult  to  picture  a fatal  endo- 
carditis or.  for  that  matter,  a fatal  rbeumatic  valvu- 
litis, without  red  cells  in  the  urine.  I don’t  know 
how  to  interpret  this,  or  the  curious  droj)  in  the 
antistreptolysin  if,  in  fact,  this  boy  did  have  rheu- 
matic fever. 

I do  not  know  what  to  do  with  the  unilateral 
disease  of  the  eye.  You  will  recall  that  mention 
was  made  of  extensive  retinopathy  of  one  eye.  I 
cannot  explain  it,  except  on  the  basis  of  embolic 
disease,  wbicb  might  involve  one  eye. 

In  a similar  fashion,  it  seems  likely  that  the  con- 
vulsion was  an  embolic  phenomenon  though  it  left 
no  localizing  residuum. 

The  spots  on  his  palms  and  on  his  feet  suggest 
Janeway  spots.  These,  as  you  know,  are  seen  in 
bacterial  endocarditis ; they  are  fiat,  erythematous 
areas  on  the  palms  of  the  hand  and  the  soles  of  the 
feet.  He  also  apparently  had  petechial  manifesta- 
tions on  his  finger  tips. 

I am  sorry  to  subject  you  to  this  soul-searching, 
but  I suspect  that  I am  going  through  the  same 
process  you  did  when  you  had  him.  and  I will  have 
to  revert  to  the  diagnosis  of  bacterial  endocarditis, 
probably  acute,  possibly  on  the  basis  of  a congenital 
bicuspid  valve,  wbicb  is  often  the  site  of  such  dis- 
ease, with  the  second  possibility  of  rheumatic  fever. 

Discussion 

Irving  A.  Beck,  m.d..  Presided, 
Prmndencc  Medical  Associafioa 

W’e  are  supposed  to  have  next  a general  discus- 
sion by  the  audience. 

QUESTION : Why  did  the  sedimentation  rate 
stay  at  33?  Why  didn’t  it  vary? 

Di\  Littuiau:  I don’t  know;  I am  sure  it  must 
have  varied  some  because,  as  you  know,  if  you  take 
several  sedimentation  rates  on  the  same  dav,  they 
will  vary.  The  rapid  sedimentation  rate,  of  course, 
is  likely  in  either  disease,  whether  it  is  rheumatism 
or  bacterial  endocarditis. 

QUESTION : Do  you  think  that  you  would 
have  to  postulate  a ruptured  valve  to  account  for 
all  the  changing  murmurs?  That  is  question  1. 

Question  2 is  this.  The  location  of  this  precor- 
dial thrill,  if  it  were  at  the  apex,  would  you  postulate 
ru])ture  of  a papillary  muscle  ? 

Perhaps  that  could  explain  the  whole  thing,  and 
I have  seen  this  sort  of  thing.  However,  it  would 
not  explain  the  wide  pulse  jiressure.  So  I want  to 
know  if  you  think  the  location  of  that  thrill  would 
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l)e  a i)rettv  important  factor  in  diagnosis,  and  also 
if  you  think  there  was  ])rohal)ly  a ruptured  cusp. 

Dr.  Liftiiiaii:  Dr.  Ilurgess,  I couldn’t  agree  more 
about  the  location;  it  is  very  important.  As  you 
know,  an  ai)ical  thrill  at  systole  might  suggest  a 
rupture  of  a ])apillary  muscle  or  a corda  tendinae. 
Sometimes,  the  thrill  can  l)e  felt  around  at  the  hack. 
But  this  was  described  as  precordial,  and  otherwise 
not  localized.  I don’t  know  that  we  have  to  jxistu- 
late  a ruptured  cusp  because  although  the  course 
was  relatively  brief,  it  was  not  abrupt,  and  ordi- 
narily one  would  expect  a rather  sudden  change  in 
findings  if  a cusp  actually  rujitured  or  jierforated. 

The  ones  I have  seen  could  he  timed  with  an 
abrupt  and  gross  alteration  in  the  murmurs.  Again, 
most  such  cases  die  rather  jiromptly  thereafter. 
But  here,  as  a matter  of  fact,  1 think  we  can  plot 
a continuous  course  from  admission  until  the  dav 
he  died.  I think  he  may  well  have  a perforation  of 
a cus]),  although  this  could  have  been  small  initially 
and  grown  larger. 

I am  intrigued  with  the  possibility  of  the  hicus- 
])id  aortic  valve  as  being  the  point  of  origin.  As  you 
know,  this  occurs,  normally  about  one  per  cent  of 
the  time,  in  otherwise  normal  individuals,  hut  is  the 
])oint  of  infection  in  a greater  number  than  its  inci- 
dence would  lead  one  to  believe.  I have  seen  a 
rather  considerable  number,  at  autopsy,  of  patients 
who  died  of  bacterial  endocarditis  who  did,  in  fact, 
have  a congenital  hicusi)id  valve. 

OUBSTIOX  : 1 should  like  to  make  one  or  two 
remarks.  I think  I know  the  answer,  so  that  I shall 
confine  what  1 have  to  sav  to  ante-mortem 
observations. 

I want  to  confirm  and  sui)])ort  Dr.  Littman’s 
reasoning  as  to  the  murmurs.  W’e  saw  him  on 
several  occasions,  and  he  had  a cooing,  diastolic 
murmur.  I believe  the  observation  recorded  was 
the  house  officer’s.  W’e  were  able  to  improve  the 
intern’s  timing,  1 think,  hv  the  carotid  ])ulse.  even 
if  he  failed  to  change  his  note.  He  did  have  a 
diastolic  murmur,  also  inter])reted  as  an  Austin- 
Mint.  He  did  not  have  a loud  M-1.  So  that  I would 
sui)port  your  inferences,  without  the  written  word. 

I should  like  to  make  another  comment  here, 
which  is  really  a dramatic  episode,  and  one  I hadn’t 
seen  before.  He  rather  suddenly  became  extremely 
edematous,  hemorrhagic,  and  the  retina  was  com- 
l)letely  disorganized.  It  looked  as  though  he  was 
going  to  lose  his  eye,  and  that  was  the  reason  he  was 
l)egun  on  the  .\CTH  and  meticorten,  not  for  rheu- 
matic fever.  The  re.sponse  to  thera])v  was  dra- 
matic and  his  eye  was  normal,  then,  for  ten  days. 

fir.  Liftman:  In  any  event,  it  didn’t  helj)  the 
rest  of  the  situation,  which  makes  me  believe  that 
rheumatic  fever  is  rather  less  likely.  T think  that 
one  can  expect  .some  change  in  the  ])rogress  of  ful- 
minating rheumatic  fever  after  the  administration 
of  meticorten  and  .'\CTH. 
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Dr.  Liftman’s  Diagnosis 

1.  .\cute  Bacterial  Endocarditis  of  .Aortic  \’alve. 

2.  Possible  P>icusi)id  Aortic  \’alve. 

.h  RuiXure  of  .Aortic  \’alve  Cusp. 

4.  Cardiac  Failure. 

* * * 

Pathological  Discussion 

Dr.  DaJilquist : 1 should  like  to  congratulate  Dr. 
Littman  on  his  handling  of  this  pathologic 
"hooker.”  It  j)rol)al)ly  represents  an  entity  undiag- 
nosahle  prior  to  autopsy.  W’e  have  chosen  this  case 
with  an  eye  toward  its  educational  value  as  well  as 
its  rarity. 

The  heart  weighed  430  grams,  and  showed 
marked  dilatation.  There  was  a pericardial  effu- 
sion amounting  to  300  cc.  The  tricuspid,  jndmonic 
and  mitral  valves  were  comi)letely  normal.  W’e 
might  show  the  first  slide.  This  is  the  aortic  valve. 
The  posterior  cusp  is  normal.  The  left  cusi),  which 
has  been  bisected  in  opening  the  valve  ring,  is  also 
normal. 

The  orifices  of  the  right  and  left  coronary  arteries 
are  normal  in  size  and  i)osition.  .At  this  point  there 
is  an  additional  orifice  within,  hut  at  the  base  of, 
and  near  the  left  margin  of.  the  sinus  of  \’al.salva 
of  the  right  coronary  cusp  which  leads  into  an 
aneurysm.  The  right  cusp  has  ruptured  along  the 
margin  of  this  aneurysmal  orifice.  There  is  a vege- 
tation on  this  right  cusp  along  its  ruptured  edge. 
This  vegetation  is  less  than  1 cm.  in  diameter,  red- 
hrown.  friable,  and  covered  with  fresh  clot.  The 
left  lialf  of  the  right  cusp  is  of  normal  ajjpearance. 

The  ne.xt  view  shows  us.  at  the  expen.se  of  cover- 
ing up  the  vegetation  a hit.  a portion  of  the  cavity 
of  this  aneurysm.  It  extended  anteriorly,  hutting 
directly  against  the  pulmonary  artery,  measuring 
2.5  cm.  in  length  and  1.5  cm.  in  diameter.  .As  you 
can  see,  there  is  no  clot  or  vegetation  within  it,  the 
inner  surface  is  smooth  and  there  is  no  point  of 
rupture. 

'Hiis  next  view  is  a diagram  reproduced  from  a 
text  on  congenital  heart  disease.^  This  as  you  can 
see  a])])roximates  ours  in  location,  hut  has  ruptured 
into  the  right  ventricle. 

I should  ])oint  out  perhai)s  now  that  there  is  a 
very  nice  anatomic  survey  of  this  condition  hv 
Jesse  Edwards  in  1957,-  and  that  for  the  ]nir])oses 
of  clinical  and  pathologic  classification  of  aneur- 
ysms of  the  sinuses  of  X’ahsalva,  he  arbitrarily 
divides  each  cusp  into  thirds,  and  therefore  ])ro- 
])oses  nine  diliferent  sites  in  which  this  aneurysm 
may  occur  aiul  possibly  rupture,  each  one  of  the.se 
nine  ])roducing  on  ru])ture.  because  of  the  com])le.x 
anatomy  in  this  area,  a dififerent  clinical  syndrome. 
The.se  aneurysms  are  usually  asym])tomatic  until 
such  time  as  they  may  ru])ture. 

^\’e  ])re.sent  a diagrammatic  sketch  of  our  case. 
The  orifice  and  the  aneurysmal  cavitv  are  demon- 
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strated.  'I'he  aneurysm  is  actually  superior  to  the 
musculature  of  the  interventricular  sei)tum ; it 
abuts  directly  against  the  pulmonary  artery  at  one 
])oint. 

This  next  view  is  a niicroscojiic  ])icture  of  the 
myocardium.  There  were  EKG  changes  suggestive, 
1 believe,  of  myocarditis,  hut  from  the  evidence  in 
all  sections,  it  is  hard  to  see  how  such  tiny  foci,  so 
few  in  number  as  we  have  here,  could  cau.se  any 
such  EKG  changes.  Each  focus  reveals  small  num- 
bers of  lym])hocytes  and  jiolymorphonuclears  in  the 
interstitial  tissue  only.  The  myocardial  fibers,  in 
general,  are  normal ; there  is  no  apparent  necrosis. 

The  next  view  shows  a section  of  the  lungs,  and 
you  can  see  the  rather  marked  chronic  congestion 
with  large  numbers  of  hemosiderin-laden  macro- 
])hages  in  the  alveolar  .spaces.  The  lungs  did  show 
.some  edema  also.  Practically  all  the  other  organs 
were  normal  with  the  exception  of  the  liver  which 
weighed  .WOO  grams  and  was  congested.  The  sjileen 
was  not  significantly  enlarged. 

W’e  now  show  a microscopic  ])icture  of  the 
aneurysm  wall.  There  is  a little  hit  of  elastic  tissue 
in  it,  hut  it  is  composed  princijially  of  a den.se 
collagenous  fibrous  tissue.  This  again  shows  the 
wall  of  the  aneurysm  abutting  against  the  mmscle  in 
the  interventricular  septum. 

In  a microscopic  jiicture  of  the  base  of  the  vege- 
tation we  notice  the  va.scularity  at  the  base.  As  the 
tijj  of  the  vegetation  is  ajiproached.  there  is  le.ss  and 
less  cellularity,  and  the  next  section  shows  masses 
of  fibrin  only,  with  more  recent  blood  clot,  at 
the  tij). 

(Eie  view  presents  a gram  stain  of  the  vege- 
tation, showing  the  masses  of  bacteria  scattered  in 
the  deejier  layers  of  the  fibrin.  These  bacteria  do 
not  reach  the  surface  at  any  point,  which  is  tyjiical. 

The  cultures  of  these  vegetations  taken  at  autopsy 
were  inexjilicahly  negative.  We  do  not  therefore 
have  any  definitive  cultures  in  this  case.  However, 
careful  examination  of  this  gram  stain  reveals 
di])lococcal  forms  like  this,  resembling  strejito- 
coccus  which  are  slightly  elongated.  These  also 
simulate  short  chains  in  some  areas,  which  again 
re.semhle  streptococcus,  hut  the  im])ortant  finding 
is  this  di])lococcal  form  which  we  feel  is  (juite 
ty])ical  of  the  streptococcus. 

W’e  show  a diagram  rejiroduced  from  the  second 
article  by  Jesse  Edwards,'*  and  it  indicates  what  is 
considered  to  he  the  basic  defect  in  the  congenital 
ty])e  of  aneurysm  of  the  sinus  of  Valsalva.  The 
fir.st  view  demonstrates  the  normal  in  a vertical 
section  through  the  aorta,  aortic  valve  and  the 
membranous  jiortion  of  the  interventricular  se])- 
tum.  'I'he  im])ortant  relationshij),  vou  will  notice, 
is  here,  the  joining  of  the  aorta  and  the  membra- 
nous se])tum. 

In  the  next  view,  we  see  a similar  ])lane,  with  an 


obvious  failure  of  the  aorta  to  unite  with  the 
membranous  se])tum,  and  the  formation  of  an 
aneurysm  at  the  jioint  of  normal  fusion. 

W e feel  that  the  aneurysm  demonstrated  in  this 
case  is  an  aneurysm  of  the  sinus  of  Valsalva,  con- 
genital in  ty])e.  W’e  feel  it  to  he  congenital  because 
of  its  dense  collagenous  wall.  Sheldon  and  GoldeiP 
demonstrated,  in  ca.ses  of  acute  bacterial  endocar- 
ditis, the  presence  of  abscesses  of  the  valve  rings  of 
the  heart.  'I'hey  followed  several  ca.ses  for  weeks 
and  even  iiKjnths,  and  at  autoiKsy  in  no  case  did  any 
of  these  abscess  walls  show  to  any  degree  the 
organization  and  collagenation  that  is  pre.sent  in 
our  case.  In  every  one  of  their  ca.ses,  the  wall  is 
composed  of  loose  granulation  tissue. 

'I'herefore,  I think  the  aneurysm  in  our  case  has 
been  present  for  an  extremelv  long  time.  Its  col- 
lagenous wall  and  its  anatomic  location  both  .sub- 
stantiate its  classification  as  a congenital  aneurysm 
of  the  sinus  of  Valsalva. 

There  may  have  been  originallv  a slight  deform- 
ity also  of  the  right  cusp  of  the  aortic  valve,  associ- 
ated with  the  aneurysm  ; or  perhaps  abnormal  eddy- 
ing of  blood  caused  by  this  i)articular  aneurvsm 
may  have  damaged  the  valve,  with  suhseciuent  bac- 
terial endocarditis. 

Interestingly  enough,  most  of  the.se  aneurysms 
are  brought  to  light  only  by  rujiture,  through 
develo])ment  of  a picture  almost  exactly  like  the 
one  we  have  in  this  case  ; in  other  words,  a relatively 
young  man,  between  20  and  30,  develo])ing  sudden 
heart  failure,  with  the  presence  of  a very  harsh  or 
a loud  murmur  that  has  never  been  heard  before. 
This,  I re])eat.  is  the  picture  typicallv  seen  with 
ru])ture  of  one  of  these  aneurysms  and  duplicated 
in  our  case  by  endocarditis  and  valve  rupture. 

So,  W’e  postulate  that  there  was  a congenital 
aneurysm  of  the  sinus  of  Valsalva  which  influenced 
the  develo])ment  of  a bacterial  endocarditis  on  the 
aortic  valve,  with  a ru])ture  of  the  involved  cnsj), 
intractable  cardiac  failure,  and  death.  Quite  ])rol)- 
ahly,  the  etiologic  agent  was  a stre])tococcu.s, 
although  we  cannot  prove  it  definitely. 

* =):  * 

President  Beck:  Dr.  Littman,  do  you  have  any 
comments,  now  that  you  know’  the  answer  ? 

Dr.  Littman:  T don’t  reallv  feel  too  badly.  (3rdi- 
narilv,  the  diagnosis  of  a ruptured  aneurysm  of  the 
sinus  of  Valsalva  is  made  on  the  develojiment  of  the 
continuous  murmur;  in  fact,  you  have  a left  or 
right  shunt,  which  makes  the  various  ty])es.  Oi 
course,  he  did  not  rupture,  and  one  would  not  have 
exjiected  a murmur  of  that  kind.  His  murmur,  in 
fact,  was  due  to  the  valvulitis,  or  the  liacteria  on 
the  valve  and  the  subsequent  perforation  thereof, 
which  ])roduced  the  aortic  insufficiency. 

I was  practically  not  aw’are  that  a congenital 
aneurysm  of  the  sinus  of  \'alsalva  is  at  all  a com- 

concluded  on  page  11  i 
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Pi'LLED  ELBOW  is  ail  injury  which  occurs  in 
young  children  and  is  characteristically  dramatic 
in  its  onset,  and  both  startling  and  alarming  to  the 
parents.  The  authors  have  seen  and  treated  approxi- 
mately twenty  cases  each  year  in  an  active  ortho- 
j)edic  practice,  and  have  been  impressed  by  the 
frequency  with  which  this  condition  is  misdiag- 
nosed. The  treatment  is  simple  and  efifective.  This 
presentation  is  offered  in  order  to  help  make  the 
clinical  entity  more  commonly  ajipreciated. 

Reviezv  of  Literature;  Van  Arsdale,^  in  1889, 
gave  the  first  thorough  review  of  the  condition  in 
the  American  literature,  reporting  a series  of  one 
hundred  cases.  He  stated  that  Hippocrates  and 
Celsus  had  referred  to  this  injury,  and  credited 
Fournier  with  the  first  accurate  description  in  1671. 

In  1916,  Stone- carried  out  experiments  on  twelve 
cadaver  arms,  in  which  the  hones  were  practically 
free  of  muscles  hut  the  ligaments  were  intact.  Suh- 
luxation  of  the  head  of  the  radius  was  produced  in 
six  extremities  by  forcible  traction  on  the  extended 
arm  ; the  annular  ligament  slipped  over  the  radial 
head  when  the  hand  was  pronated. 

Iloyette  and  London,'^  in  1948,  emphasized  that 
this  was  a common  injury  in  young  children,  and 
stated  that  this  was  “a  i)ediatric  ])rohlem." 

Magill  and  AitkeiA  analyzed  .1,390  children,  ten 
years  and  younger,  seen  in  the  Boston  City  Hospi- 
tal Accident  Room  in  a two-year  period.  They 
found  an  incidence  of  3 ])er  cent  of  “pulled  elbows” 
in  children  eight  years  of  age  and  younger,  and 
concluded  that  this  was  a relatively  common  injury- 
in  young  children.  Xo  cases  were  observed  over  the 
age  of  eight. 

(ireen  and  (lay,-'’  Beegel,“  Salkind,"  Sweetnam® 
and  HarH  rej)orted  small  series  of  cases  and  de- 
.scrihed  the  typical  jficture  of  this  injury. 

In  19.19,  Broadhurst  and  Buhr”*  reviewed  139 
cases  of  upper  limb  injuries  in  children  under  eight 


in  England.  They  found  an  incidence  of  1.1  per  cent 
of  "jndled  elbows”  in  this  series,  and  concluded 
that  this  injury  is  more  common  than  fractures  of 
the  humerus  or  clavicle  in  young  children. 

Aiiatoiuieal  Faetors;  The  head  of  the  radius 
after  birth  is  represented  by  a circular  disk  of  carti- 
lage whose  ossification  center  does  not  appear  until 
the  fifth  year  of  life.  The  head  of  the  radius  is 
surrounded  by  an  annular  ligament  which  retains 
the  radial  head  in  contact  with  the  radial  notch  of 
the  ulna.  This  allows  rotation  of  the  radial  head 
which  ])ermits  pronation  and  supination  of  the 
forearm.  The  diameter  of  the  radial  head  is  no 
larger  than  the  proximal  shaft  until  the  age  of 
five  years. 

Because  of  the  small  size  of  the  cartilaginous 
head  at  this  early  age,  sudden  extension  and  trac- 
tion of  the  forearm  may  cause  suhluxation  of  the 
radial  head  out  of  the  annular  ligament,  producing 
immediate  disability. 

Characteristically  therefore,  this  injury  occurs 
from  the  ages  of  one  to  five  years  in  our  experience 
and  that  of  other  observers,  prior  to  the  formation 
of  the  bony  center  of  ossification  in  the  radial  head. 
It  may  occur  less  frequently  up  to  the  age  of  eight 
and  rarely  at  nine,  hut  the  average  age  noted  by 
most  writers  is  two  and  one-half  years. 

Typical  Clinical  Picture:  A young  child  under 
the  age  of  five  years  is  swung  up  into  the  air  with 
arms  extended,  hv  a parent  or  adult  relative,  or  is 
pulled  sharply  hv  the  hand  and  wrist  because  he 
is  lagging  behind.  Frequently  the  adult  will  hear  a 
snap  or  feel  a snapping  sensation  somewhere  in  the 
child’s  upper  extremity  and  immediately  afterward 
the  child  is  in  acute  distress.  The  youngster  cries, 
the  iq)per  extremity  is  held  lim])ly  at  the  side  of  the 
hodv,  elbow  slightly  ffexed  and  forearm  in  prona- 
tion; the  child  refuses  to  use  this  extremity  or  to 
|)ermit  it  to  he  handled. 

Several  hours  later  or  a day  later,  the  child  is 
brought  to  the  doctor,  the  upper  extremity  still 
limp  and  the  child  obviously  in  pain. 

This  can  he  particularly  alarming  during  the 
summer  months,  when  the  (juestion  of  poliomyelitis 
is  ui)permost  in  the  i)arent’s  mind. 

X rays  of  the  elbow  frequently  show  no  gross 
deformities,  although  if  comparison  X rays  arc 
made  with  the  oi)posite  elbow,  careful  observation 
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may  occasionally  reveal  a slight  anterior  clisi)lace- 
ment  of  the  neck  of  the  involved  radius  in  relation 
to  the  lateral  humeral  condyle.  As  a rule,  however, 
hony  deformity  is  not  noted.  The  X ray  is  valuable 
in  that  it  also  will  rule  out  other  hone  injuries  or 
anomalies. 

'I'he  fingers  will  he  moved  on  stimulation  and  no 
evidence  of  sensory  loss  or  paralysis  of  the  radial, 
median  or  ulnar  nerves  is  noted.  Tenderness  over 
the  radial  head  may  he  elicited.  The  child  resents 
having  the  extremity  stimulated,  and  if  the  clinical 
history  of  a inill  of  the  extremity  or  a swinging- 
upward  of  the  child  hv  the  forearms  is  not  elicited, 
the  picture  may  he  a confusing  one  to  the  uniniti- 
ated examiner. 

Trcafnioif : As  stated  initially,  the  treatment  is 
simple  and  efifective.  Without  anesthesia,  the  elhow 
is  flexed  to  a right  angle  hv  the  examiner,  and  the 
forearm  is  turned  firmly  into  sui^ination.  Simul- 
taneous ])ressure  may  he  made  over  the  radial  head, 
hut  is  not  es.sential.  A click  or  snaj)  is  felt  almost 
routinely  hy  the  examiner  and  immediately  after- 
ward the  forearm  can  he  supinated  and  |)ronated 
with  ease  and  without  pain.  The  upper  extremity 
is  immohilized  with  the  elhow  in  flexion  under  the 
child’s  shirt  or  with  a small  sling  for  a period  of 
twenty-four  hours,  after  which  no  further  immo- 
hilization  is  necessary. 

The  child’s  crying  and  distress  cease  almost 
immediately,  and  the  treatment  is  as  dramatic  as  the 
initial  occurrence  of  the  injury. 

The  authors  have  not  seen  a recurrence  of  this 
injure  in  any  youngster  to  date.  Occasional  recur- 
rences have  been  re])orted  hv  some  writers. 

SUMMARY 

Suhluxation  of  the  head  of  the  radius  or  “pulled 
elhow"  is  an  injury  which  occurs  not  infreciuently 
in  children  helow  the  age  of  five  years,  for  anatomi- 
cal reasons  which  are  described.  This  clinical  entity 
is  not  as  widelv  recognized  as  it  should  he.  and  its 
treatment  is  simple  and  effective.  This  report  is 
offered  to  make  the  injury  and  its  simple  treatment 
better  known  to  the  general  ])ractitioner  and  pedia- 
trician, who  most  frequently  see  the  child  after  the 
occurrence  of  the  injury. 
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MANAGEMENT  OF  HYDATID  CYST  WITH 
REPORT  OF  UNUSUAL  COMPLICATION 

concluded  from  page  764 

(May,  1960),  and  again  two  months  later  ( |nlv. 
196)0  I showed  normal  harinm  fllling  of  the  rectum 
and  normal  evacuation  and,  on  lateral  view,  showed 
complete  disaj)pearance  of  the  tumor  between  the 
bladder  and  the  rectum. 

Discussion 

In  discussing  this  case  we  ohviouslv  must  accept 
the  fact  that  it  was  a foreign-body  granuloma,  hut 
1 cannot  readily  accept  the  explanation  that  for- 
malin was  resjionsihle  for  it. 

To  my  mind  it  must  have  been  a fragment  of  the 
dead  germinative  membrane  of  a hydatid  cyst, 
which  remained  in  some  obscure  corner  after  mar- 
supialization. The  presence  of  eosinophils  and  of 
necrotic  nonspecific  debris  is,  in  my  opinion,  suffi- 
cient evidence. 

It  must  have  been  a dead  fragment  of  germina- 
tive membrane,  because  otherwise  we  would  see  the 
structures  of  a new  recurrent  hydatid  cyst,  and  not 
those  of  a foreign  body  granuloma. 

WHAT  IS  YOUR  DIAGNOSIS  ? 

concluded  from  page  771 

mon  point  of  infection:  I am  glad  to  have  learned 
that.  I will  he  on  the  lookout  for  it  from  here  on. 

Dr.  Dahhjiiisf:  In  this  case,  we  believe  the  aneur- 
ysm contributed  to  the  development  of  the  bacterial 
endocarditis. 

Dr.  Liftman:  1 have  never  encountered  it  before. 
Anatomic  Diagnosis 

1 . Congenital  Aneurysm  of  the  Sinus  of  \'alsalva. 

2.  Acute  Bacterial  Endocarditis,  Aortic  Valve. 

with  Rupture  of  Cnsj). 

.3.  Cardiac  Failure. 
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INFLUENZA  IMMUNIZATION  =5^ 

Statement  by  Leroy  E.  Burney,  Surgeon  General, 
United  States  Public  Health  Service 


Two  OUTBREAKS  of  influenza  swept  the  United 
States  in  the  fall  of  1957  and  the  winter  of  1958, 
resulting  in  60,000  more  deaths  than  would  be 
expected  under  normal  conditions.  There  were,  in 
addition,  more  than  26.000  excess  deaths  during 
the  first  three  months  of  1960  which  also  were  con- 
sidered to  be  the  result  of  influenza. 

These  dej^artures  from  the  usually  predictable 
norms  prompted  the  Surgeon  General’s  Advisory 
Committee  on  Influenza  Research  to  analyze  the 
cause  and  to  seek  measures  to  prevent  such  an 
occurrence  in  the  future. 

The  committee  found  that  a new  antigenic  vari- 
ant. the  Asian  strain,  because  of  its  widespread 
introduction  and  the  general  lack  of  resistance  to 
it.  was  the  direct  cause  of  the  excess  number  of 
deaths,  not  only  in  the  total  population  hut  most 
markedly  among  the  chronically  ill.  the  aged,  and 
pregnant  women.  .A.s  a result  of  these  findings,  the 
Public  Health  Service  is  urging  a continuing  pro- 
gram to  protect  these  high-risk  groups  in  order  to 
prevent  a recurrence  of  this  excess  mortality. 

The  high-risk  groups  who  contribute  most  to  the 
excess  deaths  and  who  the  Public  Health  Service 
believes  should  be  routinely  immunized  each  year 
are : 

1.  Persons  of  all  ages  who  suffer  from  chronic 
debilitating  disease,  in  particular:  (al  rheumatic 
heart  disease,  especiallv  mitral  stenosis  : ( h ) other 
cardiovascular  diseases,  such  as  arteriosclerotic 
heart  disease  or  hypertension — especially  patients 
with  evidence  of  frank  or  incipient  insufficiency; 
(c)  chronic  bronchopulmonary  disease,  for  ex- 


DID YOU  KSO\V  ;> 

SCHOOL  ACCIDENT  FACTS 

• The  most  dangerous  areas  are  playground  and 
gymnasium,  where  64  per  cent  of  accidents  on 
school  property  occur. 

• The  most  dangerous  hours  are  the  first  part  of 
the  school  day,  68  per  cent  of  accidents  taking  place 
in  the  morning  and  at  noontime. 

• Boys  are  involved  in  65  per  cent  of  school 
accidents. 

• Forty  per  cent  of  all  school  accidents  result  in 
wounds. 

• No  absences  are  incurred  in  71  per  cent  of 
school  accidents. 


ample,  chronic  asthma,  chronic  bronchitis,  bronchi- 
ectasis. pulmonary  fibrosis,  pulmonary  emphysema, 
or  pulmonary  tuberculosis  ; ( d j diabetes  mellitus  ; 
(e  ) Addison’s  disease. 

2.  Pregnant  women. 

3.  .\11  persons  65  years  or  older. 

The  adult  dosage  recommended  l)y  the  advisory 
committee  for  initial  immunization  is  1.0  cc.  (500 
cca  units ) of  polyvalent  vaccine,  administered  sub- 
cutaneously on  two  occasions  separated  by  two  or 
more  months.  Preferably,  the  first  dose  would  he 
given  no  later  than  September  1 and  the  second  no 
later  than  Xovemher  1.  Persons  previouslv  immu- 
nized with  polyvalent  \accine  should  he  reinocu- 
lated with  a single  booster  dose  of  1.0  cc.  subcu- 
taneously each  fall,  prior  to  Xovemher  1.  The 
only  contraindication  to  vaccination  would  he  a 
history  of  food  allergy  to  eggs  or  chicken  or  a prior 
history  of  allergic  reaction  to  an  egg-produced  vac- 
cine. such  as  the  commercial  influenza  product. 

The  time  to  start  such  a program  is  before  the 
onset  of  the  influenza  season  this  fall.  In  the  past, 
influenza  vaccination  has  been  sparse  and  sporadic, 
and  ])rimarily  in  response  to  an  epidemic  or  the 
threat  of  an  epidemic.  The  unpredictability  of 
recurrence  of  influenza  and  its  continued  endemic 
occurrence  are  well  known.  Therefore,  the  Public 
Health  Service  strongly  recommends  that  immu- 
nization of  these  high-risk  groups  he  started  now 
and  continued  annually,  regardless  of  the  predicted 
incidence  of  influenza  for  specific  years. 

The  members  of  the  Surgeon  General’s  Advi- 
sory Committee  on  Influenza  Research  are:  Colin 
H.  MacLeod,  .m.d.,  chairman.  University  of  Penn- 
sylvania; Fred  M.  Davenjxjrt,  m.d..  University 
of  Michigan;  Morris  Schaeffer,  m.d..  bureau  of 
laboratories  of  the  City  of  Xew  York  Health  De- 
partment; George  Burch,  m.d.,  Tulane  Univer- 
sity: Dorland  J.  Davis,  m.d.,  Xational  Institute  of 
Allergv  and  Infectious  Diseases,  Public  Health 
Service:  Thomas  F.  Sellers,  m.d..  Georgia  State 
Department  of  Health;  and  Glenn  S.  Usher,  m.d.. 
Communicable  Disease  Center,  Public  Health 
Service. 

*Reproduced  from  Public  Health  Reports,  Public  Health 

Service,  United  States  Department  of  Health,  Education 

and  Welfare.  \’ol.  75.  No.  10,  p.  944,  October,  1960. 


Editorials 


THE  EDITOR 


IN  CHOOSING  Doctor  Seebert  J.  Goldowsky  as 
editor-in-chief  of  this  Journal,  the  Rhode 
Island  Medical  Society  has  continued  its  tradition 
of  placing  at  the  head  of  its  official  publication  a 
man  who  is,  in  the  highest  sense,  a scholar.  In 
electing  him,  the  Society  makes  it  clear  that,  in  the 
judgment  of  its  members,  there  is  no  one  else  as 
well  fitted  to  carry  on  the  tradition  of  the  classical 
touch  that  was  so  well  exemplified  by  the  writings 
and.  indeed,  in  the  conversation  of  his  distinguished 
predecessor.  Doctor  John  E.  Donley.  When  we 
consider  the  years  of  effort  contributed  by  him  and 
by  such  men  as  Albert  H.  Miller,  who  raised  the 
Journal  to  a high  plane,  and  Peter  Pineo  Chase, 


who  carried  it  on  with  keen  insight  and  friendly 
humor,  we  realize  that  the  editor-in-chief  must  he 
a man  who  is  sensitive  and  clear  sighted,  who  is  not 
afraid  to  speak  his  mind  and  can  do  so  with  clarity, 
wisdom  and  finesse.  Such  a man  is  Doctor 
Goldowsky. 

Both  Doctor  Chase  and  Doctor  Donley  held  him 
in  high  regard  and  would  have  been  deeply  gratified 
could  they  have  known  that  he  was  to  succeed  them. 
It  is  a pleasure  to  realize  that  our  Journal  will 
continue  its  work  and  discharge  its  duties  “with 
dignity  and  reputation.’’ 

Alex  M.  Burgess,  m.u..  Chairman 
Publications  Committee 


CO-OPERATIVE  CLINICAL  STUDIES 


IN  THE  September,  1960,  issue  of  Surgery, 
George  E.  Moore,  m.d.  and  ph.d.,  a general 
surgeon,  and  brilliant  and  intense  director  of  the 
Roswell  Park  Memorial  Institute  for  cancer  re- 
search at  Bufifalo,  New  York,  makes  an  eloquent, 
logical,  and  effective  plea  for  controlled  co-opera- 
tive clinical  trials.  Pie  points  out  that  all  surgeons 
are  interested  in  a rapid  and  valid  assessment  of  the 
effectiveness  of  surgical  procedures  and  of  various 
adjuvant  measures.  Most  surgical  reports  comprise 
a compilation  of  patients  treated  by  an  individual 
surgeon  or  group  of  surgeons  representing  a single 
clinic.  The  disadvantages  of  such  reports  are  as 
follows : 

“1.  The  spectrum  of  patients  being  treated  is 
usually  determined  by  the  reputation  of  the  sur- 
geon or  surgical  group,  the  type  of  hospital,  the 
relationship  of  the  hospital  to  the  community, 
and  the  presence  or  absence  of  nearby  teaching 
hospitals,  public  hospitals,  and  clinics. 

“2.  The  patients  included  in  such  studies  usu- 
ally have  been  treated  over  a period  of  years  until 
an  adequate  number  of  patients  has  accumulated 
for  a report.  During  the  span  of  time  covered  by 
the  report,  the  supervisory  personnel  and  resi- 
dent staff  will  have  changed,  numerous  new 
drugs  will  have  been  introduced,  and  the  chang- 
ing fashions  of  surgery  may  have  modified  the 
treatment  employed.  Despite  these  changing 


conditions,  all  cases  are  included  and  reported  as 
a ‘homogeneous’  group. 

“3.  Definitions  of  operability,  resectability, 
mortality  rates,  and  survival  are  not  completely 
described  and  therefore  may  vary  from  those 
of  the  same  terms  or  similar  ones  used  by  other 
authors. 

“4.  Major  variations  in  operative  procedure 
may  occur  within  the  series  being  reported,  be- 
cause of  the  surgeon’s  firm  belief  that  patients 
must  he  considered  on  an  individual  basis.  Unfor- 
tunately, such  individual  consideration  is  most 
often  based  on  an  individual  prejudice  of  the 
moment. 

“5.  Allocation  of  patients  to  treatment  cate- 
gories is  often  skewed  by  factors  affecting  prog- 
nosis. For  example,  patients  with  advanced 
lesions  may  be  withheld  from  a new  treatment 
series  because  the  surgeon  fears  complications. 

“6.  Unless  all  patients  in  the  study  group  and 
the  comparison  group  have  been  followed  accord- 
ing to  a well-defined  plan  and  with  equal  atten- 
tion, the  data  regarding  recovery  progress,  com- 
plications, and  disease  recurrence  will  not  he 
comparable.” 

A careful  reading  of  these  criteria  furnishes  an 
excellent  guide  to  the  unwary  reader  for  evaluating 
the  worth  of  a clinical  report.  Moore  points  out 
that  the  acceptance  of  a new  operation  or  adjuvant 

continued  on  next  page 
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often  parallels  the  rejmtation  of  the  surgeon  making 
the  rejtort.  "There  are,”  he  points  out,  "exanii)les 
of  ill-conceived  and  unevaluated  procedures  which 
have  been  adopted  by  hundreds,  even  thousands, 
of  surgeons  following  the  jtresentation  of  an  in- 
triguing i)aper.”  This  sad  truth  is  all  too  self- 
evident.  He  further  points  out  that  the  use  of 
random  and  double-blind  methods  will  not  validate 
an  otherwise  ])oorly  conceived  and  poorly  executed 
clinical  investigation. 

Co-o])erative  and  controlled  clinical  trials,  al- 
though not  without  ])itfalls,  nevertheless  offer  an 
excellent  method  for  prompt  and  accurate  evalua- 
tion of  new  techniques.  Such  co-operative  investi- 
gations should  include  these  safeguards; 

"1.  Provision  of  an  adequate  number  of 
j)atients  with  minimal  change  of  selection  that 
would  aff'ect  evaluation. 

"2.  The  use  of  an  adequate  ex])erimental 
design  with  i)rovision  of  randomized  therapv, 
double-blind  control  of  therajw,  and  stati.stical 
evaluation  of  results,  if  necessary. 

“2.  Com])letion  of  the  study  in  a i)eriod  during 
which  the  smallest  number  of  new  variables  are 
a|)t  to  he  introduced. 

"4.  Ex])osure  of  a minimal  numljer  of  ])atients 
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to  the  ])ossil)le  toxicity  of  a new  drug  or  to  the 
jKjssihle  adverse  eff'ects  of  a modified  therapeutic 
procedure. 

"5.  Determination  of  the  efficacy  of  a new 
diagnostic  or  therapeutic  jwocedure  in  the  short- 
est possible  time,  thus  making  its  advantages 
available  to  all  patients  as  quickly  as  ])ossihle.’’ 

This  new  co-o])erative  approach  has  alreadv 
gained  some  accejnance  and  has  been  used  for  drug 
evaluation  by  the  National  Cancer  Institute.  There 
are  other  instances  where  this  method  has  been  used 
with  some  success.  joint  study  in  several 
\'eterans  Administration  hosi)itals  with  random 
controls  seems  to  have  proved  that  there  is  no 
diff'erence  in  survival  following  operations  for 
cancer  of  the  lung,  colon  or  stomach,  whether  or 
not  adjuvant  chemotherajw  with  i)resentlv  avail- 
able drugs  is  used.  Another  joint  studv  in  .seventeen 
hospitals  by  Ian  MacDonald,  spon.sored  hv  the 
American  College  of  Surgeons  and  the  .A.merican 
College  of  Physicians,  .seems  to  have  ])roved  that 
the  results  of  adrenalectomy  and  hy])ophvsectomv 
in  metastatic  breast  carcinoma  are  i)ractically  iden- 
tical in  every  respect.  Such  studies  seem  to  have 
the  ring  of  authenticity.  \\'e  look  forward  to  many 
more. 


WHY  CHOOSE  MEDICINE? 


Tt  USUALLY  DOES  NOT  TAKE  long  for  a medical 
student  to  come  to  the  conclusion  that  he  couldn't 
l)ossihly  have  considered  any  career  other  than 
medicine.  Trom  the  very  outset  the  work  is  fasci- 
nating and  as  the  months  and  years  g<)  by  it  is  con- 
tinually more  and  more  rewarding.  ( )ften  we  hear 
the  criticism  from  laymen  that  it  takes  so  many 
years  for  the  young  doctor  to  prepare  for  his  life’s 
work  that  he  has  almost  reached  middle  age  before 
he  starts.  This  is  not  true.  Although  there  are  plans 
being  developed  to  cut  the  years  of  formal  training 
in  college  and  medical  school  to  six  or  seven,  even 
with  eight  as  is  usual  at  ju'esent,  the  average  .Amer- 
ican graduate  starts  his  life's  work  before  he  leaves 
the  medical  school.  Interns  and  residents  actually 
are  doing  their  life  work  in  their  vears  of  hosi)ital 
training,  and  doing  a most  interesting  ])art  of  it. 

It  is  true  that  the  members  of  the  house  staff's  of 
our  hospitals,  while  engaging  in  jwactice  under 
supervision,  and  everyday  learning  and  perfecting 
themselves,  are  also  a])plying  the  latest  and  most 
eff'ective  techniques  of  diagnosis  and  treatment  and 
still  more  important,  they  are  learning  how  to  deal 
with  sick  people.  They  are  practicing  both  the 
science  and  the  art.  At  the  same  time  they  are  find- 
ing out  what  field  of  medical  work  is  l)e.st  suited  to 
their  tastes  and  abilities. 


-After  i)articipating  in  the  three  great  phases  of 
the  work — service,  teaching  and  research,  with  all 
of  which  he  will  gain  familiarity,  the  intern  and 
resident  can  determine,  usually  without  difficulty, 
where  he  fits  and  can  plan  the  remainder  of  his 
career.  Even  in  private  practice  in  a small  town 
there  will  he  things  to  investigate  and  jieople  to 
teach,  hut  here  the  jiersonal  side,  the  ajiplication  of 
the  art  of  medicine,  will  be  his  ])rincii)al  concern. 
There  is  nothing  more  rewarding. 

As  everyone  knows  scientific  medicine  has 
shown  such  advances  that  human  life  has  been 
greatly  extended,  hut  human  problems  are  as  im- 
portant as  ever.  The  need  that  a person  has  for  an 
understanding  and  sympathetic  adviser  who  knows 
his  medicine  and  can  give  reliable  counsel  and  accu- 
rate care  is  as  great  as  ever. 

With  the  op])ortunitv  for  a most  .satisfying  career 
that  is  offered  by  the  life  of  a physician  it  is  not 
easv  to  exjilain  whv  the  number  of  a])i)licants  to 
medical  .school  has  shown  a relative  decrease  in  the 
past  few  years.  It  may  he  that  aijilied  science  in 
the  engineering  field,  with  its  jiromi.se  of  early 
financial  security  has  such  an  attractive  as])ect  that 
students  with  a definite  desire  to  do  scientific  work 
are  drawn  to  it.  It  may  well  lead  to  early  .security, 
hut  in  the  long  run,  in  the  later  years  of  life,  it  seems 
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to  offer  less.  It  is  hard  to  imagine  a field  of  work 
in  which  there  is  greater  possibility  to  contribute  to 
human  welfare  than  in  medicine.  This  is  true  both 
in  the  abstract  sense  by  increasing  knowledge 
which  will  improve  the  health  of  i)eople  generally, 
and  in  a very  concrete  manner  by  applying  to  indi- 
viduals scientific  techniques  and  human  under- 
standing for  the  relief  of  their  suffering  and  the 
e.xtension  of  worthwhile  human  lives. 


Besides  interpreting  metlical  facts  to  his  ])atients 
and  correcting  the  dangerous  fallacies  that  are 
inherent  in  the  medical  information  that  reaches 
the  public  through  the  i)ress  in  ill-advised  articles 
and  advertisements  the  doctor  now  has  another 
duty.  It  is  this.  By  precept  and  exam])le  he  must 
tell  the  young  men  and  women  of  college  age  of 
the  wonderful  opportunities  that  lie  ahead  for  the 
student  of  medicine  and  show  them  his  haj)pines.s 
and  pride  in  his  life  as  a doctor. 


AIDING  THE  AGED 


Now  that  the  political  air  has  been  cleared  it 
would  appear  that  some  serious  reflection  is 
in  order  on  the  question  of  aid  to  the  aged  which 
has  been  bandied  from  one  extreme  to  the  other  for 
the  past  year  as  aspirants  for  governmental  office 
have  sought  to  win  su])port  for  their  individual 
plans,  and  at  the  same  time  win  votes  to  continue 
themselves  in  office. 

The  federal  legislation  enacted  in  August  specifi- 
callv  states  that  the  appropriation  to  aid  the  states 
help  the  aged  with  medical  costs  is  for  the  purpose 
“(h)  of  enabling  each  state,  as  far  as  practicable, 
under  the  conditions  in  such  state,  to  furnish 
medical  assistance  on  behalf  of  aged  individuals 
who  are  not  recipients  of  old-age  assistance  hut 
whf)se  income  and  resources  are  insufficient  to 
meet  the  costs  of  necessary  medical  services.  . . 

In  all  the  furor  this  fall  the  politicians  have  prom- 
ised all  things  to  all  persons  over  the  age  of  sixty- 
five.  The  Ccmgress  did  not  state  or  even  imply  that 
all  per-sons  over  the  age  sixty-five  should  auto- 
matically qualify  for  assistance.  Only  those  not 
receiving  old-age  help,  and  those  with  limited 
incxjme  and  resources  to  meet  the  costs  of  Jicccssary 
medical  ser\  ices,  were  to  he  aided. 

hdigihilitv  for  assistance  must  neces.sarily  depend 
upon  the  recipient  meeting  definite  criteria  of  need. 
The  crv  (jf  some  politicians  that  a means  test  for 
aid  borders  on  a disgrace  is  ridiculous.  If  the  aged 
are  to  he  protected,  some  definite  standards  must  he 
developed  and  made  effective.  The  Veterans  Ad- 
ministration requires  a means  test,  and  the  method 
of  such  a check  is  an  accepted  jxirt  of  many  federal 
])rograms,  such  as  assistance  t(j  the  blind,  small 
business  loans,  aid  to  permanently  disabled,  and 
old-age  assistance.  It  is  also  utilized  at  the  state 
level  for  state-sponsored  programs. 

Another  fallacy  that  needs  to  he  di.s])elled  is  the 
one  that  all,  or  even  a large  proportion  of  persons 


over  the  age  sixty-five  are  financially  unable  to 
provide  medical  care  for  themselves  by  their  own 
resources  or  with  aid  from  their  families.  The 
Rhode  Island  surveys  on  this  (luestion  clearly 
refute  any  such  generalization. 

As  the  Society's  Committees  on  Public  Welfare 
and  Aging  reported  to  the  House  of  Delegates,  the 
financial  picture  also  warrants  a long  look  before 
we  rush  to  Washington,  hat  in  hand,  for  a handout. 
The  200  million  dollar  tax  to  meet  the  federal  sub- 
sidy will  take  an  additional  1 million  dollars  out  of 
Rhode  Island.  To  get  the  federal  subsidy  of 
$1,. 181. 000  offered  to  this  state,  we  would  have  to 
put  iqj  state  funds  of  $896,000.  Thus,  Rhode  Island 
l)avs  out  $1,896,000  in  tax  money  to  get  hack 
$ 1 '381 .000— a loss  of  $5 1 5,000  ! 

In  addition,  we  would  he  committed  to  follow 
the  rules  and  regulations  of  the  federal  govern- 
ment, whatever  they  might  he,  in  the  development 
of  bureaucratic  theories  for  the  use  of  the  funds. 

Would  it  iK)t  be  far  more  reasonable,  as  our 
committees  suggest,  to  develoj)  an  exclusive  state- 
o])erated  program,  utilizing  such  state  funds  as 
may  from  time  to  time  he  made  available,  and  to 
make  our  own  state  rules  and  regulations  to  guaran- 
tee the  most  efficient  and  effective  program  of 
medical  aid  to  those  over  the  age  sixty-five  who  are 
in  real  need  ? Wf)uld  not  such  a program  carried  on 
during  1961  with  state  funds  alone  give  us  a far 
more  accurate  and  realistic  knowledge  of  the  medi- 
cal needs  locally,  and  thereby  enable  Rhode  Island 
to  chart  its  future  aged  care  medical  plans? 

As  the  Rhode  Island  report  to  he  made  to  the 
White  House  Conference  on  Aging  next  month 
clearly  ])oints  out  ( see  page  784),  health  and  medi- 
cal care  is  hut  one  of  the  problems  facing  the  older 
age  person.  Employment,  income  maintenance, 
inflaticm,  housing,  education,  family  life,  .social 
services,  and  utilization  of  free  time  are  vital  factors 
that  must  he  considered  also. 


EFFORT,  OCCUPATION,  AND  CORONARY  OCCLUSION 

IX  A RECENT  STUDY  of  soiiie  2,600  cases  of  coro-  and  his  co-workers  during  the  last  thirty-five  years, 
narv  occlusion  which  were  “observed  and  care-  several  im])ressive  points  are  made.* 
fully  documented”  by  Doctor  Arthur  M.  Master  Doctor  Master  presents  evidence  that  effort  and 
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occupation  “are  not  factors  in  coronary  occlusion,’’ 
and  he  makes  the  point  that  coronary  thrombosis  is 
not  a doctor’s  disease,  contrary  to  the  popular 
suj)erstition  to  that  effect.  Also,  according  to 
Doctor  Master,  stress  and  strain  are  not  chief 
among  the  causes  of  coronary  occlusion. 

However,  Doctor  Master  makes  it  sharply  clear 
that  he  is  not  writing  about  coronary  insufficiency, 
hut  about  coronary  occlusion.  In  coronary  insuffi- 
ciency, stress  and  strain  are  certainly  factors  work- 
ing on  the  damaged  coronary  vascular  tree — hut 
in  people  with  normal  coronary  arteries  evidently 
“hard  work  never  hurts  anybody.” 

.-\mong  other  aspects  of  this  wide  subject,  the 
findings  of  Doctor  Master  will  help  considerably  in 
the  interpretation  of  W orkmen’s  Compensation 
laws  and  in  insurance  problems. 

In  these  days  of  tremendous  publicity  about 
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research  into  the  cause  of  arteriosclerotic  vascular 
disease,  with  the  emphasis  on  diet,  cholesterol,  and 
other  tangible,  and  sometimes  intangible  substances, 
it  is  daily  promised  that  the  fabulous  break-through 
is  just  around  the  corner.  Perhaps  so.  But  while 
we  are  waiting  to  turn  that  corner,  it  is  good  to 
study  Doctor  Master’s  excellent  paper  about  some 
of  the  many  clinical  problems  involved  in  coronarv 
artery  disease,  and  about  some  of  the  significant 
clinical  questions  he  has  helped  to  answer.  Once 
again  we  are  reminded  that  clinical  experience  and 
background  are  of  the  greatest  importance  in  the 
care  of  the  individual,  and  it  is  the  care  of  the  indi- 
vidual, of  course,  to  which  all  aspects  of  medicine 
are  directed. 

♦Master,  Arthur  M. : The  Role  of  Effort  and  Occupation 
(Including  Physicians)  in  Coronarv  Occlusion,  J..\.M.A  , 
174:942,  1960. 


A DOUBLE -BLIND  FRANASTAN 


As  THE  first  discussant  of  this  excellent  paper, 
I should  like  to  congratulate  the  essayist  for 
this  superb  double-blind  franastan  with  a ploy-ploy. 
.A  discusser  is  always  at  a disadiantage  because  he 
can’t  see  quite  as  well  after  a double-blind  ploy, 
jjarticularly  when  the  methodology  is  statistically 
significant.  The  significance  of  a statistic  depends 
upon  the  number  of  variables  divided  by  the  number 
of  normal  controls.  This  can  always  be  seduced  by 
a transducer  on  a percentile  basis,  providing  the 
co-ordinates  don’t  show  through  the  scattergraph. 
WT  have  surmounted  this  ridiculous  analogy  by 
always  making  allowance  for  all  parameters. 
Parameters  are  beautiful  things  to  have  around, 
even  when  double  blind.  A random  remark  might 
be  included  in  this  discussant’s  discussion  about  a 
randomized  analysis  of  a series  of  dog  experiments 


performed  in  New  Canine.  Connecticut. 

The  difference  between  a smaller  series  and  a 
modified  larger  series  is  well  beyond  the  limits  of 
experimental  error.  The  sujjer-radical  components 
affect  the  osmolarity  of  the  milli-equivalents  Ix)th 
in  the  degree  of  radicalness  and  of  radicality,  esjie- 
cially  in  a university  environment.  Allowance  must 
always  be  made  for  the  factor  of  smorgasbord.  In 
order  to  confirm  these  end  results,  I should  like 
to  reinforce  our  long-term  follow-up  bv  correlating 
the  procedure  with  the  number  of  non-vagotomized 
recurrences.  Before  concluding  I should  like  once 
again  to  congratulate  the  speaker  for  his  lucid 
extrapolation  and  for  the  opportunity  of  being  the 
first  discusser. 

May  I have  the  first  slide,  please? 


E.  P.  Anthony,  Inc 
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effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 
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MEDICAL  CARE  FOR  THE  OVER  AGE  65  PERSON 
IN  RHODE  ISLAND 

Report  of  the  Committees  on  Social  Welfare  and  Aging,  as  submitted  to  the 
House  of  Delegates  of  the  Rhode  Island  Medical  Society,  September,  I960 


ONE  YEAR  AGO  the  Rhode  Island  Medical  Society, 
through  its  Committee  on  Medical  Economics, 
issued  a detailed  study  on  the  subject  of  Medical 
Care  for  the  Older  Age  Population  in  Rhode  Island. 
The  report  won  wide  comment  for  its  constructis  e 
opinions  and  its  factual  presentation  of  the  existing 
health  insurance  coverage  held  hy  persons  over  the 
age  sixty-five  in  this  state. 

The  report  stated  in  its  summary  that — 

“The  evidence  that  older  aged  persons  seek  and 
receive  medical  care  in  Rhode  Island,  and  pay 
for  the  services  in  full  or  in  i)art.  according  to 
their  means,  indicates  l)oth  an  appreciation  of 
the  importance  of  our  elders  in  maintaining  good 
health,  and  at  the  same  time  a fine  co-operation 
between  the  physicians  and  health  agencies  in 
our  communities  in  providing  medical  services 
at  reasonable  cost.” 

The  report  concluded  with  the  statement — 
“Your  Committee  believes  that  outstanding 
progress  has  been  made  in  Rhode  Island  to  assist 
the  over  age  65  ])erson  to  meet  his  medical  care 
costs,  and  that  every  agency  and  citizen  should 
he  urged  to  contribute  positive  and  constructive 
thinking  to  a solution  to  this  and  other  health 
care  problems  at  local  levels  and  without  federal 
intervention  and  subsidy  that  could  lead  to 
further  .socialization  and  yielding  of  personal 
liberties.” 

■55-  ^ ^ 

In  the  intervening  year  the  situation  has  im- 
proved in  Rhode  Island  as  regards  medical  insur- 
ance protection  for  the  older  aged  citizens.  .\lso 
during  the  year  the  federal  government  has  enacted 
legislation  which  would  jjrovide  matching  funds  to 
aid  the  person  not  on  public  assistance  when  faced 
with  a catastrophic  medical  expense,  with  the  indi- 
vidual state  authorized  to  establish  and  supervise 
the  benefit  ])rogram. 

The  creation  of  a new  state  fund  to  accejit 
therein-  federal  funds  for  medical  care  for  over  65 
aged  persons  in  special  circumstances  must  he  con- 
sidered first  in  the  light  of  several  conditions: 

1.  The  number  of  persons  over  65  who  are 
eligible  to  receive  comj)rehensive  medical  care 
through  the  existing  public  assistance  “pooled 
fund”  for  medical  care. 


2.  The  number  of  persons  over  the  age  65 
who  would  he  eligible  for  assistance  if  the  federal 
subsidy  i)rogram  is  adopted  in  Rhode  Island. 

.5.  The  number  of  persons  over  the  age  65 
who  have  voluntarily  secured  basic  hospital- 
surgical  coverage  through  Blue  Cross  and  Phvsi- 
cians  Service,  and  private  insurance  companies. 

4.  The  major  phases  of  the  so-called  catas- 
trophic medical  costs  once  the  basic  coverages 
have  been  utilized. 

5.  The  health  costs  that  should  be  given  pri- 
ority if  the  program  is  to  he  accepted  hy  the 
state,  and  the  conditions  under  which  such  bene- 
fits would  he  granted. 

6.  The  funds  that  can  he  made  available  hy 
the  state  to  initiate  this  special  program  of  catas- 
trophic medical  costs  benefits. 

From  a practical  and  a realistic  point  of  view,  the 
entire  problem  cannot  he  adequately  api)raised  for 
Rhode  Island  until  the  state  determines  to  what 
extent  it  can  allocate  funds  for  a special  “pooled 
fund”  for  catastrophic  health  costs  for  the  over  age 
65  person  not  receiving  public  assistance.  .A.nd  that 
appropriation  realistically  should  not  be  set  until  the 
state  government  has  some  understanding  of  the 
actual  potential  demands  as  opposed  to  assumed 
potential  demands  upon  the  contemplated  program. 

State  Public  Assistance  "Pooled  Fund'* 
for  Medical  Care 

Rhode  Island  ranks  ninth  among  the  states  of 
the  nation  in  its  per  capita  outlay  toward  public 
welfare,  and  it  is  one  of  the  sixteen  states  providing 
direct  or  monev  payments  for  all  essential  health 
care  items,  including  hospitalization,  physician 
services,  drugs  and  ancillary  services.  The  State 
Division  of  Public  Assistance  has  approximately 
6,000  persons  over  the  age  of  65  years  for  whom  it 
is  providing  benefits  including  medical  care  through 
the  “pooled  fund”  into  which  it  annually  places 
S166  per  person. 

Here  then  is  the  basic  grouj)  of  needy  jiersons 
for  whom  the  state,  with  federal  subsidy,  is  already 
providing  essential  medical  care.  Under  the  new 
legislation  enacted  hy  Congress  these  beneficiaries 
are  excluded  from  the  legislation,  although  the 
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state  may  use  funds  otherwise  available  to  augment 
the  public  assistance  grants.  $485,000  additional 
federal  funds  have  been  made  available  for  use  in 
such  manner  as  RIkkIc  Island  wishes,  either  to 
improve  the  present  public  assistance  i)rogram  or 
to  initiate  a new  phase. 

Number  Eligible  Under  the  New  Program, 
if  Established 

In  a recent  study  Blue  Cross-Physicians  Service 
estimated  a pojndation  in  Rhcxle  Island  of  83,000 
over  the  age  65,  of  whom  approximately  73,560 
were  considered  to  l)e  self-su])porting  on  the  basis 
that  they  were  not  beneficiaries  of  state-federal 
public  assistance  programs,  or  confined  in  a state 
institution. 

The  local  Social  .Security  .System  director  re- 
cently gave  an  estimate  of  appro.ximately  63,000 
Rhode  Islanders  over  65  receiving  Old  Age  and 
Survivors  Insurance  benefits. 

Of  the  estimated  73,560  considered  in  the  self- 
.supix)rting  group,  as  indicated  above.  Blue  Cross 
has  enrolled  68,712,  and  Physicians  Service  has 
enrolled  56,549. 

Thus,  if  the  73,560  figure  is  used  as  a basis  for 
the  number  eligible  for  state-federal  benefits  under 
a new  medical  care  for  those  over  65  years,  it  is 
readily  apparent  that  most  of  these  jieople  already 
have  basic  coverage  for  essential  hospital,  surgical, 
and  in-hospital  medical  care. 

Certainly  this  voluntary  coverage  in  the  local 
Blue  Plans,  plus  insurance  purcha.sed  by  persons 
over  65  through  private  insurance  companies, 
shcnild  not  he  disturbed,  hut  rather  should  he 
supi)orted  and  protected. 

What  are  the  Alajor  Catastrophic  Medical  Costs? 

If  the  new  legislation  has  any  purpose  it  would 
appear  to  he  the  fulfillment  of  the  offer  to  aid 
persons  over  the  age  65  not  on  public  aid  rolls 
“who.se  income  and  resources  are  insufficient  to 
meet  the  cost  of  specified  hospital,  medical,  dental, 
nursing  and  allied  services.” 

Here,  then,  a need  exists  for  a clear-cut  deter- 
mination of  what  shall  he  the  limit  of  basic  resjion- 
sihility  that  the  citizen  should  accept,  beyond  which 
the  state  would  reach  out  and  accept  the  costs  for 
long-term  hospital,  nursing  home,  and  physicians 
care,  and  medications. 

Criteria  must  he  established,  not  to  penalize  any 
])otential  recipient,  hut  to  protect  all  in  order  that 
the  program  may  effect  the  purpose  for  which  it  is 
created.  To  discourage  the  use  of  such  terms  as 
“medicallv  indigent,”  or  “means  te.st,”  and  to  try 
and  clothe  the  new  medical  care  program  in  exag- 
gerated verbiage  may  he  good  politics,  hut  it  is  not 
good  sense  to  the  average  citizen.  As  was  pointed 
out  in  the  Congressional  debate  on  the  legislation, 
and  as  W'ehster’s  dictionary  will  substantiate. 


“medically  needy”  is  no  different  than  “medically 
indigent”  ; and  the  need  for  a means  te.st  is  an 
accei)ted  ])art  of  many  federal  programs — Veterans’ 
.Administration,  farmers’  disaster  loans,  .small  busi- 
ness loans,  assi.stance  to  the  blind,  aid  to  perma- 
nently disabled,  old  age  assistance. 

Therefore  the  issue  should  he  faced  realistically, 
and  recognition  given  to  the  fact  that  the  commu- 
nity has  always  accejited  responsibility  for  the  wel- 
fare of  the  incapacitated,  whether  from  causes  of 
age,  youth,  disease,  or  misfortune. 

W’e  should  iKjt  jeopardize  our  i)resent  well- 
established  ])uhlic  assistance  programs  by  siphon- 
ing off  state  money  for  a new  plan  without  valid 
rea.sons  for  the  action.  Medical  science  has  in- 
creased the  number  of  older  citizens  in  our  midst, 
hut  at  the  same  time  the  productive  portion  of  life 
has  increased  propcjrtionately  to  the  life  span.  As 
the  Rhode  Island  Medical  Society  pointed  out  in 
its  report  a year  ago,  the  public  must  reap])raise 
upward  its  conception  of  the  retirement  age,  and 
the  age  at  which  incapacity  for  work  and  income 
l)roduction  becomes  prevalent. 

It  is  fallacious  to  assume  that  all,  or  even  a large 
pro])ortion  of  those  who  are  retired,  or  are  within 
the  age  of  what  we  consider  as  the  retirement  age, 
are  financially  unable  to  provide  medical  care  for 
themselves  by  their  own  resources  or  with  the  aid 
of  their  families. 

The  statement  has  been  made  that  50,000  of  the 
persons  over  65  years  of  age  in  Rhode  Island  have 
incomes  of  less  than  $1,000.  This  statement  war- 
rants verification,  and  even  if  it  is  true  it  cannot 
he  used  as  a generalization  that  all  such  persons  are 
in  dire  financial  straits.  As  was  pointed  out  by 
Senator  Thurmond  in  the  Congressional  debate  on 
this  question  of  income,  “a  person  over  65  has  an 
advantage  in  disjxjsahle  income  over  a younger 
person  with  eipial  income.  A young  cou])le,  with 
two  children  and  earnings  of  $4,000,  pays  approxi- 
mately $365  in  federal  income  and  FICA  taxes, 
while  a couple  over  65  with  $2,000  from  social 
security  and  $2,000  income  from  other  sources, 
would  pay  no  federal  taxes  on  the  $4,000  in- 
come. . . .”  (and  further  ) “Currently,  over  70% 
of  old  age  and  survivors  disability  insurance  bene- 
ficiaries own  their  own  homes,  and  87%  of  these 
are  mortgage  free.  . . .”  (and)  “When  considered 
in  the  light  of  a general  decrease  in  several  areas 
of  financial  responsibility  that  accompanies  retire- 
ment, the  decreased  tax  bite  of  the  National  gov- 
ernment. and  the  cushion  provided  by  the  increasing 
existence  of  substantial  assets,  these  income  figures 
flo  not  justify  the  picture  of  gloom  and  doom  that 
is  being  i)resented  to  the  public,  both  at  home  and 
abroad,  in  regard  to  the  status  of  our  elder  citizens’ 
financial  ability  to  meet  their  physical  needs,  includ- 
ing medical  care.  When  considered  (objectively,  the 
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situation  is  not  really  so  calamitous ; and,  even 
more  encouraging,  it  is  improving.” 

The  voluntary  efforts  of  our  elder  citizens  in 
Rhode  Island,  as  reported  in  the  Society’s  study  a 
vear  ago,  bear  out  substantially  these  observations. 

The  Financial  Picture 

A breakdown  of  estimated  federal  and  state 
matching  funds  for  the  first  year  of  the  proposed 
new  program  of  medical  care  for  the  over  age  65 
citizens,  based  on  maxi)nuni  state  participation, 
would  cost  the  state  of  Rhode  Island  an  additional 

5896.000  for  it  to  secure  a matching  federal  subsidy 
of  SI. 4 million.  In  other  states  the  maximum  utili- 
zation results  in  millions  for  putting  up  only  a 
few  thousands. 

The  tax  cost  to  Rhode  Islanders  warrants  more 
than  a casual  look.  As  Senator  Latusche  of  Ohio 
])ointed  out  in  discussing  this  issue  before  the 
Congress,  his  state  of  Ohio  "will  receive  87.766,000. 
providing  it  spends  SI. 3,16,000.  This  amount  of 

57. 766.000  which  it  will  receive  is  a little  more 
than  33^%  of  the  200  million  dollars  that  the 
federal  government  will  expend  on  a national  basis 
for  the  fifty  states. 

■‘However,  statistics  show  that  while  Ohio  will 
receive  3^9^,  it  will  have  to  pay  by  way  of  taxes 
6%  of  the  200  million  dollars,  or  in  other  words 
12  million  dollars.  Thus  to  receive  87,766.000  it 
will  have  to  expend  12  million  dollars  by  way  of 
federal  tax.  plus  81,336,000  as  its  share  of  the 
program,  amounting  in  all  to  813.3,56.000.  . . .” 

On  the  same  basis  Rhode  Island  would  pay 
of  the  200  million  dollars  additional  federal  tax,  or 
in  other  words,  one  million  dollars,  plus  8896.000 
of  state  money  as  its  share  of  the  program,  making 
a total  of  81.896.000,  to  get  back  81. ,581. 000  from 
the  federal  government ! 

A Possible  Solution 

If  the  principle  of  aiding  the  citizen  over  the  age 
65  who  encounters  catastrophic  health  care  costs, 
although  able  to  cope  with  his  other  li\  ing  and 
maintenance  expenses  through  personal  income 
and  resources,  is  accepted  by  the  state,  then  the 
state  may  well  consider  the  development  of  an  aid 
program  without  any  subsidy  or  regulation  from 
the  federal  government  and  not  circumscribed  by 
federal  regulations. 

The  acceptance  of  the  federal  subsidy  is  sur- 
rounded with  federal  regulations  that  provide 
among  others  that  a single  state  agency  must  super- 
vise the  ])lan  ; that  there  must  be  an  opportunity  for 
a fair  hearing  before  the  state  agency  to  any  indi- 
vidual whose  claim  for  assistance  under  the  plan 
is  denied  or  is  not  acted  upon  with  reasonable 
promptness ; provide  such  methods  of  administra- 
tion as  the  secretary  ( federal  l of  health,  education 
and  welfare  finds  necessary  for  the  ])roper  and 
efficient  operation  of  the  plan ; provide  the  same 
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secretary  with  such  reports,  in  such  form  and  con- 
taining such  information,  as  he  may  from  time  to 
time  require,  and  comply  with  such  provisions  as 
the  secretary  may  from  time  to  time  find  necessary 
to  assure  the  correctness  and  verification  of  such 
reports ; provide  safeguards  which  restrict  the  use 
or  disclosure  of  information  concerning  the  appli- 
cants and  recipients  to  purposes  directly  connected 
with  the  administration  of  the  state  plan ; jmovide 
that  anyone  wishing  to  make  application  for  assist- 
ance under  the  plan  shall  have  the  opportunitv  to 
do  so.  and  that  such  assistance  shall  be  furnished 
with  reasonable  promptness  to  all  eligible  individ- 
uals ; provide  for  inclusion  of  some  institutional 
and  some  non-institutional  care  and  services ; pro- 
vide that  no  enrollment  fee,  premium,  or  similar 
charge  will  be  imposed  as  a condition  for  anv 
individual’s  eligibility  for  medical  assistance ; pro- 
vide for  inclusion,  to  the  extent  of  regulations  pre- 
scribed by  the  federal  secretary,  of  provisions  for 
furnishing  assistance  to  residents  absent  from  the 
state  ; include  reasonable  standards  for  determining 
eligibility  for  and  the  extent  of  such  assistance. 

Under  an  exclusive  state  oj)erated  plan  the  state 
might  allocate  from  its  general  funds  not  otherwise 
assigned,  such  moneys  as  feasible  to  be  set  apart  in 
a special  Old  Age  Health  Assistance  Fund  to  aid 
persons  over  the  age  65  who  are  not  recipients  of 
old  age  public  assistance,  but  whose  income  and 
resources  are  insufficient  to  meet  the  cost  of  catas- 
trophic health  care  costs,  such  as  hospitalization, 
nursing  home  care,  drugs,  physician  services,  etc. 

Under  such  a proposal  the  Division  of  Public 
Assistance  of  the  State  Dejjartment  of  Social 
Welfare  might  administer  a most  effective  program 
unhampered  hy  restrictive  federal  regulations,  and 
at  an  actual  cost  to  the  individual  tax  payer  far 
less  than  a federal-state  matching  subsidy  plan  as 
set  forth  in  the  Congressional  legislation  this  year. 

Certainlv  the  local  supervision,  control  and  dis- 
bursement of  pavments  for  services  could  be  most 
eff'ectivelv  handled  under  an  exclusive  state- 
conducted  plan,  and,  as  Senator  Lausche  and  our 
comparable  figures  illustrate,  at  a cost  that  would 
not  undulv  penalize  the  income  of  the  people  of  a 
progress  state  such  as  ours. 

A\'hen  the  officers  of  the  state  government  deter- 
mine what  funds  can  he  made  available  to  aid  the 
person  over  65  with  special  aid  for  catastrophic 
health  costs,  the  Rhode  Island  Medical  .Society 
off’ers  its  complete  co-operation  in  developing  a 
])rogram  for  physician  jiarticipation  to  provide  the 
best  possilile  medical  care  for  such  persons. 

The  Rhode  Islaxd  Medical  Society 
Committee  on  Social  IT  elf  are 
Peter  L.  Mathieu.  m.d..  Chairman 
Committee  on  Agimj 
Richard  J.  Kraemer.  .m.d..  Chairman 


DECEMBER,  I960 


783 


cwmiEM 

IKflHW— 

«»T 


FOR  SIGNIFICANT  ANABOLIC  GAINS  IN:  ASTHENIA  (UNDER- 
WEIGHT, ANOREXIA,  LACK  OF  VIGOR);  CONVALESCENCE  EROM 
SURGERY  OR  SEVERE  INFECTIONS;  WASTING  DISEASES;  BURNS; 
FRACTURES;  OSTEOPOROSIS;  AND  IN  OTHER  CATABOLIC  STATES 

■ PROMOTES  AND  MAINTAINS  POSITIVE  NITROGEN  BALANCE  ■ HELPS 
RESTORE  APPETITE,  STRENGTH,  AND  VIGOR  ■ BUILDS  FIRM,  LEAN 
MUSCULAR  TISSUE  ■ FAVORABLY  INFLUENCES  CALCIUM  AND 
PHOSPHORUS  METABOLISM  ■ PROMOTES  A SENSE  OF  WELL-BEING 

ADROYD  PROVIDES  HIGH  ANABOLIC  ACTIVITY  - The  tissue-building  potential  of 
ADROYD  exceeds  its  androgenic  action  to  the  extent  that  masculinizing  effects  have  not  been 
a problem  in  clinical  use.*  Other  advantages  of  adroyd  are;  Neither  estrogenic  nor  progesta- 
tional. No  significant  fluid  retention.  Apparent  freedom  from  nausea,  vomiting,  and  other 
gastrointestinal  disturbances.  Effective  by  the  oral  route. 

See  medical  brochure,  available  to  physicians,  for  details  of  administration  and  dosage. 

Supplied:  10-mg.  scored  tablets,  bottles  of  30.  <8760 

‘Reports  to  Department  of  Clinical  Investigation,  Parke,  Davis  & 

Company,  1958  and  1959. 
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THE  RHODE  ISLAND  REPORT  FOR  THE 
WHITE  HOUSE  CONFERENCE  ON  AGING 

Highlights  Abstracted  from  the  Report  to  be  made  in 
Washington  in  January,  1961 


I Economics  and  Employment 

The  FINANCIAL  PROBLEMS  of  older  persons  in 
Rliode  Island  are  closely  related  to  its  highly 
industrialized  economy  and  the  dependency  of  its 
people  upon  wages.  Rhode  Island,  its  people  and 
its  institutions  are  in  the  vanguard  of  social  change. 
The  state’s  economy  is  sensitive  to  fluctuations  in 
employment,  income,  and  the  cost  of  living.  In- 
creasingly the  rest  of  the  nation  is  reflecting  similar, 
if  presentlv  less  extreme  sensitivity. 

At  present,  over  three  fourths  of  the  aged  popu- 
lation receive  OASDI  benefits.  Rhode  Island  ranks 
first  in  the  nation  in  this  resj^ect.  Relatively  few 
older  persons  receive  OA.A,  hut  of  those  who  do, 
nearly  two  out  of  five  also  are  recijiients  of  OASDI 
benefits  whose  “social  security”  payments  are  so 
low  that  they  must  he  augmented  to  meet  even  a 
subsistence  income.  Inflation  can  gradually  under- 
mine the  older  person's  financial  security  by  shrink- 
ing the  value  of  his  OASDI  benefits,  his  OAA  pay- 
ments, and  his  savings.  A serious  illness,  a disabling 
accident,  of  the  loss  of  a job  in  the  later  years  can 
be  a personal  financial  catastrophe. 

The  recommendations  pertaining  to  income 
maintenance,  inflation,  and  employment  security 
go  beyond  the  borders  of  Rhode  Island.  They  are 
addressed  to  a nation  which  may  expect  to  see  in- 
creasing members  of  its  older  citizens  affected  by 
similar  economic  considerations. 

A.  Population  Trends  and  Social 
and  Economic  Implications 
*An  understanding  of  present  population  trends 
and  their  social  and  economic  implications  is  fun- 
damental to  any  reasonable  approach  to  any  pres- 
ent-day social  phenomenon. 

The  rapid  growth  of  urbanization  is  an  etjual 
factor  with  the  increase  in  longevity  of  our  popu- 
lation in  the  creation  of  problems  faced  by  our  older 
])ersons. 

The  emptying  out  of  the  more  mobile  elements 
of  pojmlation  from  metrojx)litan  centers  has  left 
behind  residual  groui)s  with  high  concentrations  of 
older  persons  and  this  fact  has  been  acknowledged 

*No  recommendations 
**Action  at  state  or  local  level. 


in  recommendations  regarding  housing  in  this 
report. 

At  the  same  time,  the  social  isolation,  less  dra- 
matically evident,  but  probably  at  least  equal  in 
degree,  for  many  who  live  in  suburbia,  demands 
attention,  not  only  from  social  planners  but  from 
agencies  responsible  for  development  of  land-use 
patterns,  routing  of  highways,  establishment  of 
zoning  codes  and  from  other  responsible  commu- 
nity leaders. 

The  Work  Groups  which  developed  all  the  rec- 
ommendations in  this  I'eport  gave  consideration  to 
the  impact  of  “urban  sprawl"  and  had  the  benefit 
of  an  address  dealing  with  this  subject  delivered  at 
the  Rhode  Island  Preparatory  Conference  session 
in  Newport,  June  29,  1960. 

To  attempt  to  recommend  action  in  any  area  of 
concern  in  this  rejwrt  without  reference  to  the 
changed  and  changing  nature  of  community  and 
family  life  which  has  resulted  and  is  resulting  from 
the  urban  growth  spreading  across  the  country, 
would  be  the  height  of  absurdity. 

A twenty-minute  16  mm.  film  devoted  to  this 
factor  is  expected  to  he  available  as  soon  as  an 
appendix  to  the  final  Rhode  Island  Report  to  the 
W hite  House  Conference  on  Aging. 

B.  Income  Maintenance  — Recommendations 

1.  Adjust  periodically  to  more  realistic  levels 
the  monthly  benefit  payments  to  OAA  recipients. 

2.  That  the  federal  government  provide  funds 
for  the  conduct  of  an  exhaustive  study  of  minimum 
budget  requirements  for  older  citizens  in  an  effort 
to  establish  budget  guides  on  a regional  basis. 

,1.  That  the  widow’s  benefits  in  the  OASDI  pro- 
gram be  increased  from  75  per  cent  of  the  primary 
benefit  to  85  per  cent  if  this  increase  can  be  accom- 
plished without  an  increase  in  payroll  contributions. 

4.  That  the  federal  government  undertake  a 
studv  to  determine  the  need  for  standards  or  cri- 
teria in  the  area  of  children’s  responsibility  for 
support  of  0.\A  recipients. 

5.  \’oIuntary  solutions  of  the  ])rohlems  of  health 
care  have  been  adequate  in  Rhode  Island  but 
further  extension  is  desirable.  The  aged  must  re- 
ceive adecjuate  financial  help  to  cope  with  the  cost 
of  living  and  health  care. 
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6.  Include  in  tlie  OASDl  i)r()grain  the  payment 
of  liospital  expenses  fur  aged  beneficiaries  under 
the  ()ASI)I  program. 

C.  Impact  of  Inflation  — Recommendations 

1.  That  a new  formula  he  introduced  into  the 
OASDl  program  providing  for  variable  benefits 
which  might  he  more  closely  tied  to  changing  eco- 
nomic conditions. 

D.  Employment  Security  and  Retirement 
Recommendations 

1.  That  additional  funds  he  made  available  for 
ser\  ice  to  older  workers  in  order  that  the  employ- 
ment counseling  program  for  older  workers  may 
he  extended  and  expanded. 

2.  That  the  studies  of  characteristics  of  unem- 
ployed older  workers,  employment  opportunities 
for  older  workers,  and  hiring  practices  of  emplov- 
ers  he  continued  and  expanded  as  part  of  the  reg- 
ular Ifmployment  Security  research  program  and 
that  they  he  co-ordinated  with  other  re.search 
studies  of  older  workers  such  as  those  now  being 
conducted  at  Ifrown  University. 

3.  Arbitrary  age-retirement  should  he  elimi- 
nated in  accordance  with  the  modern  concept  that 
continuing  motivation  is  essential  to  health. 

II.  Health  Care  and  Rehabilitation 

Rhode  Island  is  working  toward  the  development 
of  a well-rounded  health  program  available  to  per- 
sons of  all  ages.  It  is  recognized  that  adequate  med- 
ical. hospital,  dental,  and  nursing  services  form  the 
cornerstone  of  any  program  designed  to  ])romote 
the  well  being  and  security  of  the  older  population. 

A study  made  in  1952  revealed  that  46  ])er  cent 
of  the  ])ersons  over  sixty-four  in  Rhode  Island 
were  in  poor  health  or  were  jdiysically  handicapped. 
The  imi)ortance  given  to  health  care  by  elders  them- 
selves is  evident  in  the  fact  that  over  90  per  cent  of 
the  aged  self-supporting  population  had  hospital 
service  insurance  coverage  under  Blue  Cross  in 
1959,  despite  its  relatively  high  cost  for  older 
persons. 

The  Rhode  Island  Council  of  Communitv  Serv- 
ices has  .selected  chronic  illness  as  its  major  focus 
and  is  undertaking  the  planning  of  a co-ordinated 
attack  upon  it. 

The  Rhode  Island  Department  of  Health  is 
broadening  its  program  with  particular  emphasis 
on  the  assumption  of  local  health  services. 

Presently  envisioned  is  a broad  health  program 
enlisting  the  services  of  both  private  and  public 
health  personnel  and  involving  the  co-operation  of 
those  federal,  state,  and  community  agencies  and 
organizations  dedicated  to  meeting  the  health  needs 
of  older  people. 

Pilot  programs  already  successfully  demon- 
strated and  involving  federal  aid  are:  Our  Lady 
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Milk  — Nature’s  most  nearly 
perfect  food,  figures  promi- 
nently in  the  balanced  diet. 

For  you,  your  family  and  your 
patients,  the  A.  B.  Munroe 
Dairy  produces  the  finest  milk 
available.  Fortified  with 
Vitamin  D,  processed  in 
immaculate  surroundings, 
conforming  to  stringent  quality 
requirements,  A.  B.  Munroe 
milk  is  the  ultimate  in  purity 
and  safety. 


A.  B.  MUNROE  DAIRY,  INC. 

151  Brow  Street,  East  Providence,  Rhode  Island 

Call  GE  8-4450 
for  Home  Delivery 
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of  Fatima  Hospital  rehabilitation  j^rograni,  and  the 
Information  Center  for  Chronic  Illness  and  Aging 
at  the  Rhode  Island  Council  of  Comnnmitv 
Services. 

A.  Health  and  Medical  Care — Recommendations 

1.  It  is  recommended  that  individual  physicians 
and  agencies  serving  the  chronically  ill  in  their 
homes  j^rovide  instruction  to  assure  better  plan- 
ning of  low-cost,  nutritious  meals. 

2.  Sponsorship  and  financing  of  meals-on- 
wheels  program  as  a demonstration  project  should 
he  undertaken  by  a local  or  state  agency. 

3.  Creater  utilization  and  improvement  of  exist- 
ing services  available  to  the  aged  can  he  effected 
by  establishment  of  state  units  of  the  Joint  Council 
on  Health  Care  of  the  Aged.  Such  a unit  could 
disseminate  information  and  achieve  communica- 
tion locally  among  all  interested  groups  and  indi- 
viduals. 

4.  Home-care  programs  should  be  established  to 
bring  health  teams  of  various  disciplines  dealing 
jointly  with  the  health  needs  of  the  patient  and  his 
family  into  the  homes  to  serve  chronically  ill  and 
aged  persons. 

3.  Provide  health  examinations  for  each  OW 
applicant  and  periodic  subsequent  examinations  for 
each  OAA  recipient. 

**6.  It  is  recommended  that  legislation  he 
enacted  to  permit  the  State  Social  Welfare  Dei)art- 


LONG-TERM  DISABILITY 
INSURANCE  WHICH  ONLY 
YOU  CAN  CANCEL 
BEFORE  AGE  70* 

is  one  of  the  necessary 
components  of  a 

CERTIFIED 
DISABILITY 
PROGRAM 

for  the 

Physician  who  wants  to  KNOW  he's  secure! 
Programs  certified  by  Mr.  R.  A.  Derosier  and 
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His  program  "fits"  his  individual  case 

His  policies  are  the  best  that  can  be 
obtained  for  the  premiums  paid 
His  INSURABILITY  is  INSURED  (only 
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He  will  have  speedy  and  efficient 
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^provided  you  pay  the  proper  premium  when 
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ment  to  provide  pa\  ment  for  the  care  of  aged  infirm 
persons  in  nonprofit  old-age  homes  commensurate 
with  that  jiaid  to  nursing,  convalescent  and  rest 
homes  when  the  nursing  care  given  the  ])atients  is 
comjiarative. 

7.  There  is  a need  for  better  awareness  of  the 
need  for  preventive  dental  care.  Mf)uth  tissues 
begin  to  show  debilitation  at  lea.st  twenty  years 
before  age  65.  It  is  recommended  that  a widesjjread 
])rogram  of  education  on  mouth  care  he  undertaken 
co-operatively  by  the  .American  Dental  Association, 
the  Lnited  .States  Public  Health  Service,  and  the 
tooth])aste  manufacturers  to  reduce  the  large  num- 
ber of  dental  crip])les  in  our  elderly  pojmlation,  and 
that  the  standards  and  training  of  hospital  and 
nursing  personnel  should  assure  adeeiuate  oral 
hygiene  for  all  patients. 

B.  Rehabilitation  — Recommendations 

1.  It  is  recommended  that  the  Congress  enact 
legislation  and  appropriate  funds  to  provide  reha- 
bilitation for  independent  living  through  the  facili- 
ties of  the  Office  of  \"ocational  Rehabilitation. 

III.  Social  Services  and  Family  Life 

A.  Social  Services  — Recommendations 

1.  Broad  e.xpansion  of  a homemaker  service  for 
the  chronically  ill  patient  is  needed  as  an  adjunct 
to  the  social  service  programs  of  hospitals,  ]niblic 
health  nurses,  and  other  voluntarv  agencies. 

B.  Family  Life  — No  Recommendations 

*The  pattern  of  dififerentiated  functions  and  high 

rates  of  mobility  which  characterizes  our  urban 
communities  also  characterizes  the  families  which 
are  their  smallest  units.  It  is  unlikely  that  this  will 
be  changed  by  pious  utterances.  It  is  more  likely 
that  greater  understanding  of  social  change  by  indi- 
viduals and  greater  ability  to  relate  to  other  individ- 
uals and  groups  on  a less  personal  basis  will  come 
about  as  a necessary  adaptation.  Recommendations 
made  elsewhere  in  the  report  are  directed  toward 
improvement  of  physical  and  mental  health  of  indi- 
viduals and  wider  opportunities  for  performance 
of  a role  that  can  be  meaningful  to  individuals  with 
or  without  supportive  family  relationships. 

Butterfield's 

DRUG  STORE 

CHARLES  BUTTERFIELD,  Ph.  G. 

Corner  Chalkstone  & Academy  Aves. 
ELMHURST  1-1957 

Pharmacy  License  #193 
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At 

the 

site 

of 

peptic 

ulcer 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


Data  based  on  pH  measurements  in  11  patients  with  peptic  uicer' 
5.0  4.9  4.9  4.9 


Neutralization 
with  new  Creamalin 


Neutralization 
with  standard 
aluminum  hydroxide 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Minutes  20 


120 


New  PPCAI 

IHAI  IM^antacid 

tKCHI 

nHUn  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthat  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Sclent.  Ed.)  48:384,  July,  1959. 

for  peptic  ulceragastritisi  gastric  hyperacidity 
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NATIONAL  PROBLEMS  IN  MEDICAL  EDUCATION- 


"The  nation’s  eighty -five  medical  schools  ( four 
are  two-year  schools)  succeeded  last  year  ( 1959) 
in  turning  out  6,900  physicians— to  this  number 
must  be  added  about  1,400  trained  in  foreign 
schools— bringing  the  total  number  of  doctors  in 
the  nation  to  about  235,000.  With  a population 
approaching  180,000,000,  we  have  about  130 
doctors  per  hundred  thousand  population.  In 
Massachusetts,  New  York  and  California,  where 
the  proportion  is  about  175  per  hundred  thousand, 
the  situation  is  better.  But  if  one  goes  South,  espe- 
cially west  of  the  Mississippi,  there  are  less  than 
half  that  number— only  75.  Current  plans  for 
expansion  will  increase  the  yearly  output  of  doc- 
tors from  6,900  to  7,500  by  1965,  but  this  increase 
will  be  inadequate  to  maintain  the  present  ratio  of 
doctors  to  population.  To  do  this,  it  is  estimated 
that  the  national  output  will  have  to  be  1 1,000 
graduates  a year  by  1975,  an  increase  of  50  per  cent 
or  of  3,500  graduates  a year.  It  is  very  doubtful, 
however,  that  the  mere  maintenance  of  the  present 
ratio  will  satisfy  either  the  demands  of  the 
American  public  for  better  medical  care,  or  the 
national  desire  for  a stronger,  healthier  America. 

"The  critical  resource  in  the  complex  industrial 
society  that  is  the  United  States  today  is  the  capacity 
of  the  individual  to  achieve.  Health  is  vital  to 
achievement,  whether  it  be  for  tbe  individual  or 
the  nation;  only  a healthier  America  can  become 
more  productive  — medical  education  is  the 
foundation. 

"Add  to  the  requirements  of  an  expanding  popu- 
lation, the  increased  medical  services  required  by 
an  aging  population,  the  growth  of  urbanization, 
an  improving  economic  status,  more  health  insur- 


ance, increasing  appreciation  of  medical  care,  the 
startling  increase  in  medical  research,  and  it 
becomes  clear  why  an  estimated  need  for  more 
physicians  based  only  on  population  growth  is 
conservative. 

"There  are  other  major  difficulties  magnifying 
the  problem  on  the  national  scene  . . . Many  medi- 
cal schools  are  having  trouble  filling  their  first-year 
classes  because  the  quality  of  their  applicants  is 
declining.  Less  able  students  are  applying  and 
more  are  dropping  out  after  matriculation.  The 
competition  with  other  walks  of  life  is  taking  its 
toll  of  potential  applicants  ( Ph.D.  programs  par- 
ticularly are  cutting  into  the  number)  and  the  long 
duration  and  high  cost  of  medical  education  often 
discourage  young  men  and  w'Omen  . . . 

"To  solve  the  national  problem,  three  moves  are 
afoot;  ( 1 ) the  expansion  of  existing  medical 
schools;  ( 2 ) the  creation  of  new  four-year  schools; 
( 3 ) the  exploitation  to  the  full  of  educational 
institutions  that  can  extend  their  graduate  work  to 
provide  instruction  in  the  basic  sciences  required 
in  the  first  two  years  of  medical  school.  Dartmouth 
is  the  prototype  of  the  two-year  medical  school;  it 
has  been  producing  twenty-five  boys  a year— most 
of  them  complete  their  last  two  years  at  Harvard— 
and  it  is  about  to  double  this  output.  Other  good 
schools  are  exploring  this  possibility— Brown,  for 
instance,  is  interested  . . . But,  basic  to  every  solu- 
tion is  one  issue:  the  production  of  more  teachers. 
They  are  already  in  short  supply  . . .” 

" Remarks  by  Dr.  George  Packer  Berry,  Dean  of  Harvard 
University  Medical  School,  to  the  Board  of  Overseers  of 
the  University  and  the  V^isiting  Committee  for  the  Medical 
and  Dental  Schools. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


Illustrative 
case  summary 
from  the  files  of 
istol  Laboratories’ 
lical  Department 
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ACUTE  BRONCHITIS 


SYNCILLIN 

250  mg.  t.i.d.  — 6 days 

H.F.  45-year-old  white  female.  First  seen  on 
Aug.  24,  1959  with  acute  bronchitis  of  3 days' 
duration.  Culture  of  the  sputum  revealed  alpha 
hemolytic  streptococci.  A 250  mg.  SYNCILLIN 
tablet  was  administered  3 times  daily.  Another 
sputum  culture  taken  on  Aug.  27  showed  no  growth. 
On, Aug.  30,  the  patient  appeared  much  improved 
and  SYNCILLIN  was  discontinued. 


Recovery  uneventful. 


THE  ORIGINAL  phenethicillin 


SYNCILLIN 

(phenoxyethyl  penicillin  potassiumr 

FIRST  SYNTHESIZED  AND  MADE  AVAILABLE  BY  BRISTOL  LABORATORIES 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 
Syncillin  Tablets  — 250  mg.  (400,000  units) ...  Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 
Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

"Streptococcal  infections  should  be  treated  for  at  least  10  days  to  prevent  the  development  of  rheumatic  fever 
and  as  prophylaxis  against  bacterial  endocarditis  in  susceptible  patients. 


Complete  information  on  indications, 
dosage  and  precautions  is  included  in  the 
circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  Div.  of  Bristol-Myers  Go.,  SYRACUSE.  N.Y.  ((bristoiJtm 
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Medical  History  of  War  Offered 

]\Ianv  of  the  medical  lessons  learned  during 
W orld  War  I had  to  he  relearned  under  fire  during 
World  War  II  because  of  paucity  of  distribution  of 
the  World  War  I medical  history. 

Lieutenant  (ieneral  Leonard  D.  Heaton,  the 
armv  surgeon  general,  in  an  endeavor  to  prevent 
this  costly  relearning  process,  in  the  unhappy  event 
of  another  war,  has  directed  the  jireparation,  pub- 
lication. and  distribution  of  the  History  of  the 
Medical  Department,  L’xited  States  Army, 
IX  World  W'ar  1 1.  General  Heaton  is  particularly 
anxious  that  information  of  the  existence  and  avail- 
ahilitv  of  this  historv  be  circulated  widely  among 
the  profession,  both  military  and  civilian. 

Of  the  forty-eight  volumes  programed  for  the 
series,  fifteen  have  been  published  and  can  he  pur- 
chased at  modest  cost  from  the  Su])erintendent  of 
Documents.  Government  Printing  Office.  Wash- 
ington 25.  D.  C.  The  set  of  fifteen  volumes  may 
he  purchased  for  $66.50  or  individual  volumes  can 
l)e  obtained  at  remarkably  low  prices.  Commanding 
officers  of  medical  units  may  requisition  copies  for 
their  medical  units  libraries  by  submitting  DA 
Form  17  directlv  to  The  Historical  L’nit,  G.S. 
Army  Medical  Service,  Washington  12.  D.C.. 
attention : Promotion  Branch. 

\'olumes  now  available  are:  Gexeral  Surgery. 
edited  bv  Michael  E.  DeBakey.  .m.d.  Xeuro- 
SURGERY.  X'olume  I (Head  Injuries),  edited  by 
R.  Glen  Spurling,  m.d.,  and  Barnes  Woodhall.  m.d. 
Xeurosurgery,  Volume  H (Spinal  Cord  and 
Peripheral  Xerve  Injuries),  edited  by  R.  Glen 
Spurling.  M.D.,  and  Barnes  Woodhall.  m.d.  Haxd 
Surgery,  edited  by  Sterling  Bunnell,  m.d.  Oph- 
thalmology AND  Otol.vryxgology,  edited  by 
M.  Elliott  Randolph,  m.d.,  and  Xorton  Canfield. 
M.D.  Orthopedic  Surgery.  Europeax  Theater 
OF  OpERATioxs.  edited  by  Mather  Cleveland,  m.d. 
Orthopedic  Surgery,  Mediterraxeax  Thea- 
ter OF  Operatioxs,  bv  Oscar  P.  Hampton,  m.d. 
Physiologic  Effects  of  Wounds,  edited  by  Fred 
W.  Rankin,  m.d..  and  Michael  E.  DeBakey.  m.d. 
X’ascular  Surgery,  edited  bv  Daniel  C.  Elkin. 


M.D..  and  Michael  E.  DeBakey.  m.d.  Cold  Injury, 
Ground  Type,  by  Tom  F.  Whayne,  m.d..  and 
?klichael  E.  DeBakey,  m.d.  Dental  Service, 
George  F.  Jeft’cott.  d.m.d.  Environmental  Hy- 
giene. by  James  Stevens  Simmons,  m.d.,  and  others. 
Personal  Health  Measures  and  Immuniza- 
tion, by  John  E.  Gordon,  m.d.,  Tom  F.  Whavne, 
.M.D..  and  others.  Communicable  Diseases.  \'o1- 
ume  I\’.  bv  John  E.  Gordon,  m.d..  Joseph  Stokes, 
.M.D..  and  others.  Hospitalization  and  Evacua- 
tio.n.  Zone  of  Interior,  by  Clarence  McKittrick 
Smith. 

M.D.  Visits  Average  Five  a Year 

The  average  American  consults  a doctor  about 
his  health  five  times  a year,  the  Health  Insurance 
Institute  reported  recently. 

This  adds  u])  to  some  852  million  physician  visits 
a vear,  the  Institute  said  in  its  report  based  on 
data  collected  by  the  Gnited  States  Dejiartment  of 
Health.  Education  and  Welfare  in  a twenty-four- 
month  period  from  July  1957  to  June  1959.  The 
Institute  jiointed  out  that  this  does  not  include 
jihysician  visits  to  persons  while  they  were 
hospitalized. 

Most  visits  take  place  in  the  doctor’s  office.  Two 
out  of  three  visits,  or  66  per  cent,  occur  in  the  office, 
10  ])er  cent  at  home,  and  14  jier  cent  in  an  out- 
jiatient  clinic  of  a hospital,  industrial  health  unit, 
or  other  location.  About  10  per  cent  of  all  visits 
were  telephone  consultations. 

.\s  for  the  purpose  of  the  visit.  75  per  cent  were 
for  diagnosis  and/or  treatment  of  an  illness  or 
injury.  Eight  per  cent  were  for  general  checkups 
and  seven  jier  cent  were  for  immunizations. 

Going  bv  region,  residents  of  the  West  and 
X'ortheast  consult  doctors  more  frequently  than 
persons  living  in  the  Midwest  or  .South.  The  aver- 
a.ge  number  of  phvsician  visits  in  the  W est  is  5.7 
])er  ])erson  a vear.  in  the  Xortheast  5.4.  and  in  both 
the  Midwest  and  South  4.7. 

The  educational  attainment  of  the  head  of  the 
familv  and  the  amount  of  family  income  had  a 
direct  bearing  on  the  rate  of  phvsician  visits,  .said 
the  Institute. 


continued  on  page  "94 
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no  irritating  crystals'-  uniform  concentration  in  each  drop' 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HYDEITRASOL 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  m that  no 
crystalline  residue  is  left  in  the  patient's 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1,  Lippmann,  0 : Arch.  Ophth.  57:339.  March  1957, 

2.  Gordon,  D.M.;  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL",  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-H YDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co..  Inc. 


MERCK  SHARP  & OOHME 


Division  of  Merck  & Co.,  Inc..  Philadelphia  1,  Pa. 


in  allergic  and  inflammatory  dermatoses 


Triamcinolone  LEDERLE 

NSURPASSED  “GENERAL-PURPOSE"  STEROID  OUTSTANDING  FOR  “SPECIAL-PURPOSE"  THERAPY 


ARISTOCORT  Triamcinolone  has  long  since  proved  its  unsurpassed  efficacy  and 
relative  safety  in  inflammatory  and  allergic  dermatoses. 

But  ARISTOCORT  has  also  opened  up  new  areas  of  therapy  for  selected  patients 
who  could  otherwise  not  be  given  corticostei'oids. 

for  example: 

SPECIAL  PROBLEM:  EDEMA  DUE  TO  SODIUM  AND  WATER  RETENTION 
In  patients  with  edema  induced  by  the  earlier  corticosteroids  or  from  other 
causes,  diuresis  and  sodium  loss  often  occurs  with  triamcinolone.  ( Fernandez- 
Herlihy,  L. : M.  Clin.  North  America  44:509  [Mar.]  1960.) 

SPECIAL  PROBLEM:  APPETITE  STIMULATION  AND  WEIGHT  GAIN 
In  contrast  to  the  heightened  ci’aving  for  food  sometimes  seen  with  other  corti- 
costeroid compounds,  appetite  was  unaffected  by  triamcinolone.  ( Cahn,  M.  M., 
and  Levy,  E.  J.:  Am.  Pract.  & Digest  Treat.  10:993  [June]  1959.) 

SPECIAL  PROBLEM:  HYPERTENSION 

When  ARISTOCORT  was  given  to  patients  with  dermatologic  disorders  for  long 
periods,  there  were  no  significant  changes  in  blood  pressure.  ( Kanof,  N.  B.; 
Blau,  S. ; Fleischmajer,  R.,  and  Meister,  B. : A.M.A.  Arch.  Dermat.  79:631 
[June]  1959.) 

SPECIAL  PROBLEM:  PSYCHIC  STIMULATION  AND  INSOMNIA 

Ideally,  corticosteroid  therapy  ought  not  to  add  to  the  psychic  component  in 
dermatologic  disorders,  nor  induce  insomnia  which  will  intensify  the  patient’s 
itching  and  irritation.  ARISTOCORT  Triamcinolone  has  been  singled  out  for  its 
remarkably  low  incidence  of  psychic  irritation  and  insomnia.  ( McGavack,  T.  H. : 
Nebraska  M.  J.  44:377  [Aug.]  1959;  Freyberg,  R.  H.;  Berntsen,  C.  A.,  Jr.,  and 
Heilman,  L.:  Arthritis  & Rheumatism  1:215  |June]  1958.) 

SPECIAL  PROBLEM:  SEVERE  CARDIAC  DISEASE 

Elderly  patients  with  pulmonary  emphysema  due  to  impending  heart  failure 
who  required  corticosteroid  therapy  showed  that  triamcinolone  could  be 
employed  with  benefit  and  relative  safety.  (McGavack,  T.  H.;  Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  [Dec.] 
1958.) 

Precautions : Collateral  hormonal  effects  generally  associated  with  corticosteroids 
may  be  induced.  These  include  Cushingoid  manifestations  and  muscle  weakness. 
However,  sodium  and  potassium  retention,  edema,  weight  gain,  psychic  aberration 
and  hypertension  are  exceedingly  rare.  In  the  treatment  of  allergic  and  inflamma- 
tory dermatoses,  dosage  should  be  individualized  and  kept  at  the  lowest  level  needed 
to  control  symptoms.  Dosage  should  not  exceed  .36  mg.  daily  without  potassium  sup- 
plementation. Drug  should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes 
simplex  and  chicken  pox. 

Supplied:  Scored  tablets— 1 mg.  (yellow) ; 2 mg.  (pink) ; 4 mg.  (white) ; 16  mg.  (white). 

Also  available  — syrup,  parenteral  and  various  topical  forms. 


HIDERLE  LABORATORIES,  A Division  of  AMERICAN  CYAN  AMID  COMPANY,  Pearl  River,  N.  Y. 
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THROUGH  THE  MICROSCOPE 

continued  from  page  790 

Educational  Factor 

Where  the  head  of  the  family  had  less  than  five 
years  of  education,  the  average  nuinher  of  physician 
visits  was  4.3  per  person  a year  while  families  in 
which  the  head  of  the  family  had  attended  college 
had  an  average  rate  of  6.0  visits  per  person  a year. 

Members  of  families  having  incomes  under 
$2,000  had  a rate  of  4.6  physician  visits  per  person 
a year  compared  with  5.7  visits  for  persons  in  fam- 
ilies earning  $7,000  or  more,  the  Institute  reported. 

The  average  city  dweller  consults  his  doctor  more 
frequently  than  the  average  farmer.  The  urbanite 
has  physician  visits  at  the  rate  of  5.3  a year  com- 
pared to  the  farmer’s  3.8. 

Women  averaged  a greater  number  of  physician 
visits  than  men,  5.6  a year  to  4.4.  Boys  under 
age  15  saw  doctors  more  frequently  than  girls  hut 
females  led  in  all  age  brackets  starting  at  age  15. 

The  two  age  groups  with  the  highest  rates  of 
physician  visits  were  under  age  five  and  65  and 
over.  The  average  infant  had  6.2  physician  visits 
a year,  compared  to  6.8  for  the  average  senior 
citizen. 

The  survey  indicated  that  being  a housewife 
might  he  more  of  a physical  burden  than  being  a 
career  girl.  The  average  homemaker  saw  a doctor 
6.3  times  a year  while  the  working  girl  consulted 
a physician  5.8  times,  the  Institute  said. 


How  Efficient  is  Your  Practice? 

NOW 

Positive  Help  in  all  of  the 
Economics  of  your  Practice. 

To  increase  your  Net 
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Medical  Management 

275  ANGELL  STREET  • PROVIDENCE  6,  R.  I. 
DExter  1-9141 

"Management  Methods" 
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T^e  Old-Fashioned  Family  Doctor 
Decreasing  in  Numbers 

The  old-fashioned  family  doctor,  so  long  the 
major  figure  on  the  American  medical  scene,  is 
rapidly  decreasing  in  numbers. 

Currently,  only  one  of  every  three  physicians  is 
a general  practitioner,  according  to  figures  cited  in 
a recent  issue  of  Patterns  of  Disease,  a Parke.  Davis 
& Company  publication  for  the  medical  profession. 
Yet  less  than  thirty  years  ago,  two  out  of  everv 
three  physicians  were  in  general  practice. 

Supplanting  the  family  doctor,  and  at  an  ever- 
increasing  rate,  is  the  medical  specialist.  Within 
one  generation,  the  number  of  specialists  in  the 
nation  has  increased  500%.  The  trend  toward 
specialization  has  been  especially  marked  in  recent 
years.  Of  physicians  who  graduated  from  medical 
school  in  1930,  about  30%  were  in  general  practice 
five  years  later — a percentage  which  dropped  to 
26%  of  1945  graduates  and  even  more  abruptly,  to 
18%  of  1950  graduates. 

^Moreover,  the  trend  is,  if  anything,  accelerating. 
A Patterns  survey  of  third-  and  fourth-year  medi- 
cal students  revealed  that  67%  had  already  decided 
to  specialize.  Only  13%  intended  to  enter  general 
practice,  while  the  remaining  20%  were,  as  yet, 
undecided. 

Internal  medicine  attracts  more  physicians  than 
any  other  specialty.  In  fact,  internists  constitute 
one  of  every  six  of  the  62,783  physicians  certified 
by  specialty  hoards  (diplomates)  in  the  nation. 
Second  on  the  list  of  specialties  is  surgery,  with 
8,047  diplomates,  followed  by  pediatrics,  with  6,028 
diplomates,  and  psychiatry  and  neurology,  with 
5,520  diplomates.  Smallest  of  all  specialty  groups 
are  the  proctologists,  who  number  243.  Also  rela- 
tivelv  few  and  far  between  are  specialists  in  physi- 
cal medicine  and  rehabilitation,  who  total  312,  and 
plastic  surgeons,  of  whom  there  are  330. 

Major  Medical  Expense  Insurance  on  the  Increase 

The  American  public,  in  ever  increasing  num- 
bers, is  turning  to  major  medical  expense  insurance 
as  a means  of  financing  their  medical  care  expenses, 
the  Health  Insurance  Institute  said  recently. 

Alajor  medical,  sometimes  called  “catastrophe" 
insurance,  covered  5.2  million  pensons  at  the  end  of 
1955,  or  one  out  of  every  33  persons  among  the 
civilian  population. 

As  of  June  30,  1960,  however,  major  medical 
covered  an  estimated  24  million  persons,  or  one  out 
of  eight  persons. 

Major  medical,  with  benefits  ranging  as  high  as 
$10,000  or  $15,000,  helps  pay  for  virtually  all  types 
of  medical  services,  including  medicines  and  drugs, 
medical  apiiliances  and  physicians’  services,  and 
covers  practically  every  kind  of  treatment  needed 
for  recoverv — either  in  or  out  of  hospital  and  by  a 
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licensed  physician  anywhere.  This  includes  such 
charges  as  care  hy  a registered  nurse  at  home  or  in 
hospital,  anihulance  or  other  necessary  transporta- 
tion costs,  and  dressings. 

A typical  major  medical  policy  has  two  identify- 
ing features — the  deductible  and  co-insurance.  The 
deductible,  similar  to  that  used  in  automobile  insur- 
ance, may  range  from  $25  to  $5()(),  depending  on 
the  ])olicy,  and  is  the  amount  of  initial  medical 
expenses  the  insured  must  pay  before  his  policy 
benefits  begin.  The  Institute  pointed  out  that  the 
higher  the  deductible,  the  lower  the  premium. 

Co-insurance,  in  which  the  policyhcdder  shares 
j)art  of  the  risk  with  the  com])any,  comes  into  effect 
after  the  deductible  has  been  applied,  with  the 
company  paying  75-80%  of  the  hills,  and  the  in- 
sured paying  25-20%,  according  to  ])olicy  provision, 
d'he  most  popular  tyi)e  of  major  medical — cover- 
ing 14  million  persons  of  20  million  protected  under 
group  plans — is  one  where  the  “catastro])he”  insur- 
ance supplements  basic  ho.spital-surgical  insurance, 
paying  out  benefits  after  the  basic  plan  reaches  its 
exhaustion  point. 

In  one  ty])ical  case,  a young  coui)le  and  their 
children  were  covered  at  the  husband’s  place  of 
em])loyment  hy  a basic  jjlan  and  sui)plemental 
major  medical  ])rotection,  toward  which  they  paid 
$8.25  monthly  and  the  employer  ])aid  slightly  more. 

The  major  medical  policy  provided  that  the  insur- 
ance com])any  would  ])ay  80%  of  the  medical  care 
charges  above  ])ayments  made  through  the  basic 
plan  and  above  a $100  deductible. 

The  coui)le  were  involved  in  a serious  auto  acci- 
dent. The  husband  was  hospitalized  for  forty-six 
days  with  several  fractures  in  his  arm  and  bones  of 
his  hack.  The  wife  suff'ered  cuts  and  bruises  of  her 
face,  head,  arms,  thighs  and  legs. 

Their  total  medical  exjienses  came  to  $.5,282  hut 
the  young  couple  had  to  pay  only  $460.20.  Their 
basic  plan  paid  the  first  $1,381.  Then  they  paid  a 
deductible  of  $100  and  20%  co-insurance,  or 
$360.20,  of  the  remaining  $1,901,  and  their  major 
medical  insurance  ]xiid  $1 ,440.80. 

Family  of  Medical  Student 
Bears  Brunt  of  Education  Costs 

More  than  80%  of  the  funds  u.sed  to  pay  the  stu- 
dent’s costs  of  medical  education  come  from  the 
student  and  his  family,  a rejjort  by  the  Association 
of  American  Medical  Colleges  shows. 

Conducted  by  the  Continuing  Group  for  Student 
Aff  airs,  with  the  co-operation  of  the  Association  of 
.'\merican  Medical  Colleges  headciuarters  staff,  the 
report  examines  in  detail  the  hnancial  ])osition  of 
the  American  medical  student,  including  the  impact 
of  marital  status  on  finances  and  a com])arison  with 
the  arts  and  sciences  graduate  student. 


Called  The  Financial  Position  of  the  rlnierican 
Medical  Student,  the  rejjort  is  ha.sed  on  (|uestion- 
naires  filled  in  hy  4.899  seniors  from  the  1959  grad- 
uating class  of  the  78  medical  schools  in  the  Ihiited 
States.  Its  author  is  Doctor  J.  h'rank  W hiting, 
assistant  director  of  the  I)i\i.sion  of  Operational 
.Studies  of  the  A.A.M.C. 

The  study  points  out  that  62%  of  the  medical 
students  in  the  1959  graduating  class  were  married 
and  notes  the  sharp  rise  in  the  cost  of  medical  edu- 
cation to  the  student  as  he  becomes  “more  and 
more  married,’’  students  who  are  married  with  two 
or  more  children  having  approximately  60%;  more 
to  pay  in  hills  over  four  years  than  single  students 
($16,000  com])ared  to  $9,800). 

Medical  Newspapers  to  Suspend  Publication 

According  to  the  W'all  Street  Joi'knal, 
Medical  Nezes  and  Scope  will  both  suspend  ])uhli- 
cation  in  the  very  near  future.  These  two  fine 
medical  new.si)apers  (jHihlished  I)y  CIBA  and 
U])john  respectively)  have  been  of  great  service 
to  the  medical  jjrofession.  The  Wall  Street 
Journal  attributes  their  demise  to  falling  profits 
in  the  drug  industry  and  closer  controls  on  adver- 
tising and  promotion  costs. 

conthiued  on  next  page 
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Vhiancial  Troubles  Plague  Coloratlu's 
Medical  Care  Plan  for  Aged 

Colorado's  three-year-old  medical  aid  program 
for  old  age  pensioners  is  running  into  trouble. 
Called  one  of  the  most  liberal  in  the  nation,  the  plan 
may  have  to  be  cut  back.  It’s  costing  too  much. 

Costs  too  much.  The  state  initially  earmarked 
ten  million  dollars  of  ta.x  revenue  to  cover  annual 
costs  of  the  medical  aid  plan,  which  is  written  into 
Colorado's  constitution.  But  Welfare  Director  Guy 
Justis  recently  reported  that  the  program  is  costing 
$102,000  a month  more  than  is  available  for 
payments. 

About  a third  of  the  expenditures  go  for  care 
and  drugs  in  nursing  homes ; the  rest  is  spent  for 
hospital  and  doctor  hills. 

Of  Colorado's  52,000  pensioners.  32.733  received 
some  care  under  the  program  in  the  past  year,  he 
said. 

Beneficiaries  not  ivards.  Key  to  the  Colorado 
plan  is  treating  pensioners  like  beneficiaries  of  an 
insurance  system  rather  than  wards  of  the  state. 
Pensioners  are  eligible  for  identification  cards  en- 
titling them  to  service  benefits  comparable  to  those 
of  Blue  Cross  and  Blue  Shield  plans. 

Paid-in-full.  Their  paid-in-full  benefits  include 


RHODE  ISLAND  MEDICAL  JOURNAL 

surgery;  30  days  in  tbe  hospital  with  additional 
hospitalization  if  authorized  by  the  \\'elfare  De- 
partment ; two  doctors’  visits,  home  or  office,  in 
three  months ; and  nursing  home  care  after  hospi- 
talization is  covered,  with  up  to  12  doctors’  visits 
every  three  months. 

The  ‘‘cost-plus”  program  is  administered  bv  Blue 
Cross-Blue  Shield  and  fully  paid  by  the  state.  The 
Blue  plans  are  reimbursed  for  claims  paid  with  a 
small  ser\  ice  charge  added  for  every  claim.  The 
1959  administrative  cost  of  the  medical  program 
was  2%  of  the  year’s  total  bill. 

The  plan  is  supported  by  such  diverse  groups  as 
the  Colorado  Labor  Council.  Colorado  State  Medi- 
cal Society  and  Denver  Chamber  of  Commerce. 

Arthritis  Quackery  to  be  Attacked 
at  National  Level 

Plans  for  a national  conference  of  leaders  con- 
cerned with  the  health  menace  of  arthritis  quackerv 
were  announced  in  October  by  Floyd  B.  Odium, 
national  ebairman  of  Tbe  Arthritis  and  Rheuma- 
tism Foundation.  The  conference  will  be  held  earlv 
in  iNIarch,  1961,  in  Washington,  D.C.,  according  to 
the  announcement  made  at  the  voluntary  health 

(The  above  reprinted  from  Group  He.m.th  & Wf.lf.xre 
News.  \'o1.  1.  Xo.  2.  October,  1960) 
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oro'anization’s  twelfth  annual  meeting. 

Mr.  Odium  explained  that  the  purpose  of  the 
conference  will  he  “to  consider  ways  in  which  all 
groups  and  individuals  concerned  with  the  deceitful 
promotion  of  arthritis  remedies  and  ‘cures’  can 
move  against  the  problem  with  maximum  efifective- 
ness  to  protect  our  11,000,000  victims  of  this  crip- 
pling disease.” 

'I'he  i)rohlem  of  quackery  in  arthritis  is  the  target 
of  a current  national  campaign  hv  The  Arthritis 
and  Rheumatism  Foundation.  It  has  been  receiving 
increasing  attention  throughout  the  nation  as 
a result  of  the  Foundation’s  recent  disclosure 
that  arthritis  sufiferers  are  spending  more  than 
$250,000,000  annually  on  deceitfully  advertised 
])roducts. 

Most  Group  Policies  Cover  Dependents 

Nine  out  of  ten  group  health  insurance  policies 
being  issued  by  insurance  companies  provide  cov- 
erage for  dependents  of  employees  as  well  as  the 
workers  themselves,  the  Health  Insurance  Institute 
said  recently. 

In  1959,  insurance  companies  issued  nearly 
21,000  new  master  group  hospital  expense  policies 
and  almost  19,000  of  these  extended  protection  of 


the  policy  to  dependents  of  the  employees.  Each  of 
these  policies  may  cover  from  a handful  to  manv 
thousands  of  persons. 

The  figures  were  almost  exactly  the  same  for 
group  surgical  expense  policies  issued  by  insur- 
ance companies  in  1959,  said  the  Institute.  Last 
year,  17,930  group  medical  expense  policies,  which 
helj)  pay  for  doctor  visits  for  non-surgical  care, 
were  issued  by  insurance  companies  and  15,690  of 
these  policies  gave  protection  to  dependents. 


JOSEPH  L.  McDonald  & son,  inc. 

Registered  Pharmacists 

Corner  of  Lloyd  and  Elmgrove  Avenues 

TELEPHONE  PL  1-7523 

Offering  a 

Complete  Prescription  Service 

Pharmacy  License  No.  185 


effective  in  and  simplifies 
the  management  of 

stable  adult  diabetes 


“In  our  experience  the  action  of  DBI  on  the  adult  stable  type  of 
diabetes  is  impressive  ...  88%  were  well  controlled  by  DBI. ”2 

"Most  mild  diabetic  patients  were  well  controlled  on  a biguanide  compound 
[DBI] . . . regardless  of  age,  duration  of  diabetes,  or  response  to  tolbutamide. "3 

"DBI  has  been  able  to  replace  insulin  or  other  hypoglycemic  agents 
with  desirable  regulation  of  the  diabetes  when  it  is  used  in  conjunction  with 
diet  in  the  management  of  adult  and  otherwise  stable  diabetes. 

well  tolerated  — On  a "start-low,  go-slow"  dosage  pattern  DBI  is  relatively 
well  tolerated.  DBI  enables  a maximum  number  of  diabetics  to  enjoy  the 
convenience  and  comfort  of  oral  therapy  in  the  satisfactory  regulation  of . . . 

stable  adult  diabetes  • sulfonylurea  failures 
unstable  (brittle)  diabetes  • juvenile  diabetes 

DBI  (N'-/3-phenethylbiguanide  HCl)  is  available  as  white,  scored  tablets 
of  25  mg.  each,  bottles  of  100.  Send  for  brochure  giving  complete  information. 

an  original  development  from  the  research,  lahorntoricn  of 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington-Funk  Labs.,  division  * 250  E.  43rd  St.,  New  York  17,  N.  Y. 
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6.  Skillman,  T.  G.,  et  al.;  Diabetes  8:274,  1959.  7.  Sugar, 

S.  J.  N.,  et  al.;  Med.  Ann.  Dist.  Columbia  28:426,  1959. 
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THE  WASHINGTON  SCENE 


A Summary  Report  Prepared  by  the  Washington  Office 
of  the  American  Medical  Association 


Election  of  Sen.  John  F.  Kennedy  as  President 
made  it  probaiile  that  the  issue  of  providing 
liealth  care  for  the  aged  under  Social  Security  again 
will  he  raised  in  Congress  next  year. 

Kennedy  will  go  into  the  White  House  pledged 
“to  the  immediate  enactment  of  a program  of  medi- 
cal care  for  the  aged  through  Social  Security.”  His 
intentions  present  a serious  challenge  to  the  nation’s 
jihysicians  who  have  vigorously  opjiosed  use  of  the 
Social  Security  system  to  provide  health  care  for 
the  aged. 

Kennedy's  program  would  ]iro\ide  what  he  de- 
scribed as  “a  life  jiulicy  of  paid-up  medical  insur- 
ance” for  older  persons.  “It  would  provide  them 
hospital  benefits,  nursing  home  benefits  and 
X rays  and  laboratory  tests  on  an  out-patient 
basis,”  he  said  in  his  campaign  for  the  Presidency. 

He  said  the  Kerr-Mills  legislation  enacted  into 
law  last  summer  is  inadequate.  The  medical  pro- 
fession su])ports  this  federal-state  jirogram  to  pro- 
vide health  care  for  needy  and  near-needy  aged 
]iersons.  In  approving  the  Kerr-Mills  program. 
Congress  rejected  the  Social  Security  apjiroach 
espoused  hv  Kennedy  and  union  labor  leaders. 

Kennedy’s  medical  program  also  included;  fed- 
eral grants  for  construction,  exjiansion  and  mod- 
ernization of  medical,  dental  and  public  health 
.schools  : federal  loans  and  scholarships  for  medical 
students  ; federal  grants  for  renovating  older  hosjii- 
tals  ; increased  federal  financial  support  for  medical 
research,  including  basic  research,  and  expansion 
of  federal  programs  for  rehabilitation  of  handi- 
capped or  disabled  jiersons. 

^ ^ 

Food  and  Drug  Administration  enqilovees  have 
been  cleared  of  conflict-of-interest  charges  brought 
up  in  the  Senate  Antitrust  and  Monopoly  Sub- 
committee’s investigation  of  the  drug  industry. 

.A  three-member  investigating  grouj)  appointed 
by  Arthur  S.  Flemming,  secretary  of  Health,  Edu- 
cation and  W elfare,  examined  the  financial  records 
of  900  I'DA  employees.  The  special  investigators 
then  reported : 

“On  the  basis  of  all  the  evidence  before  us,  it  is 
our  judgment  that  there  are  no  present  employees 


of  the  FI).\  whose  sources  of  personal  income  are 
incompatible  with  their  government  employment.” 

The  investigators  continued  to  analyze  “a  mass 
of  fact  and  ojiinion”  in  connection  with  charges  that 
there  has  been  too  close  a relationship  between  some 
h'D.A  employees  and  drug  companies  which  thev 
check  for  conformance  to  government  regulations. 

The  investigators  anticijiated  that  their  final 
report  would  show  the  possibility  of  organization 
or  ])rocedural  improvements  in  the  FDA. 

The  charges  were  triggered  by  disclosure  at  the 
.Subcommittee  investigation  that  Doctor  Henry  A. 
W elch,  director  of  the  FDA’s  Antibiotics  Division, 
had  received  $287,000  over  eight  years  as  a writer 
and  editor  for  antibiotics  jiuhlirations.  After  the 
disclosure.  Flemming  ousted  Welch  from  the  gov- 
ernment post. 

* * * 

I’ersons  with  heart  and  blood  vessel  diseases 
have  been  urged  to  consult  their  physicians  about 
routine  vaccination  against  influenza. 

In  a joint  statement,  the  American  Heart  Asso- 
ciation and  the  X'ational  Heart  Institute  of  the 
United  States  Public  Health  Service  said  that 
“evidence  of  the  past  three  years  abundantly  con- 
firmed that  dangers  of  influenza  are  much  greater 
for  patients  with  heart  or  lung  disease  than  for 
others.”  The  risk  was  described  as  “particularly 
high  for  those  with  lung  congestion  due  to  heart 
disease.” 

The  joint  statement  added  that  three  recent  influ- 
enza epidemics  had  “again  emphasized  the  fact 
that  individuals  with  cardiovascular  or  jnilmonary 
di.sease  are  more  susceptible  to  the  hazards  of  influ- 
enza than  is  the  general  pojmlation.”  The  epidemics 
were  in  the  fall  of  19.v,  the  sjiring  in  1958  and 
early  this  year. 

The  increased  risk  was  shown  both  by  more 
severe  illness  and  by  higher  fatality  rates  among 
patients  with  heart  and  blood  vessel  disea.se,  the 
statement  said. 

The  association  and  the  federal  agency  .said  influ- 
enza virus  vaccine  had  been  shown  “of  definite 
value”  in  preventing  the  disease.  .Side  reactions 
were  reported  as  “extremely  few.” 


What’s  she  doing  that’s  of  medical  interest? 


le’s  drinking  a glass  of  pure  Florida 
ange  juice.  And  that’s  important  to 
r physician  for  several  reasons. 

How  your  patients  obtain  their  vita- 
ns  or  any  of  the  other  nutrients  found 
citrus  fruits  is  of  great  medical  inter- 
: — considering  the  fact  there  are  so 
any  wrong  ways  of  doing  it,  so  many 
bstitutes  and  imitations  for  the  real 
ing. 

Actually,  there’s  no  better  way  for 
is  young  lady  to  obtain  her  vitamin  C 
an  by  doing  just  what  she  is  doing. 


for  there’s  no  better  source  than  oranges 
and  grapefruit  ripened  in  the  Florida 
sunshine.  There’s  no  substitute  for  the 
result  of  nature’s  own  mysterious  chem- 
istry, flourishing  in  the  warmth  of  this 
luxurious  peninsula. 

An  obvious  truth,  you  might  say,  but 
not  so  obvious  to  the  parents  of  many 
teen-agers. 

We  know  that  a tall  glass  of  orange 
juice  is  just  about  the  best  thing  they 
can  reach  for  when  they  raid  the  refrig- 
erator. We  also  know  that  if  you  en- 


courage this  refreshing  and  healthful 
habit  among  your  young  patients  — and 
for  that  matter,  your  patients  of  any  age 
— you’ll  be  helping  them  to  the  finest 
between-meals  drink  there  is. 

Nothing  has  ever  matched  the  quality 
of  Florida  citrus— watched  over  as  it 
is  by  a State  Commission  that  enforces 
the  world’s  highest  standards  for  quality 
in  fresh,  frozen,  canned  or  cartoned 
citrus  fruits  and  juices. 

That’s  why  the  young  lady’s  activities 
are  of  medical  interest. 

©Florida  Citrus  Commission,  Lakeland,  Florida 
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BOOK  REVIEWS 


riRL  S J'lRULEXCE  AXD  PATHOGEXI- 

CITY.  Editors  for  the  Ciba  Foundation.  G.  E. 

\V.  \\'olstenholme  and  Cecilia  iNE  O’Connor. 

Little,  l^rown  and  Company,  Boston.  1960. 
S2.50. 

This  hook  is  the  publication  Xo.  4 of  the  pro- 
ceedings of  the  Ciba  Foundation  Study  Grouj). 

In  114  pages  the  prominent  microbiologists  from 
different  countries  discuss  the  following  topics : 
The  definition  and  measurement  of  virus  virulence  ; 
Host-cell  factors  and  virus  virulence ; The  effect 
on  virulence  of  changes  in  parasite  and  host ; Broad 
aspects  of  the  proldem  of  human  virulence  in  influ- 
enza viruses ; The  severity  of  influenza  as  a recip- 
rocal of  host  susceptibility : The  virulence  for 
man  of  some  respiratory  viruses  passed  in  tissue 
cultures. 

The  hook  reflects  the  difficulties  and  problems 
involved  in  defining  and  measuring  the  virulence 
of  viruses  and  determining  the  relationship  of 
virulence  to  the  host-factors. 

\’irulence  is  defined  as  the  integration  of  all  the 
characteristics  of  the  virus  which  are  related  to  its 
cai)acity  to  infect  and  multiply  in  the  host-cell. 

Pathogenicity  is  defined  as  the  power  to  produce 
pathological  effects  in  a host. 

Particular  attention  is  paid  to  the  \ irulence  and 
pathogenicity  of  the  influenza  virus.  The  similari- 
ties and  differences  between  the  1918  and  the  1957 
influenza  pandemics  are  discussed.  .Similarities : in 
1918  and  1957  the  human  population  was  deprived 
of  immunological  resistance  to  the  jirevailing 
strain.  The  differences  are  ascribed  to  the  diff'er- 
ent  degree  of  intrinsic  virulence  amongst  virus 
strains  and  or  to  the  host  and  environmental  fac- 
tors. It  is  of  interest  to  observe  that  among  the 
discussants  there  is  no  agreement  concerning  the 
usefulness  of  the  antibiotics  in  saving  lives  in  the 
1957  pandemic.  Several  studies  have  revealed  that 
a significant  number  (about  20%)  of  virologically 
proven  fatal  cases  of  Asian  influenza  in  1957  died 
from  nonhacterial  pneumonia  which  resembled 
closely  some  of  the  accurate  descriptions  of  the 
1918  influenzal  pneumonia.  Since  antibiotics  are 
ineffective  in  influenza  pneumonia  it  is  concluded 
by  some  di.scussants  that  antibiotics  were  useless  in 
saving  lives  in  1957.  The  high  fatality  rate  in  1918 
was  not  due  to  absence  of  antibiotics  hut  due  to 


greater  intrinsic  virulence  of  the  virus.  However, 
there  are  others  who  find  it  hard  to  deny  the  possi- 
bility that  in  the  absence  of  antibiotics  the  1957 
(Ao)  virus  might  ha\e  produced  vastly  more 
fatalities  from  bacterial  pneumonia  than  it  did. 

The  text  is  interesting  to  read,  and  the  discus- 
sions by  the  panelists  at  the  end  of  each  chapter  are 
lively,  and  at  times,  intriguing.  The  hook  reflects 
the  diff'erent  and  occasionally  opposite  views  of  the 
panel  members,  and  on  the  whole,  contains  more 
questions  than  answers,  .\pparently,  this  is  the 
stage  of  virology  in  1960. 

Johannes  \'irks,  m.d. 

POLSOXIXG.  A Guide  to  Clinical  Diagnosis  and 

Treatment  by  \V.  F.  von  Oettingen,  H.D.. 

Ph.D.  \\'.  B.  .Saunders  Company.  Phil..  1958. 

.Second  Edition.  S12..^0 

This  book  is  an  excellent  compendium  relating 
to  its  toj)ic — poisoning.  The  value  of  this  hook  can 
best  he  appreciated  by  those  who  noted  in  a medical 
editorial  not  too  long  ago  that  one  of  the  most  com- 
mon neglected  causes  of  unexplained  death  is 
poisoning,  accidental  or  criminal. 

The  hook  is  divided  into  four  parts,  the  first 
three  chapters  comiirising  an  excellent  brief  clas- 
sification of  poisoning,  the  medicolegal  responsi- 
bilities of  the  doctor,  conventional  emergency 
measures  and  equipment  which  should  be  in  the 
doctor's  bag  or  available  in  his  office.  The  second 
section  on  diagnosis  is  an  extensive  one.  ranging 
from  taking  the  history  of  the  jtatient  in  whom 
poisoning  is  suspected,  to  the  structural  and  func- 
tional pathology,  biochemical  changes,  and  labora- 
tory tests  to  be  performed  by  the  ])hysician  where 
he  suspects  a poisoning  exists.  The  third  division 
discusses  the  management  of  jtoisoning,  in  which 
rationale  of  treatment,  removal  of  toxic  agents, 
elimination  of  toxic  agents,  and  detoxification  of 
absorbed  poisons  are  reviewed.  In  addition,  symp- 
tomatic treatment  and  general  measures,  treatment 
of  after-efl'ects  of  j)rolonged  poisoning  are  noted. 
The  final  part  consists  of  a detailed  description  of 
many  toxic  agents  which  may  be  used  with  crim- 
inal. suicidal,  therapeutic,  or  accidental  intent.  The 
alert  ])hysician  may  he  suritrised  to  find  such  seem- 
ingly innocuous  drugs  as  sulfadiazine,  streptoki- 
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The  extra-firm  mattress 
selected  by  over  9,000  doctors 

for  their  own  use 


Assures  both  preventive  and  corrective  support — used  in 
more  American  homes  than  any  other  special  design 


Sealy  Posturepedic  is  the  first  mattress  designed  in  cooperation 
with  leading  orthopedic  surgeons  to  promote  normal,  healthful 
sleep  among  all  persons. 

As  a "corrective  device”  it  serves  those  chronically  afflicted  with 
lower  back  syndromes.  As  a preventive  measure  Sealy  Posturepedic 
brings  deep  spring  buoyancy  without  bedboard  hardness  to  every- 
one—plus  the  concomitant  blessings  of  unexcelled  comfort  and 
extra-firm  support. 


These  are  basic  to  good  health.  The  therapeutic  value  of  restful 
sleep  is  especially  recognized  during  these  tense  and  anxious  days. 
Sealy  Posturepedic  eminently  meets  this  need  by  supplying  level 
spine  support  for  proper  relaxation  of  the  limbs  and  human  mus- 
culatory  system. 

Over  9,000  doctors  of  medicine  have  tried  and  bought  the  Sealy 
Posturepedic  mattress  and  matching  foundation  for  their  own  use. 
We  believe  your  investigation  will  firmly  convince  you  of  its  dis- 
tinctive benefits,  and,  we  would  hope,  merit  your  valued  recom- 
mendation. 


POSTUREPEDIC’ 


NO  MORNING 
BACKACH  E 

from  a too-soft  mattress 


PROFESSIONAL  DISCOUNT  OF  $39.00 


So  that  you  may  judge  the  quality  of  the  Sealy  Posturepedic  for  yourself, 
we  offer’  a special  Professional  Discount  on  this  mattress  and  foundation 
when  purchased  for  your  personal  use.  Limit — one  full  or  two  twin  size  sets. 


SEALY  MATTRESS  COMPANY  • Oakville,  Conn. 

Enclosed  is  my  check  and  letterhead.  Please  ship  the  Sealy  Posturepedic  Set(s) 
indicated  below: 

1 Full  Size  □ 1 Twin  Size  □ 2 Twin  Size  □ 

RETAIL  PROFESSIONAL 

Posturepedic  Mattress  each  $79.50  (add  state  tax)  $60.00 

Posturepedic  Foundation  each  $79.50  (add  state  tax)  $60.00 

NAME 

RESIDENCE 

CITY ZONE STATE 


(This  is  a saving  of  $39.00  per  set  over  the  regular  $159.00  retail  price 
for  mattress  and  matching  foundation)  ©Sealy,  Inc.,  195? 
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ON  THE  MEDICAL  LIBRARY  BOOKSHELVES 


neii.'  titles  have  been  added  to  the  Davenport 
Collection  and  are  available  for  circulation: 

DR.  KELLY  OF  HOPKIXS  by  Audrey  W. 
Davis.  Johns  Hopkins  Press,  Balt.,  1959. 

RIXG  THE  XIGHT  BELL.  The  Autobiography 
of  a Surgeon  bv  Paul  B.  Magnuson.  Edited  by 
Finlev  Peter  Dunne,  Jr.  Little,  Brown  & Company, 
Bost.'  1960. 

Other  purchases  loere: 

ADVAXCES  IX  IXTERXAL  MEDICIXE, 
vol.  X,  1960.  Edited  bv  W illiam  Dock  and  I.  Snap- 
per. Year  Book  Publishers,  Inc.,  Chic.,  1960. 
AD\'AXCES  IX  PEDIATRICS,  vol.  XI.  1960. 
Edited  bv  S.  Z.  Levine.  Year  Book  Publishers, 
Inc.,  Chic..  1960. 

DIABETIC  AIAXUAL  by  Elliott  P.  Joslin.  10th 
ed.  Lea  & Febiger.  Phil.,  1959. 

DISEASES  OF  THE  XAILS  by  Pardo- 
Castello  and  Osvalda  A.  Pardo.  With  a Foreword 
bv  the  late  Howard  Fox.  3rd  ed.  Charles  C 
Thomas,  Springfield,  111.,  1960. 
DISPEXSATORY  OF  THE  EXITED 
STATES  OF  AiMERICA.  Edited  by  Arthur 
Osol,  George  E.  Farrar,  Jr.  and  others;  with 
XEW  DRUG  DEX'ELOP.MEXTS.  Edited  by 
Arthur  Osol,  Robertson  Pratt  and  others.  25th  ed. 
\'ols.  1 and  2 in  1 vol.  ].  B.  Lippincott  Co.,  Phil., 
1960. 

HERITABLE  DISORDERS  OF  COXXEC- 
TIVE  TISSUE  bv  Victor  A.  HcKusick.  2nd  ed. 
C.  \S  2^Iosbv  Co..  St.  L.,  1960. 

PROGRESS  IX  THE  BIOLOGICAL  SCI- 
EXCES  IX  RELATIOX  TO  DERMATOL- 
OGY. Edited  by  Arthur  Rook.  Cambridge  Uni- 
versitv  Press.  Loud.,  1960. 

RHEUMATOID  ARTHRITIS  by  Charles  L. 
Short.  Walter  Bauer  and  William  E.  Reynolds. 
Harvard  Universitv  Press,  Cambridge,  Mass.. 
1957. 

SURGICAL  FORUM,  vol.  9.  Proceedings  of 
the  Forum  Session  of  the  44th  Clinical  Congress 
of  the  American  College  of  Surgeons.  Chic.,  1959. 
SL’RGICAL  FORUM,  vol.  10.  Proceedings  of 
the  Forum  Session  of  the  45th  Clinical  Congress 
of  the  American  College  of  Surgeons.  Chic..  1960. 
TREATMEXT  OF  CAXCER  AXD  ALLIED 
DISE.\SES.  Edited  by  George  T.  Pack  and 


Irving  M.  Ariel,  ^’ol.  -1 — Tumors  of  the  Breast, 
Chest  and  Esophagus.  2nd  ed.  Paul  B.  Hoeber. 
Inc..  X.Y..  1960. 

YEAR  BOOK  OF  CAXCER  (1959-1960 
Series).  Compiled  and  edited  by  Randolph  Lee 
Clark,  Jr.  and  Russell  W.  Ctimley.  Year  Book 
Publishers,  Inc.,  Chic.,  1960. 

YEAR  BOOK  OF  EXDOCRLXOLOGY  ( 1959- 
1960  Series).  Edited  by  Gilbert  S.  Gordan.  Year 
Book  Publishers,  Inc.,  Chic.,  1960. 

YEAR  BOOK  OF  MEDICIXE  (1960-1961 
Series).  Edited  by  Paul  B.  Beeson  and  others. 
Year  Book  Publishers,  Inc..  Chic.,  1960. 

YEAR  BOOK  OF  PATHOLOGY  AXD 
CLLXICAL  PATHOLOGY  ( 1959-1960  Series). 
Edited  by  William  B.  Wartman.  Year  Book  Pub- 
lishers. Inc.,  Chic.,  1960. 

Rei'ieze  volumes  from  the  Rhode  Island  Medical 
Journal  zoere: 

EXPERIMEXTS  AXD  OBSERVATIOXS 
OX  THE  GASTRIC  JUICE  AXD  THE 
PHYSIOLOGY  OF  DIGESTIOX  by  William 
Beaumont.  Facsimile  of  the  Original  Edition  of 
1833  Together  with  a Biographical  Essav  "A 
PIOXEER  AMERICAX  PHYSIOLOGIST” 
bv  Sir  William  Osier.  Dover  Publications,  Inc., 
X.Y.,  1959. 

CLASSICS  OF  MEDICIXE  AXD  SURGERY 
(formerlv  titled:  EPOCH-MAKIXG  COXMRI- 
BUTIOXS  TO  MEDICIXE,  SURGERY  AXD 
THE  ALLIED  SCIEXCES).  Collected  by 
C.  X.  B.  Camac.  Dover  Publications,  Inc.,  X.Y., 
1959. 

Christopher’s  TEXTBOOK  OF  SL  RGER\ . 
Edited  l)v  Loval  Davis.  7th  ed.  W.  B.  Saunders 
Co.,  Phii.  1960. 

STERIC  COURSE  OF  MICROBIOLOGICAL 
REACT lOXS.  Ciba  Foundation  Study  Group 
Xo.  2.  Edited  by  G.  E.  W.  Wolstenholme  and 
Cecilia  M.  O’Connor.  Little,  Brown  & Co.,  Bost.. 
1959. 

VIRUS  VIRULEXCE  AXD  PATHOGEXIC- 
ITY.  Ciba  Foundation  Study  Group  X’o.  4.  Edited 
by  G.E.W'.  Wolstenholme  and  Cecilia  M.  O’Con- 
nor. Little.  Brown  & Co.,  Bost.,  1960. 
CURREXT  THERAPY.  1960.  Edited  by  How- 
ard F.  Conn.  W.  B.  Saunders  Co.,  Phil.,  1960. 
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TKXTP.OOK  ()F  OTOLARYXCOLOdV  In- 
David  D.  DeW  eesv  and  W illiam  H.  Saunders. 
C.  V.  Alosby  Co.,  .St.  L.,  1%(). 

.-\X.\  r(  )M3’.  A Regional  Study  of  Human  Struc- 
ture by  Krnest  (lardner,  Donald  J.  (Iray  and  Ronan 
O’Rahilly.  \\  . 11.  .Saunders  C'o.,  Phil.,  1060. 
rillf  Ci(l.-\RETTF  HAHIT:  A Scientific  Cure 
bv  Arthur  King.  Doubledav  & Co.,  Inc.,  Garden 
City,  19.S9. 

YOl’R  CllILD’.S  CARIC  1001  Ouestions  and 
.Answers.  .A  new,  revi.sed,  and  enlarged  edition  of 
A PEDIATRIC  AIAXCAL  FOR  MOTHERS 
by  Harry  R.  Litchfield  and  Leon  11.  Dembo. 
lioubledav  & Co.,  Inc.,  Garden  City,  19(')0. 
Fl’XDAMEXTALS  OF  CLIXICAL  HEMA- 
TOLOGA’  by  Pyrd  .S.  Leavell  and  Oscar  A. 
Tborui),  Jr.  W’.  P.  Saunders  Co.,  Phil.,  1960. 
\'()CR  Hh'.ART.  .-A  Handhook  for  Laymen  by 
H.  M.  Marxin.  Doubleday  X Co.,  Inc.,  Garden 
City,  1960. 

SAIOKIXG  AXD  HlfALTH  by  .Alton  ( Ichsner. 
lulian  .Messner,  Inc.,  X’^.Ab,  19.39. 

'l  PRESCRIPE  LAUGHTER  by  Thomas  Rich- 
ard Rees,  \bmtage  Press,  XCAA,  1960. 

THE  TEEX-AGE  YEARS.  A Medical  Guide 
for  Young  People  and  Their  Parents  by  Arthur 
Roth.  Doubleday  Co.,  Inc.,  Garden  City,  19()0. 
A TRA\'ELF:R'S  GUIDE  TO  GO(M) 
HE.ALTH  by  Colter  Rule.  Doubledav  & Co.,  Inc., 
Garden  City,  X^.AC,  1960. 

THE  LIST  METHOD  OE  PSYCHOTHER- 
•APA’  by  Elizabeth  Slier,  Eleanor  Messing,  Theo- 
dora Hir.schhorn,  Ifnis  Post,  Annette  Davis  and 
Arthur  Messing.  W ith  an  Introduction  by  Jacob 
S.  List.  Philosophical  Library,  X.A'.,  lOob. 
MASTER  YOUR  TEXSIOXS  AXD  EXJOY 
LIA’IXG  AGAIX  hy  George  .S.  Stevenson  and 
Harry  Milt.  Prentice-Hall,  Ifnglewood  Cliffs, 
19.39.' 

CCUMMUXICAPLE  AXD  IXEECTIOUS 
DLSIvA.SIv  by  I'ranklin  11.  To]).  4th  ed.  C.  V. 
Moshv  Co.,  .St.  L..  1960. 

OR'l'llOPEDlC  SURGERA'  IX  TFIE  EURO- 
PEAX  THEATER  OF  OPERATIOXS.  Sur- 
gery in  World  War  11.  Office  of  the  .Surgeon 
General,  Department  of  the  Army.  Wash.,  1936. 
XEL"R(  l.SURGIfRA".  \A)1.  H.  Surgery  in  World 
War  H.  (Affice  of  the  .Surgeon  General,  Depart- 
ment of  the  Army.  Wash.,  1939. 

Pf  )LSOXIXG.  A guide  to  Clinical  Diagnosis  and 
Treatment.  2nd  ed.  Wb  P.  Saunders  Co..  Phil., 
1 93<S. 
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nase,  and  strei)todorna.se  discussed  in  this  section 
in  addition  to  .such  obvious  .sources  of  ])oi.soning  as 
s])ider  bites,  snake  venoms,  Rauwollia,  and  try])ar- 
.samide.  .Some  jioisons  discussed  in  this  .section  may 
contrihute  more  to  the  physician’s  culture  than  to 
his  bread  and  butter,  as,  for  example,  sting  ray, 
selenium,  rosemary  oil,  tbiokol,  trachinus  draco, 
ultramarine,  zygadenus  veneuosus,  and  a host  of 
others  too  numerous  to  mention. 

For  the  medically-legally  inclined  physician,  this 
book  should  he  invaluable,  and  it  is  certainly  a 
worthwhile  volume  for  any  physician  to  have  in  his 
library  against  the  day  when  the  telephone  rings, 
and  a poisoning  emergency  is  su.spected.  Even  the 
most  com])lacent  practitioner  may  be  startled  to 
find  that  in  perusing  this  book  bis  therapeutic 
wheel-horses,  such  as  sulfadiazine,  sulfaguanadine, 
streptomycin,  salicylic  acid,  ])olymyxin,  penicillin, 
oxygen,  oxytetracycline,  neomycin,  morphine,  cor- 
tisone, and  phenoharbital,  are  classified  among  the 
poisons.  To  open  this  hook  is  to  read  further  than 
you  planned. 

WTlliam  L.  Mauran,  Jr.,  m.d. 


J.  E.  BRENNAN  & COMPANY 

Leo  C.  Clark,  Jr.,  B.S.,  Reg.  Pharm. 

140  Central  Avenue  Seekonk,  Mass. 
5 North  Union  Street  Pawtucket,  R.  1. 

SHELDON  BUILDING 

7 Registered  Pharmacists 
Pharmacy  License  ^226 


HOUSE  OF  DELEGATES 

Meeting  at  the 
Medical  Library 

W edtiesday,  February  1,  1961 
at  8;()()  P.M. 
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114th  ANNUAL  MEETING  . . . 

of  the 

PROVIDENCE  MEDICAE  ASSOCIATION 
MONDAY JANUARY  2,  1961 

at  the 

Rhode  Island  Medical  Society  Library,  at  8:30  p.m. 

SPEAKER : 

E.  A.  SIMEONE,  M.  D. 

of  Cleveland,  Ohio 

Professor  of  Surgery,  Western  Reserve  University  School  of  Medicine 

SUBJECT: 

“THE  CONTRIBUTIONS  OE  SURGICAE 
RESEARCH  TO  HUMAN  PHYSIOEOGY ’’ 
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